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1 Introduction and methodology
1.1 Introduction

Primary Care Trusts (PCTs) and councils are required to produce a Joint Strategic Needs Assessment (JSNA) by the Local Government and Public Involvement in Health Act 2007. The requirement is for a JSNA to be produced for every upper tier local authority area.  The focus of a JSNA is to assess the future needs of the population. By describing the current health and wellbeing issues affecting older people, the JSNA will enable organisations across Lancashire to plan and commission more appropriate support and services in the coming years. This data compendium forms part of the overall Lancashire JSNA process and focuses specifically on older people.
There are wide variations in levels of income and wealth across Lancashire. Several districts have small pockets of deprivation but there are also larger areas of deprivation, particularly in parts of East Lancashire and Preston.  In rural areas poverty and social exclusion can exist alongside affluence.

Lancashire's population is ageing.  Over the next 20 years the percentage of people in the county aged 50 and over will increase from 36% to 44%.  There are now more people aged over 60 than under 19.

Older people should be able to enjoy active lives for longer, enjoy leisure time and share their skills and experience.  However, for a minority of people a longer life can mean living with illness, disability and dependency for longer.  This leads to the assumption that an ageing population will create significant demands on society.

For the purposes of this document, 'older people' are those aged 50 or over, and people within this age range have a wide variety of expectations, attitudes and needs.  Age alone does not define a person's abilities: it is possible to be frail at 50 and still working at 75.  People's expectations, attitudes and needs are not defined by age alone; they are also influenced by their race, faith, sex, sexuality and whether they live in an urban or rural community. This document attempts to consider all aspects of ageing.

National Drivers

The reduction in government expenditure means that councils and service providers are reviewing their options.  There is a move towards enabling older people to self direct their support.  There is an increasing emphasis on providing good, relevant information and advice, and developing a market place where people are more able to help themselves.  

1.2 Methodology

The Lancashire JSNA uses a model where the total population aged over 50 is considered, identifying issues, measures or actions that could be taken to enable older people to live active and fulfilling lives.  The population at general and immediate risk (i.e. those who are considered vulnerable) are looked at in depth. Specific groups of the population will fall into this category, including carers; those with mild to moderate disabilities and / or learning disabilities; those who are dependent on alcohol or other substances; and ex-offenders.  
The affected population, that is those people with an identified health and/or social care need, will be divided into those people who are in contact with services and those who are not.

[image: image1]
This report uses Age Concern's definition of older people - which is those aged over 50 years.  However, it is well understood that the needs of this population will vary widely.  As such, wherever possible, the analysis is split into four groups to help understand the differences.  The four age groups are:

· 50 to 64 

· 65 to 74

· 75 to 84

· 85+

2 A profile of Lancashire
2.1 Demographics
2.1.1 The population 
In the county of Lancashire there are approximately 437,200 people aged over 50 years (2010 population estimates), making up 37% of the total population.  The gender split is in favour of females, who account for 53.1% of the over 50 population and this mirrors the national pattern.  The gender split begins to widen in the 75-84 age group and by 85+ there are almost twice as many females as males.  This reflects the longer life expectancy for females
Table 1 shows that the population of Lancashire is proportionally older than the regional and national populations.  37% of the Lancashire population is aged over 50 years (and 17.7% aged over 65 years), compared to 35% regionally and 34.3% nationally (16.6% are over 65 regionally and 16.3% nationally).  

Population projections show that the Lancashire 50 plus population will increase from 444,600 in 2011 to 533,200 by 2026, an increase of almost 20%.  The 50 plus population is projected to account for 42.5% of the total population in 2011, 45.2% by 2016 and 47.5% by 2026.  The same proportions for the England population are 33.7% by 2011, 35.6% by 2016 and 37.4% by 2026. This highlights the ageing nature of the Lancashire population and the relative importance of the 50+ age group in the county compared with nationally.
Figure 1: Projected Older People Population of Lancashire
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Source: 2008 ONS population projections, 2011 taken as baseline

Table 1: Lancashire projected older people (50+) population, 2011 taken as baseline

	
	
	Total population
	Females
	Males

	
	
	2016
	2021
	2026
	2016
	2021
	2026
	2016
	2021
	2026

	Lancashire
	50-64
	3.2%
	8.3%
	4.6%
	3.2%
	8.7%
	5.1%
	3.0%
	7.9%
	4.1%

	
	65-74
	16.2%
	19.4%
	19.8%
	15.8%
	19.0%
	19.3%
	16.4%
	19.6%
	20.4%

	
	75-84
	10.0%
	26.4%
	49.5%
	6.3%
	19.5%
	40.5%
	14.8%
	35.4%
	61.4%

	
	85+
	15.9%
	39.0%
	70.4%
	10.7%
	27.3%
	50.8%
	25.6%
	62.2%
	111.1%

	
	TOTAL 50+
	8.4%
	16.0%
	19.9%
	7.5%
	14.6%
	18.5%
	9.3%
	17.4%
	21.5%

	England
	50-64
	5.0%
	12.4%
	11.9%
	5.2%
	12.5%
	11.9%
	4.9%
	12.3%
	12.0%

	
	65-74
	15.5%
	18.8%
	21.2%
	15.4%
	18.9%
	21.1%
	15.6%
	18.7%
	21.4%

	
	75-84
	8.0%
	23.1%
	45.0%
	5.3%
	18.5%
	38.9%
	11.5%
	29.0%
	52.7%

	
	85+
	16.1%
	37.3%
	65.7%
	10.8%
	25.4%
	47.2%
	26.5%
	60.7%
	102.2%

	
	TOTAL 50+
	8.9%
	17.4%
	23.2%
	8.2%
	16.2%
	21.8%
	9.6%
	18.8%
	24.9%

	Source: 2008 ONS population projections


2.1.2 Geography
The following maps show the percentages of people in three older age groups in Lancashire: 50 to 74, 75 to 84 and 85 and over. If a ward is in the highest quintile (coloured red on the maps) it means that out of all the wards in Lancashire, that ward ranks in the top fifth for the percentage of people in the given age group. I.e. it has a high percentage of people in that age group compared to all the areas.

In Lancashire there are high percentages of people aged 50 to 74 in rural and coastal wards, and generally in the less densely populated areas. Fylde and West Lancashire have a high proportion of wards where the percentage of people aged 50 to 74 is in the top quintile within Lancashire with as much as 47.3% of the population being in this age group. High percentages are also found in numerous wards within Lancaster and Ribble Valley.
Map 1: Percentage of people aged 50-74 by ward, 2009
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Over half of the wards in Fylde and Wyre rank in the top quintile in Lancashire for the percentage of people aged 75 to 84. In Lancaster and West Lancashire, over half of all wards are in the highest or second highest quintile; and Ribble Valley again has pockets of high densities of people aged 75 to 84. With this age group we see slightly more of a split in terms of urban and rural areas.

Map 2: Percentage of people aged 75-84 by ward, 2009
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Wyre has the highest density of population aged 85 or over and there are high proportions again in West Lancashire, Lancaster and Ribble Valley. There is generally more of an even spread in the rest of the districts with each having its own wards with a high percentage of people in this age group. We can see that there are a larger proportion of people in this age group in more urban areas with a higher overall population density.
Map 3: Percentage of people aged 85+ by ward, 2009
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Districts

Of the 12 districts, Lancaster has the largest population aged 50+ with 50,000 of the population in this group.  The smallest older adult population is found in Rossendale (23,300).  Each district has a different population structure.  Fylde, Ribble Valley and Wyre are the oldest with 40-45% of the population aged 50 and over, whilst fewer than 35% of the population are within this age group in Burnley, Hyndburn, Preston and Rossendale.  

The population projections for the districts of Lancashire highlight that all will experience population growth in the over 50 age groups between 2011 and 2016 – from 6% growth in Preston to 11% growth in Ribble Valley.  Variations are present in the projections by age group:  

· The 65 to 74 age group is expected to increase by between a fifth and a quarter in Chorley and Rossendale;
· The 75 to 84 age groups is projected to increase by more than 15% in Chorley, Ribble Valley, South Ribble and West Lancashire; 
· The 85 and over population is projected to increase by 15% or more in Fylde, Pendle, South Ribble, West Lancashire and Wyre.  The increases are most striking in Fylde where this age group is projected to increase by more than 25% and West Lancashire where the increase is projected to be more than 20%.

Figure 2 – Population projections by Lancashire districts for 2011 to 2016 growth by age groups
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Source: ONS 2010-based sub-national population projections

2.1.3 Ethnicity

The Office for National Statistics produces yearly estimates of the population by age and ethnic group. These are available at local authority level for the population over working age (defined as males aged over 65 and females aged over 60 years). The most recent estimates are for 2009.

The vast majority of the Lancashire-12 population over working age are white British – 95.3%. This is above the national average of 91.5%. The second largest group are white Irish, which accounts for 1.6% and white other, which makes up 1.0%. Pakistani and Indian populations are small at less than 1% of the total each (1.4% when combined), but they are the most significant of the other groups.

The older ethnic population (all non-white groups) has increased since the time of the 2001 Census where it accounted for 1.5% of the population above working age (compared to 2.2% now). This is a trend which is likely to continue into the future.
Health is known to deteriorate with age and some ethnic groups are known to face greater risks of particular conditions; South Asian communities face greater risk of diabetes, for example.
There has been a large increase in the "other" population group in Lancashire-12 which reflects an increasing diversity in the population, due in part to the increased numbers of economic migrants. As these groups come here for the purposes of work (primarily from Eastern Europe),
 they tend to be young and of relatively good health.  However, as they settle here and the population ages, the burden of poor health will increase, particularly as they may be more likely to settle in the more deprived parts of the county. The increases in these populations will be important considerations for services because of these factors but those services must also ensure that they operate in ways which are culturally appropriate to remove any barriers to access which can lead to inequities and further inequalities in health.
2.1.4 Living alone

Living alone affects an individual's chances for social interaction and can lead to social isolation.  The increasing propensity to live alone reduces the levels of informal care that are more likely to be available to older people who live with other people such as their family.  This can place a greater demand on social services and may be linked with greater risk of incidents such as falls.

Table 2 - Older people living alone projections
	Total population aged 65 and over predicted to be living alone
	2010
	2015
	2020
	2025
	2030

	
	65-74
	75+
	65-74
	75+
	65-74
	75+
	65-74
	75+
	65-74
	75+

	 England 
	1,128,110
	2,062,114
	1,306,000
	2,254,755
	1,366,500
	2,541,638
	1,370,750
	3,029,942
	1,541,760
	3,344,929

	 North West 
	155,550
	272,155
	176,600
	296,091
	183,380
	329,455
	182,110
	389,372
	202,250
	425,299

	 Lancashire 
	28,320
	49,250
	33,080
	54,246
	34,460
	61,718
	34,040
	74,163
	37,830
	81,735

	Central Lancashire

	 Chorley 
	2,530
	3,731
	3,130
	4,308
	3,210
	5,387
	3,060
	6,778
	3,440
	7,470

	 Preston 
	2,520
	4,647
	2,750
	4,932
	2,830
	5,258
	2,930
	5,991
	3,260
	6,432

	 South Ribble 
	2,670
	4,301
	3,150
	4,939
	3,280
	5,672
	3,180
	6,934
	3,610
	7,694

	 West Lancashire 
	2,960
	4,430
	3,370
	5,163
	3,480
	6,147
	3,380
	7,531
	3,730
	8,162

	North Lancashire

	 Fylde 
	2,330
	4,735
	2,720
	5,149
	2,830
	5,692
	2,860
	6,798
	3,220
	7,531

	 Lancaster 
	3,260
	6,207
	3,830
	6,750
	4,030
	7,483
	4,030
	9,003
	4,450
	9,824

	 Wyre 
	3,520
	6,370
	4,000
	7,164
	4,200
	7,992
	4,140
	9,444
	4,670
	10,136

	East Lancashire

	 Burnley 
	1,890
	3,263
	2,210
	3,582
	2,290
	3,969
	2,240
	4,702
	2,400
	5,143

	 Hyndburn 
	1,770
	3,005
	1,960
	3,270
	2,010
	3,650
	2,010
	4,159
	2,240
	4,539

	 Pendle 
	1,940
	3,541
	2,290
	3,738
	2,510
	4,091
	2,490
	4,919
	2,620
	5,645

	 Ribble Valley 
	1,580
	2,510
	1,910
	3,019
	1,980
	3,555
	2,010
	4,288
	2,270
	4,790

	 Rossendale 
	1,380
	2,320
	1,730
	2,510
	1,860
	2,829
	1,810
	3,555
	2,010
	4,023

	Unitary

	 Blackburn with Darwen 
	2,450
	4,294
	2,770
	4,491
	2,950
	4,749
	2,930
	5,577
	3,290
	6,174

	 Blackpool 
	3,570
	6,431
	3,740
	6,635
	3,710
	7,117
	3,620
	7,979
	4,100
	8,359


Source: POPPI

3 The Social Determinants of Wellbeing
3.1 Introduction

Older people make up almost half of the entire population of Lancashire.  As people age they require an increasing level of support from services and as such it is important to understand the needs of this group.  The timing of interventions is all important as it can often be the case that a population-based intervention now will be cost effective as it will prevent greater need in the future which would require more intensive and costly interventions.  
The wellbeing of all older people, whether they are 50 or 85, rich or poor, will be determined by the context within which they live their lives.  Some challenges will be faced by all groups regardless of age and are most appropriately tackled at a population level.  These include challenges related to the environment, housing, employment, etc, but also those messages about behaviours such as sexual health, alcohol, use of healthy diet. It is appropriate to tackle these determinants of wellbeing at a population level, proportionate to the need.  This chapter provides the broad overview of the determinants of wellbeing for older people.

3.2 Wellbeing of Older People

The North West Mental Wellbeing Survey (2009) was conducted in response to a growing need to understand more about the positive mental wellbeing of people in the region. The findings of the study support Joint Strategic Needs Assessments through the identification of population groups with lower and higher levels of wellbeing.

The study identified and measured a set of influencing factors which have an effect on the mental wellbeing of the population. Findings suggested that 18.2% of 55 to 64 year olds and 17.3% of 65+ year olds had low levels of mental wellbeing. Moderate levels of mental wellbeing increased with age from 55-64 to 65+ age group whilst high levels decreased by the age of 65.

The study assessed a number of key factors in individuals which they believed influenced mental wellbeing. The following factors included the most poignant findings in making an impact on mental wellbeing for the over 50s. 
Optimism
Optimism about the future decreased as people aged, with those aged 65+ years least likely to feel optimistic all of the time. Furthermore, levels of optimism were higher among those living in the least deprived areas, and among non-white adults.

Feeling useful and dealing with problems

Those aged 65+ years were most likely to have rarely felt useful compared with other age groups. Those aged 55+ years, those living in the least deprived areas, and non-white adults were the most likely to have dealt with problems well all of the time.

Speaking to non household members

Women aged 65+ years were the most likely group to have not spoken to a non-household member in the period of one week. 

Satisfaction with personal relationships

Those aged 55-64 years were most likely to be very satisfied with their personal relationships and those aged 40-54 years being most likely to be dissatisfied.

General health and mobility

Those in very bad health were most likely to be white, 65+ years and living in the most deprived areas. People were more likely to have mobility problems if they were female, aged 65+ years, living in the most deprived areas, or were white adults.
Self care and caring for others

People aged 65+ years were most likely to have problems washing or dressing themselves, and people living in the most deprived areas were more likely than people living in other areas to have problems. Around one in ten adults care for somebody (not as part of their job). Carers were most likely to be women, aged 55-64 years or non-white individuals. Carers who were older or who lived in the most deprived areas tended to care for someone for longer hours.

Satisfaction with local area and household

Older age groups (55+ years) and white adults were most likely to be very satisfied with their area as a place to live. Proportionately more people with low mental wellbeing were aged 65+ years, white and lived in the most deprived areas in a one adult household. Significantly more people with low mental wellbeing were living in supported or assisted housing compared with people with moderate or high mental wellbeing. People living in supported or assisted housing were more likely to be female, aged 65+ years or non-white adults.  

http://www.nwph.net/nwpho/publications/NorthWestMentalWellbeing%20SurveySummary.pdf
3.3 Material wellbeing

3.3.1 Income and affluence
Income deprivation affecting older people is one of the sub-domains of the Index of Multiple Deprivation which is published by the Department for Communities and Local Government. The 2010 indices show a mixed picture across Lancashire with small areas in most of the districts being in the 10% most deprived in terms of income deprivation affecting older people. Ribble Valley seems from the map below to be the least affected by this deprivation domain.
Map 4 - Map of income deprivation affecting older people


[image: image7]
Source: Communities and Local Government

A full interactive map of all the Indices of Deprivation is available on the Lancashire Profile website: http://www.lancashire.gov.uk/office_of_the_chief_executive/lancashireprofile/ia/003/atlas.html
Pension credits

http://www.lancashire.gov.uk/office_of_the_chief_executive/lancashireprofile/main/pension.asp
With a caseload of 295,590 state pensioners in the 14-authority Lancashire area in November 2010, pensioners represent a significant proportion of the local population.

A large proportion of the retired population of Lancashire has limited financial means and the pension credit caseload amounted to 73,830 in the 14-authority Lancashire area. High numbers of pension credit claims are associated with inner-urban areas where the older population does not form a large proportion of local residents The pensioners that reside in these areas however are often those in most need of this benefit.

At the national level the claimant caseload for pension credit was over 2.7 million in November 2010, down by 0.8% from a year earlier. In the Lancashire-12 area, the number was 55,930, whilst for the broader 14-authority Lancashire area the number was 73,830.  Both figures are virtually the same as the figures for November 2009. The largest numbers of claimants were recorded in the two unitary authorities of Blackburn with Darwen (7,370) and Blackpool (10,530). Within the Lancashire-12 area, claimant numbers of over 6,000 were recorded in Lancaster and Preston districts. The affluent rural ward of Ribble Valley recorded by far the lowest number of claimants with just 1,780.

3.4 Health 

The most commonly reported types of longstanding illness among both men and women aged 65 and over are musculoskeletal, and heart and circulatory diseases, with the rate of almost all of the conditions increasing with age in both sexes (Health Survey for England, 2005). 

In older people, self-assessment of poor overall health has been associated with increased risk of mortality (Mossey et al., 1982).  Self-reported general health is an important indicator of the general health of the population and been found to be predictive of functional decline (Idler et al., 1995).

In the Health Survey for England, 2005, amongst older people age 65 years and over, 57% of men and 55% of women said their health was ‘good’ or ‘very good’, 30% of men and 32% of women reported their health as ‘fair’ and 13% of both men and women rated it as ‘bad’ or ‘very bad’. The prevalence of self-reported ‘good’ or ‘very good’ health decreased with age among women in all age groups (Health Survey for England, 2005). Nonetheless, there is also evidence that self reported health is higher amongst more affluent older people, than deprived ones (Lynch et al., 2000).

Cross sectional evidence from the English population suggests that the prevalence of ill health in people aged 50-59 from routine and manual social classes is greater than among older people from professional and managerial social classes (Marmot et al., 2002). 

Depression and social isolation affect one in seven people over the age of 65 (Greaves and Farbus, 2006).
3.4.1 Life expectancy at birth and age 65
Life expectancy is a widely used indicator of the state of the nation's health. Over the period 1991-93 to 2008-10, there have been improvements in male and female life expectancy at birth in all the Lancashire county districts. However, overall life expectancy at birth in Lancashire-12 males and females remains lower than the England and Wales average. A baby boy born in Lancashire-12 today can expect to live 78 years, whilst a baby girl can expect to live 82 years.

According the most current (2008-10) life expectancy at birth figures, for males Hyndburn has the lowest life expectancy at birth and South Ribble and Fylde have the joint highest. For females Preston has the lowest life expectancy at birth and Ribble Valley the highest.
Male life expectancy at birth in Hyndburn ranks 7th lowest out of all 324 districts in England - 3.2 years lower than the England and Wales average. Preston is ranked 7th lowest out of all 324 districts in England for female life expectancy at birth. Hyndburn experiences the greatest gender inequality for life expectancy at birth in Lancashire-12 with males expecting to live 5 years less than females.

Table 3 - Life expectancy at birth – males   
	Area
	1991-93
	2004-06
	2005-07
	2006-08 
	2007-09
	2008-10

	E&W
	73.6
	77.2
	77.5
	77.8
	78.1
	78.5

	Burnley 
	71.3
	75.3
	75.4
	75.5
	75.1
	75.5

	Chorley 
	73.1
	76.7
	77.4
	77.2
	77.5
	77.6

	Fylde 
	74.4
	78.2
	78.7
	78.6
	78.9
	79.5

	Hyndburn 
	71.8
	75.3
	75.4
	75.3
	74.9
	75.3

	Lancaster 
	73.5
	76.4
	76.8
	76.9
	77.2
	77.4

	Pendle 
	72.9
	75.6
	76.1
	76.4
	76.9
	77.4

	Preston 
	71.0
	75.1
	75.0
	75.2
	75.5
	76.0

	Ribble Valley 
	73.7
	77.6
	78.8
	79.2
	79.2
	79.0

	Rossendale 
	72.3
	75.7
	75.4
	75.7
	75.0
	75.7

	South Ribble 
	74.0
	77.5
	77.5
	77.8
	78.5
	79.5

	West Lancashire
	73.9
	76.4
	77.7
	77.7
	78.4
	78.0

	Wyre 
	73.5
	76.8
	77.0
	77.7
	77.8
	78.4

	Lancashire-12
	 -
	76.4
	76.8
	76.9
	77.1
	77.5

	Source: Office for National Statistics


Table 4 - Life expectancy at birth – females  
	Area
	1991-93
	2004-06
	2005-07
	2006-08 
	2007-09
	2008-10

	E&W
	79.0
	81.5
	81.7
	82.0
	82.2
	82.5

	Burnley 
	76.3
	78.8
	79.0
	79.1
	79.6
	80.4

	Chorley 
	78.2
	80.8
	81.4
	81.3
	81.4
	81.4

	Fylde 
	79.5
	81.6
	81.7
	82.2
	82.5
	83.0

	Hyndburn 
	77.7
	79.5
	79.9
	80.0
	80.4
	80.3

	Lancaster 
	78.8
	81.2
	81.3
	80.8
	81.0
	81.3

	Pendle 
	78.5
	80.5
	80.5
	81.4
	81.1
	81.4

	Preston 
	76.7
	79.5
	79.9
	80.0
	80.0
	80.0

	Ribble Valley 
	79.0
	82.8
	82.8
	83.4
	82.8
	83.3

	Rossendale 
	77.3
	79.9
	80.3
	80.4
	80.3
	80.3

	South Ribble 
	78.7
	81.9
	81.6
	81.7
	82.3
	83.0

	West Lancashire
	78.4
	80.6
	80.6
	80.8
	80.8
	81.3

	Wyre 
	79.1
	81.2
	81.3
	81.9
	82.1
	82.4

	Lancashire-12
	 -
	80.7
	80.9
	81.1
	81.2
	81.5

	Source: Office for National Statistics


The Office for National Statistics has also released trend data, from 2000-02 to 2008-10, on life expectancy at age 65. For the most recent 3 year period, males aged 65 in England could expect to live for another 18.0 years and women a further 20.6 years if mortality rates remained the same as they were in 2008-10. The data revealed that life expectancy at aged 65 is continuing to rise for both men and women. Although women continue to live longer than men in Lancashire-12, the gap has been closing over recent years. In 2000-02 there was a difference of 3.0 years between male and female life expectancy at age 65 in Lancashire-12. By 2008-10 this had narrowed to 2.3 years.
Figure 3 - Life expectancy at age 65
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Rossendale has the lowest life expectancy at age 65 for males at 16.3 years. Fylde has the highest at 19.0 years. Only Fylde, South Ribble, Pendle and Wyre males have a higher life expectancy at 65 than the England average but this wont be Fleetwood
Table 5 - Life expectancy at age 65 – males
	Area
	2000-02
	2001-03
	2002-04
	2003-05
	2004-06
	2005-07
	2006-08
	2007-09
	2008-10

	E&W
	16.1
	16.3
	16.5
	16.8
	17.2
	17.4
	17.7
	17.9
	18.2

	Burnley
	15.2
	15.2
	14.9
	15.8
	16.2
	16.8
	17.0
	17.2
	17.4

	Chorley
	15.4
	15.5
	15.6
	15.8
	16.2
	16.8
	17.3
	17.6
	17.7

	Fylde
	16.2
	16.5
	16.8
	17.1
	17.3
	17.8
	18.2
	18.5
	19.0

	Hyndburn
	14.8
	15.0
	15.4
	15.9
	16.4
	16.6
	16.5
	16.3
	16.5

	Lancaster
	15.6
	15.7
	16.1
	16.6
	17.0
	17.2
	17.2
	17.4
	17.5

	Pendle
	16.1
	16.2
	16.1
	16.1
	16.4
	16.9
	17.5
	18.0
	18.3

	Preston
	15.3
	15.4
	15.8
	15.8
	16.1
	16.1
	16.3
	16.6
	17.0

	Ribble Valley
	16.4
	16.7
	16.8
	17.2
	17.2
	17.7
	18.1
	18.0
	18.0

	Rossendale
	15.4
	15.1
	15.1
	15.3
	15.8
	15.8
	16.0
	15.8
	16.3

	South Ribble
	15.9
	16.1
	16.6
	17.1
	17.6
	17.5
	17.6
	17.9
	18.6

	West Lancs
	15.3
	15.4
	15.8
	16.1
	16.6
	17.0
	17.3
	17.6
	17.5

	Wyre
	16.1
	16.3
	16.3
	16.5
	16.9
	17.2
	17.6
	17.8
	18.3

	Lancashire-12
	15.7
	15.8
	16.0
	16.3
	16.7
	17.0
	17.3
	17.5
	17.8

	Source: Office for National Statistics


Table 6 - Life expectancy at age 65 – females
	Area
	2000-02
	2001-03
	2002-04
	2003-05
	2004-06
	2005-07
	2006-08
	2007-09
	2008-10

	E&W
	19.2
	19.2
	19.4
	19.5
	19.9
	20.1
	20.3
	20.5
	20.8

	Burnley
	18.1
	17.8
	17.7
	17.8
	17.8
	18.1
	18.1
	18.7
	19.5

	Chorley
	18.2
	18.5
	18.6
	18.6
	19.1
	19.6
	19.6
	19.5
	19.8

	Fylde
	19.3
	19.2
	19.3
	19.5
	19.9
	20.1
	20.3
	20.4
	20.7

	Hyndburn
	17.9
	17.9
	18.2
	18.5
	18.7
	19.0
	18.8
	19.3
	19.2

	Lancaster
	19.2
	19.5
	19.3
	19.6
	19.8
	19.9
	19.8
	20.0
	20.5

	Pendle
	19.0
	18.8
	19.1
	19.2
	19.8
	20.0
	20.5
	20.6
	20.8

	Preston
	18.1
	18.0
	18.1
	18.1
	18.6
	18.9
	18.9
	19.0
	19.0

	Ribble Valley
	19.1
	19.2
	19.5
	19.8
	20.3
	20.2
	21.0
	20.9
	21.1

	Rossendale
	17.8
	18.0
	18.0
	18.0
	18.2
	18.6
	18.7
	19.0
	19.1

	South Ribble
	19.1
	19.1
	19.5
	19.9
	20.1
	19.9
	19.8
	20.3
	20.8

	West Lancs
	18.0
	18.1
	18.2
	18.6
	18.9
	18.9
	19.2
	19.4
	19.8

	Wyre
	19.4
	19.5
	19.4
	19.3
	19.5
	19.7
	20.3
	20.5
	20.7

	Lancashire-12
	18.7
	18.7
	18.8
	18.9
	19.3
	19.4
	19.6
	19.8
	20.1

	Source: Office for National Statistics


Females in all 12 districts experience higher life expectancy at age 65 than their male counterparts. Preston has the lowest life expectancy at age 65 for females at 19.0 years – the same as the highest district figure for males (Fylde district). Ribble Valley has the highest life expectancy at 65 for females at 21.1 years.

3.4.2 Healthy and disability-free life expectancy at age 65

Lancashire-12 residents can expect fewer years of healthy and disability-free life expectancy at age 65 than the England average. A man aged 65 in Lancashire-12 can expect to live for another 6.0 years in good health and free from disability and a woman 6.5 years.  Only men and women in Fylde and Ribble Valley have a higher healthy and disability-free life expectancy compared to England.
Table 7 - Healthy and disability-free life expectancy at age 65
	Area
	Healthy and Disability Free life expectancy at age 65 (years) 2006-08

	
	All
	Male
	Female

	England
	7.0
	6.8
	7.3

	Burnley 
	4.9
	4.8
	5.1

	Chorley
	6.2
	5.9
	6.5

	Fylde 
	7.7
	7.5
	7.9

	Hyndburn 
	5.1
	4.8
	5.4

	Lancaster
	6.7
	6.3
	7.0

	Pendle
	5.8
	5.5
	6.0

	Preston
	6.0
	5.7
	6.3

	Ribble Valley
	7.8
	7.6
	8.1

	Rossendale
	5.6
	5.4
	5.8

	South Ribble
	6.5
	6.2
	6.8

	West Lancashire
	6.1
	6.0
	6.3

	Wyre
	6.6
	6.2
	7.0

	Lancashire 12
	6.3
	6.0
	6.5

	Source: Created by the Lancashire JSNA team using Office for National Statistics data


3.4.3 Reduced life expectancy 

Over the years there have been improvements in mortality from all causes of male deaths (under 75s) in Lancashire-12, yet the gap with England and Wales has not been narrowed. 

Table 8 - Mortality from all causes <75 (males)
(Directly age-standardised rates (DSR), Less than 75 years, 1993-2008 (Annual trends) per 100,000 European Standard population)

	 Area
	1993-95
	2004-06
	2005-07
	2006-08
	2007-09

	Lancashire-12
	570.9
	415.6
	402.6
	396.1
	387.9

	E&W
	528.7
	385.2
	375.2
	366.6
	356.7

	Source: The NHS Information Centre for Health and Social Care


Figure 4 – Trend in mortality from all causes of death in males under 75
[image: image9.png]Trend in mortality from all causes of death <75 males

=}
S
©

«n

et}

4

<

o2

R

2l o

=l

2z

[}

5z

S &
o o o o o
3 S 3 S 3
A S @ &3

000°00T 42d 914 pasipiepuess Apdang

60-£00C

80-900C

£0-500C

90-v00C

S0-£00C

0-200C

€0-T00C

20-000C

T0-666T

00-866T

66-L66T

8679661

L6°566T

967661

S6-€66T

Source: The NHS Information Centre for Health and Social Care





The picture for females mirrors that for males.  Since 1993-95 there have been improvements in mortality from all causes of female deaths (under 75s) but the rate remains higher than the England and Wales average and the gap has not been narrowed.

Table 9 - Mortality from all causes (females)
(Directly age-standardised rates (DSR), Less than 75 years, 1993-2008 (Annual trends) per 100,000 European Standard population)
	 Area
	1993-95
	2004-06
	2005-07
	2006-08
	2007-09

	Lancashire-12
	336.1
	256.9
	255.5
	253.5
	252.4

	E&W
	312.6
	241.2
	236.0
	231.9
	226.1

	Source: The NHS Information Centre for Health and Social Care


Figure 5 – Trend in mortality from all causes of death in females under 75
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3.4.4 Mortality in over 50s
Table 10 – 2010/11 Mortality broken down by age groups 50+ years 
	
	
	
	
	
	
	

	District
	50-64
	65-74
	75-84
	85+
	Total
	Rate per 1000 Pop

	Burnley
	126
	154
	238
	254
	772
	2.5

	Chorley
	97
	189
	277
	308
	871
	2.2

	Fylde
	92
	117
	282
	374
	865
	2.5

	Hyndburn
	101
	144
	212
	250
	707
	2.5

	Lancaster
	138
	237
	416
	519
	1310
	2.6

	Pendle
	103
	103
	186
	210
	602
	1.9

	Preston
	158
	228
	348
	380
	1114
	2.7

	Ribble Valley
	54
	90
	153
	222
	519
	2.2

	Rossendale
	64
	66
	125
	161
	416
	1.8

	South Ribble
	97
	155
	295
	311
	858
	2.1

	West Lancs
	45
	79
	128
	187
	439
	1.0

	Wyre
	142
	230
	416
	477
	1265
	2.5

	Total
	1217
	1792
	3076
	3653
	9738
	2.2


Source - CLCBS - Cumbria and Lancashire Commissioning Business Service
3.5 Education and life long learning
Participation in lifelong learning to improved mental health and wellbeing and in the academic year 2011/12, 11,571 people aged 50 or over accessed learning through Lancashire Adult Learning.  This represented 42% of the total learner cohort.
Total learner and disability breakdown

Of the 11,571 who accessed adult learning and were aged 50 or over in the academic year 2011/12, 1,895 declared a learning difficulty and/or a learning disability this equates to 52% of all learners.  The following table (table 11) gives an age break down of these learners within 10 year age bands and also indicates where learners have self‐declared that they have a learning difficulty and/or a learning disability.

Table 11 – Breakdown of learners aged 50+

[image: image11.emf]Learners % Learners %

50-59 3,573               30.9% 464               13%

60-69 4,229               36.5% 558               13%

70-79 2,340               20.2% 456               19%

80-89 1,147               9.9% 317               28%

90-99 265                  2.3% 98                 37%

100+ 17                    0.1% 2                   12%

Total 11,571             1,895            16%

Disability / Difficulty Learner Numbers


Source: Lancashire Adult Learning
From the table above it can be identified that the majority of our over 50 learners fall within the 50‐69 age bands, 67.4%.

Analysis of learners with Subject Sector Areas (SSA)

Lancashire Adult Learning delivers provision across 15 SSA as prescribed by the Skills Funding Agency; the following table identifies within which areas the 11,571 over 50 learners are learning.

Table 12 – Areas of learning


[image: image12.emf]SSA

Name

Learners %

1Health, Public Services & Care 1,111               9.6%

2Science & Maths 11                    0.1%

3Agriculture,Horticulture & Animal Care 246                  2.1%

4Engineering & Manufacturing Technologies 11                    0.1%

5Construction, Planning & The Built Environment 49                    0.4%

6ICT 2,654               22.9%

7Retail & Commercial Enterprise 559                  4.8%

8Leisure, Travel & Tourism 1,167               10.1%

9Arts, Media and Publishing 2,582               22.3%

10History, Philosophy and Theology 531                  4.6%

11Social Sciences 36                    0.3%

12Languages, Literature and Culture 1,193               10.3%

13Education & Training 203                  1.8%

14Preparation for Life and Work 2,806               24.3%

15

Business Administration and Law

198                  1.7%

Total 11,571            

Learner Numbers


Source: Lancashire Adult Learning
Important: the sum of learners in each SSA will not equal the total unique learner number of 11,571 as learners may be learning across more than one SSA.
From the table above it can be identified that the over 50 learners cover a vast range of activities learning with LAL.  However the main areas in which they partake are:

· SSA 6 - ICT

· This includes courses such as: 

· Introduction to e-mail,

· Internet and e-mail

· Computers for beginners

· SSA 9 - Arts, Media and Publishing

· This includes courses such as 

· Arts and Crafts

· Guitar for beginners

· Ballroom dancing

· Drawing and Painting Workshops

· SSA 14 – Preparation of Life and Work

· This includes courses such as 

· Literacy / Numeracy Skills

· Confidence and Wellbeing

· Communication Skills

Analysis of learners across the 12 districts of Lancashire

Learners participating in LAL provision reside across all 12 districts of the county, the following analysis shows the % of learners against the % of the over 50 population residing in that particular district.

Table 13 – % of learners against the % of the over 50 population by district

[image: image54.emf]District Over 50 Population

Learners %

Burnley 28,902                           519                  1.8%

Chorley 34,219                           1,285               3.8%

Fylde 31,034                           811                  2.6%

Hyndburn 26,235                           481                  1.8%

Lancaster 46,739                           2,103               4.5%

Pendle 28,845                           424                  1.5%

Preston 39,347                           1,184               3.0%

Ribble Valley 20,353                           558                  2.7%

Rossendale 21,383                           370                  1.7%

South Ribble 36,211                           845                  2.3%

West Lancahire 38,647                           881                  2.3%

Wyre 44,362                           1,309               3.0%

801                 

Total 396,277                         11,571            

Learner Numbers

Out of county learners


Source: Lancashire Adult Learning

The 801 out of county learners are predominately from the neighbouring council districts of Blackpool and Blackburn, and other learners from other bordering districts.
East Lancashire has the lowest take up, with Burnley, Pendle, Rossendale and Hyndburn all having less than 1.8% of the population accessing learning.
3.6 Community safety and fear of crime
3.6.1 Older people as victims of crime

Table 14, shows age breakdown of victims of racially or religiously aggravated crime between September 2010 and August 2011.
Table 14: Victims of crime between September 2010 and August 2011
	
	50-74
	75-84
	85+

	Crime Group
	All persons
	%
	All
	%
	All
	%

	Criminal Damage
	4547
	28.2
	374
	24.7
	72
	15.8

	Other Stealings
	3119
	19.4
	441
	29.2
	98
	21.4

	Burglary
	3115
	19.3
	337
	22.3
	127
	27.8

	Violent Crime
	1724
	10.7
	59
	3.9
	28
	6.1

	Vehicle Crime
	1695
	10.5
	90
	6
	18
	3.9

	Theft
	954
	5.9
	150
	9.9
	80
	17.5

	Shoplifting
	321
	2
	2
	0.1
	1
	0.2

	Fraud or Forgery
	319
	2
	28
	1.9
	30
	6.6

	Vehicle Interference
	289
	1.8
	30
	2
	3
	0.7

	Other Crime
	20
	0.1
	1
	0.1
	0
	0

	Grand Total
	16103
	
	1512
	
	457
	


Source: MADE District Profiles 2011

Further tables showing older victims of crime by gender are given in appendix A.

3.6.2 Perceptions of crime

Lancashire County Council's Living in Lancashire Survey has highlighted some differences in perceptions of crime amongst older people between the 12 county districts. The graphs below show older people's answers to three perceptions of crime questions. 

Figure 6 – Results from living in Lancashire survey of people aged 50+ - Do you think there is more or less crime in your area than 2 years ago


[image: image13]
Figure 7 – Results from living in Lancashire survey of people aged 50+ - How safe or unsafe do you feel when outside in your local area during the day
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Figure 8 – Results from living in Lancashire survey of people aged 50+ - How safe or unsafe do you feel when outside in your local area after dark

[image: image15]
3.7 Housing

3.7.1 Housing quality
The Supporting People Partnership recognises the key role played by specialist housing and housing support services in improving the quality of life, and maintaining the independence, of older people living in Lancashire.  

There are currently approximately 17,000 flats or bungalows available within sheltered housing and extra care (includes about 4,500 just with a community alarm and no visiting support) for older people across Lancashire and approximately £5million of grant funding paid to deliver services.  Given the increasing number of older people, the Supporting People Partnership decided to undertake a review of extra care, sheltered and other housing support services to ensure that services meet the current and future needs of older people.

· The current SP funded capacity for sheltered housing (excluding community alarms with no visiting support) in Lancashire is shown in the following table. A more detailed analysis is still being undertaken.

Table 15: Current SP funded capacity for sheltered housing in Lancashire
	
	Total sheltered capacity


	Total clients in service
	Clients receiving SP grant
	Clients self funding
	Voids

	Actual


	13,115
	12,404
	8,841
	3,563
	711

	% of total capacity
	100%
	95%
	67%
	27%
	5%


Source: Supporting People
· Total capacity for SP funded accommodation taken from the Supporting People Performance Indicator Workbooks for sheltered accommodation Nov 2010 is 13,115, total clients in service is 12,404 giving a 95% occupancy level.
· The total number of clients receiving SP grant is 8,841 which is 67% of total capacity.  

· Therefore we have a current rate of 27 % not receiving SP grant (i.e. self funders) and 5% voids

· Current SP provision for Lancashire is shown in the following table and a more detailed analysis is still being undertaken

Table 16: Current SP provision for Lancashire
	
	Extra care
	Very Sheltered (including Abbeyfields)
	Sheltered
	Alarm only (no regular visiting support)
	Floating support

	Total Capacity 
	598
	106
	12,292
	4,526
	

	Total number of people receiving SP Grant
	2,468.5 HRS


	15
	8,663
	3,189
	

	Annualised Forecast  (i.e. Spend)
	£308,413
	
	£4,490,158
	£453,687
	

	Spend per head of Older Peoples Population (2007) 

	£1.55
	
	£22.50
	£2.27
	


Source: Supporting People

· Our recent survey of service users suggests that 11% of those in service (1,450) don't actually receive support through calls or visits. If these people follow the same profile as the figures above 420 would be self funders and 1,029 would be receiving SP grant. (Service User Questionnaire)
· Provision of support is not consistent across the county with some service users receiving a daily call (31%) while others receive a weekly visit (29%), a daily visit (20%), a daily call with flexible visits (11%) or a daily visit and a daily call (9%).  There is evidence to show that in some cases providers demonstrate flexibility across their service tailoring support to individual need. (Service User Questionnaire)
· Significantly over half of service users receive additional support for shopping (56%) and half for cleaning (48%).  The majority of this support is provided informally by family and friends. (Service User Questionnaire).
· When asked if they needed additional support for other tasks 49% stated they did not need personal care, 48% that they did not need day care and 46% that they did not need help with meals (service User Questionnaire).

Current Long term Outcome Data

An annual sample of long term outcomes is taken from 10% of service users.  In 2009-10 this sample for older people amounted to 982 service users.

· The highest needs were registered in the Be Healthy, Economic Wellbeing and Stay Safe outcome areas.

· Very high numbers of service users being supported to meet these needs were recorded.

· The figures also show that the requirement for ongoing support is very high amongst older people

Table 17: Current long term outcome data
	SP Long term outcome data – April 2009 – March 2010 

Sample size 982

Outcome
	Number (%) of service users identifying a support need in this area
	Number (%) of service users supported to achieve the outcome

	Be Healthy

	The client is now able to manage independent living better as a result of the assistive technology/aids and adaptations
	773 (79%)
	757 (98%)

	The client is managing their physical health better
	398 (41%)
	367 (92%)

	Economic Wellbeing

	The client has maximised their income, including receipt of the correct welfare benefits
	358 (36%)
	328 (92%)

	Stay Safe

	The client has maintained their accommodation
	307 (31%)
	304 (99%)

	Enjoy and Achieve

	The client has established contact with external services/ groups
	223 (23%)
	206 (92%)

	The client has established contact with friends/ family
	223 (23%)
	163 (73%)

	Making a positive contribution

	The client has more choice and/or involvement and/or control
	219 (22%)
	206 (94%)


Source: Supporting People

· Data from our Service User Questionnaire shows that over 97% of service users feel that the support they receive helps them to live independently and feel safe and secure in their own homes.  Over 95% also say this support helps them to avoid the need to move into residential care accommodation.

Current Service User Profile

· 45 % of people moving into sheltered housing are men and 55% are women compared to 47% and 53% of the background population who are over 50 years old.  This shows that there is a marginal over representation of women moving into sheltered housing (2008/09 Core Data)

· Our residents' survey of over 4,300 service users in sheltered housing showed a bigger gap between the genders of people already living in sheltered accommodation with only 37% of respondents being male and 63% female.

· 45% of people moving into sheltered housing are disabled compared to 30% of the background population who are over 55, therefore a higher proportion of people with disabilities are moving into sheltered housing (2008/09 Core Data)
· Our residents' survey of over 4,300 service users in sheltered housing showed a higher proportion (71%) already living in sheltered accommodation and considering themselves to have a disability or long term illness that stops them from doing the things they'd like to do.
3.8 Environment

3.8.1 Barriers to housing and services
Barriers to housing and services is one of the domains which makes up the Indices of Multiple Deprivation (IMD) produced by the Department for Communities and Local Government. The domain measures the physical and financial accessibility of housing and key local services such as GPs, food shops, Post Offices and primary schools. The 2010 dataset reveals some great inequalities across Lancashire as you can see from the map below.
Map 5 - Barriers to housing and services


[image: image16]
Source: Communities and Local Government
A full interactive map of all the Indices of Deprivation is available on the Lancashire Profile website: http://www.lancashire.gov.uk/office_of_the_chief_executive/lancashireprofile/ia/003/atlas.html
3.9 Behaviours 
The possibility of entering old age with enhanced physical and mental capabilities is influenced by midlife health behaviours and exposure to psychosocial stressors (Britton et al., 2008). Therefore, a focus on healthy behaviours in early age may have the consequence of reducing social inequalities in health at older ages (Morley & Flaherty, 2002; Kivimaki et al., 2007).

As better health in old age is related to lifestyle behaviours in younger age, interventions need to target potentially vulnerable groups early on, as variables measured in middle age predict outcomes in old age (Vaillant, 2002). 

In general, a change towards a healthy lifestyle made early in life and continued to older ages is most effective for the prevention of diseases and disability (Kennedy & Offutt, 2000). 

Government policies encouraged health and social care providers to promote healthy ageing in older people by implementing the National Service Framework for Older People (The National Service Framework for Older People, 2001). 

· Modifiable lifestyle, such as a healthy diet and physical activity, can encourage healthy ageing and improve the quality of life of older people and nurses could play an important role in promoting healthier lifestyles in older people (Davies, 2011)

· There is strong evidence that older people benefit from increasing physical activity, improved diet and nutrition and immunisation and management programmes for influenza (The National Service Framework for Older People, 2001). 

· There is strong evidence for the benefits of exercise in preventing the risk and rate of falls (Gillespie et al., 2009)

· Research shows that educational and social activity group interventions that target specific groups can alleviate social isolation and loneliness among older people (Cattan, et al., 2005)
Rigorous evaluation of health promotion intervention projects is needed to ascertain the most effective and appropriate interventions, especially for alcohol misuse and sexual health (Hendry et al., 2008). 

3.9.1 Tobacco
A separate JSNA concentrating on Tobacco is currently in development and will be published in 2012.
Adult socioeconomic status has a strong influence on smoking habits (Blane et al., 1996). Smoking remains prevalent in elderly people in the UK and the adverse health effects of current smoking continue to accumulate in old age (Allen, 2009).

Older smokers are usually long-term, heavy smokers who are dependent on nicotine and more willing to quit. In 2003, Over half of all smokers aged 50 and over reported wanting to give up smoking altogether (General Household Survey, 2003).

According to the 2009 general lifestyle survey, the lowest prevalence of smoking is found among adults aged 60 and over, at 14%, compared to 25% in the 20-34 and 35-49 year age group (General Lifestyle Survey 2009: Smoking and drinking among adults). Nonetheless, mortality risks of smoking extend well into later life, and suggest that cessation will continue to improve life expectancy in older people (LaCroix et al., 1991). 

3.9.2 Physical activity

Age-related reduction in muscle strength and power, cardiovascular function and neuromuscular response time, all contribute to the declining physical ability with age (Peri et al., 2008).  

Significant health gains can be attained through moderate intensity activity for 30 minutes on five or more days of the week (Health Survey for England, 2008).

According to the Health Survey for England (2008), 30%, 19% and 7% of 55-64, 65-74 and 75+ year olds, respectively, self-reported to have met the government’s physical activity recommendation (30 minutes or more of moderate or vigorous activity on at least 5 days a week). 37%, 50% and 74% of 55-64, 65-74 and 75+ year olds, respectively, had low levels of physical activity (Health Survey for England 2008: Physical Activity & Fitness).

Activity and exercise improve health and reduce risk of falls, as well as improving quality of life (Campbell et al., 1997). 

As well as reducing the risk of falling, physical activity has been shown to modify a significant number of the risk factors associated with falling (Skelton, 1996).

Older people, also those already frail, are reported to benefit from increasing habitual exercise and from participation in social activities (Manini et al., 2006). Lack of mobility is often caused by falls. 

A strong link is reported with physical activity and healthy survival in old age (Manini, et al., 2006). 

Mobility

Mobility is very important in order for older people to remain independent and lack of physical mobility is one of the signs that indicate health deterioration.

The prevalence of mobility problems, in 65+ populations, increase with age (Health Survey for England, 2005: The Health of Older People). 

The findings of 2005 Health Survey for England, showed that: 

· Among people aged 65 and over, 37% of men and 40% of women reported having at least one functional limitation (seeing, hearing, communication, walking, or using stairs).

· Prevalence of functional limitation increased with age, from 26% of men and 25% of women aged 65-69 to 57% of men and 65% of women aged 85 and over. 

· The number of functional limitations also increased with age: prevalence of reporting three or more limitations increased from 4% of men and 2% of women aged 65-69 to 17% of men and 19% of women aged 85 and over.

· Fewer men (39%) than women (47%) aged 65 and over reported any difficulty with walking a quarter of a mile. Both the prevalence and severity of this mobility problem increased with age (Health Survey for England, 2005).
Prevalence of mobility problems are reported to vary by deprivation and income (Health Survey for England, 2005); older people (ages 65+ years) living in non-Spearhead PCTs (indicating less deprived areas) were less likely to experience mobility problems than those in Spearhead PCTs and those in the highest two quintiles of equivalised household income were also less likely to have mobility problems. Half of older people with a mobility problem experience pain in the leg or foot and shortness of breath is found to be more common in older men than in women (Health Survey for England, 2005). 

A quarter of men and one third of women use mobility aids; ranging from 15% of men and 14% of women aged 65-69 to 61% of men and 70% of women aged 85 and over. The most commonly used aid was a cane or walking stick, followed by the Zimmer frame or walker (Health Survey for England, 2005). 

3.9.3 Food 

There is evidence to show that elderly people often have a poor diet that is low in energy and in the amounts of vitamins and minerals consumed (Bamia et al., 2005). 

Diets high in fruit and vegetables are reported to lower the risk of chronic diseases, such as obesity, diabetes, cancer and cardiovascular disease (World Health Organisation, 2003).
The English Department of Health recommends the consumption of at least five portions (400g) of fruit and vegetables daily.

According the Health Survey for England, 2005, on average men aged 65 and over consumed 3.9 portions of fruit and vegetables per day and women consumed 3.8 portions. More men (31%) than women (29%) consumed the recommended five portions or more per day. Fruit and vegetable consumption is found to be higher amongst men residing in the more affluent areas. 

Fruit and vegetable intake has been reported to be higher in older adults than younger adults (Health Survey for England 2003; Johnson et al., 1998). 

3.9.4 Alcohol and substance misuse

Generally, alcohol intake and misuse decreases with age, and the proportion of non-drinkers increases. The decrease in this consumption may be connected to changes in life circumstances and attitudes, and because of increasing ill health (Institute of Alcohol Studies, 1999).

Alcohol and substance misuse in young people is highlighted as a major public health problem. However, in older people, alcohol abuse may remain undetected and often go unrecognised (Khan et al., 2002) but present in a large number of non-specific ways such as accidents, depression, insomnia and confusion, many of which are linked to the ageing process.

Older people tend to drink less alcohol than younger people, but even so 1 in 6 older men and 1 in 15 older women are drinking enough to harm themselves (Royal College of Psychiatrists, 2006).

Around 1-2% of over 55 year olds currently have alcohol dependence per year, rising to 23% in clinical settings (Royal College of Psychiatrists, 2006).
Alcohol use disorders in elderly people are a common but under recognised problem associated with major physical and psychological health problems; for both genders higher levels of drinking seem to be most prevalent among the higher social classes and the most affluent (Dar, 2006).

Certain life changes have been found to be associated with alcohol misuse in elderly people:
Emotional and social problems

· Bereavement

· Loss of friends and social status

· Loss of occupation

· Impaired ability to function

· Family conflict

· Reduced self-esteem

Medical problems

· Physical disabilities

· Chronic pain

· Insomnia

· Sensory deficits

· Reduced mobility

· Cognitive impairment

Practical problems

· Impaired self-care

· Reduced coping skills

· Altered financial circumstances

· Dislocation from previous accommodation (Dar, 2006). 

Substance misuse is usually regarded as a problem affecting younger adults and can be overlooked in older people.
The Lancashire JSNA team and partners from across Lancashire are currently working on a separate JSNA for alcohol, drugs and tobacco. This report will be published on the JSNA website in 2012: www.lancashire.gov.uk/jsna
3.9.5 Sexual health
Efforts to improve sexual health have mostly focused on young people; however, there is emerging evidence of increasing STI incidence in older age groups as well as increasing recognition of the importance of sexual function in later life.
  Poor sexual health is responsible for important levels of morbidity and mortality within the population and requires appropriate resources and funding for diagnostic, treatment and prevention services.
Data from the Health Protection Agency shows that in the NW although rates of infection from Syphilis and Gonorrhoea are decreasing, rates of infection from Herpes and Genital Warts are increasing.
Table 18 – Number of cases of STD's by gender year on year
	Number and rate per 100,000 of new episodes of selected diagnoses in the North West: Males and females aged 45+,  2006 - 2010

	 
	
	2006
	2007
	2008
	2009
	2010
	increase in rate 2006-10

	Male
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Gonorrhoea

	45+
	151
	11.4
	141
	10.6
	112
	8.3
	122
	8.9
	130
	9.5
	-17%

	
	All ages
	1,715
	51.1
	1,640
	48.7
	1,389
	41.1
	1,225
	36.1
	1,427
	42.1
	-18%

	
	% MSM
	32%
	 
	26%
	 
	32%
	 
	40%
	 
	50%
	 
	

	Syphilis
	45+
	55
	4.2
	50
	3.7
	60
	4.4
	47
	3.4
	49
	3.6
	-14%

	
	All ages
	353
	10.5
	301
	8.9
	310
	9.2
	252
	7.4
	249
	7.3
	-30%

	
	% MSM
	70%
	 
	69%
	 
	72%
	 
	77%
	 
	77%
	 
	

	Herpes


	45+
	116
	8.8
	143
	10.7
	160
	11.8
	184
	13.4
	180
	13.1
	49%

	
	All ages
	977
	29.1
	1,220
	36.2
	1,412
	41.8
	1,536
	45.3
	1,572
	46.3
	59%

	
	% MSM
	6%
	 
	5%
	 
	7%
	 
	6%
	 
	8%
	 
	

	Warts
	45+
	328
	24.8
	371
	27.8
	461
	34.1
	438
	31.9
	467
	34.0
	37%

	
	All ages
	5,896
	175.8
	6,220
	184.8
	6,462
	191.3
	6,600
	194.6
	6,135
	180.9
	3%

	
	% MSM
	5%
	 
	5%
	 
	6%
	 
	6%
	 
	6%
	 
	

	Female 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	

	Gonorrhoea

	45+
	22
	1.5
	19
	1.3
	16
	1.0
	15
	1.0
	22
	1.4
	-3%

	
	All ages
	782
	22.4
	801
	22.9
	738
	21.1
	679
	19.4
	623
	17.8
	-21%

	Syphilis


	45+
	3
	0.2
	4
	0.3
	3
	0.2
	2
	0.1
	1
	0.1
	-68%

	
	All ages
	23
	0.7
	18
	0.5
	21
	0.6
	26
	0.7
	16
	0.5
	-31%

	Herpes


	45+
	105
	7.0
	132
	8.7
	153
	10.0
	181
	11.7
	206
	13.3
	91%

	
	All ages
	1,657
	47.4
	2,022
	57.8
	2,404
	68.7
	2,471
	70.5
	2,473
	70.5
	49%

	Warts


	45+
	163
	10.9
	160
	10.6
	228
	14.9
	228
	14.8
	198
	12.8
	18%

	
	All ages
	5,174
	147.9
	5,322
	152.1
	5,670
	162.1
	5,465
	155.9
	5,246
	149.6
	1%

	Source: Health Protection Agency, STI Annual Data Tables


HIV and older people

Thanks to effective treatment, the over 50’s are the fastest growing group of people with HIV in the UK.  A recent study (the 50 Plus project) surveyed a sample of adults aged 50 plus with HIV and found that older people living with HIV are more likely to be worse off in terms of money, work and housing than their peers as well as having exceptionally high levels of other long-term conditions which complicate and exacerbate their often poor health.  Three quarters of those surveyed expressed concern about current and future social care provision which given their financial situation is likely to be state provided.  Respondents (particularly gay/bisexual men) singled out care homes and home care as areas of major anxiety: they perceived such places to be unused to both people with HIV and gay men.  They also felt that HIV services did not cater for their needs as older people and services for older people were not supportive about HIV.  There are clear gaps in provision of some services, but in others the problem is one of making people feel welcome and understood; of assuring them that they will not be stigmatised.  Areas for action include:

· Improvements in healthcare to ensure access to good quality treatment in all settings and better information

· Greater employment support, money management courses and benefits advice

· Addressing homophobia, HIV discrimination and ageism in all services, but especially in social housing, sheltered housing, care homes and health services (particularly primary care)

· Greater co-operation and information sharing between organisations and services for older people and those for people with HIV to improve policy and practice

· Improved emotional support and opportunities for social contact to prevent isolation
Table 19 – Number of HIV & Aids cases in 2010 by district
	New and total HIV & AIDS cases by local authority

	
	2010

	
	New cases
	All cases

	Blackburn-with-Darwen
	10
	98

	Blackpool
	33
	312

	Burnley
	4
	25

	Chorley
	3
	29

	Fylde
	1
	48

	Hyndburn
	0
	26

	Lancaster
	4
	45

	Pendle
	4
	24

	Preston
	9
	103

	Ribble Valley
	1
	17

	Rossendale
	4
	34

	South Ribble
	3
	32

	West Lancashire
	1
	25

	Wyre
	3
	47

	Lancashire Total
	81
	871

	Source: HIV & AIDS in the NW of England 2010

Lancashire total inc. residents where district is not known


In Lancashire a total of 871 people were recorded as living with HIV, an increase of almost 40% from 2005 when there were 626 people with HIV.  Although we do not have an age breakdown for the Lancashire figures, in the NW 19% of HIV positive people are aged 50+.  We can estimate therefore that approximately 163 of the Lancashire total are aged 50+.

Changing patterns of sexual practices, including high rates of divorce and partner change in the older age groups, indicate that focus and concern with sex and sexuality in later life will become part of routine prevention and maintenance of sexual health (Minichiello et al., 2011). 

3.10 Social capital

Social capital (for example, having friends and being involved in the local community) is considered to contribute significantly to health inequalities within and between populations.
 How people perceive, positively or negatively, the support available to them is a strong factor in influencing mental health. Strong social networks and social support play a significant role in preventing poor health and improving recovery outcomes for people experiencing mental [or physical] health problems
.

Social support and good social relations make an important contribution to health.  Social support helps give people the emotional and practical resources they need to live fulfilled lives and be resilient to challenges they face.  Belonging to a social network of communication and mutual obligation makes people feel cared for, loved, esteemed and valued.  This has a powerful protective effect on health.  Supportive relationships also encourage healthier behaviour patterns. For example availability of support from other smoking quitters in groups increases the likelihood of successful smoking cessation. 
There is limited data available on inequalities in social support in Lancashire other than that collected by social support services. This information only tells us about those people receiving social support services and there may be other people in Lancashire with a lack of social support who are not accessing such services. 
Using data from the Health Survey for England it is estimated that there are more than 130,000 people in Lancashire who experience a severe lack of social support. Severe lack of social support is more prevalent in men than women. The figure below shows that overall a lack of social support increases with age. 

Figure 9: Severe lack of social support by age
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A separate joint strategic needs assessment for mental health and wellbeing in Lancashire is due to be published in 2012 and will be available from the Lancashire JSNA website: www.lancashire.gov.uk/jsna
3.11 Social inclusion
In Lancashire a project team has been set up to initiate the inclusion of asset assessments as part of the JSNA from 2012-13 onwards. An asset is any of the following:

· The practical skills, capacity and knowledge of local residents.
· The passions and interests of local residents that give them energy for change.

· The networks and connections – known as 'social capital' – in a community, including friendships and neighbourliness.
· The effectiveness of local community and voluntary associations.
· The resources of public, private and third sector organisations that are available to support a community.
· The physical and economic resources of a place that enhance well-being.
Help Direct

http://www.helpdirect.org.uk/

Help Direct is a support and information service commissioned by Lancashire County Council to help people get the right practical support, information and advice that they need before a small problem becomes a crisis. Help Direct’s main aim is to champion prevention – getting the right help, advice and support to people before the issue becomes a crisis. 
Help Direct can be accessed by phone, email or face-to-face at drop-in centres. People can also find Help Direct advisors at some local GP surgeries, libraries, and community centres.
Help Direct offers information and advice about taking part in, or getting services relating to, the following areas and types of activity:

· Health and Fitness 

· Home and Garden 

· Feeling Safe in Your Home and Community 

· Learning and Leisure 

· Managing Finance 

· Mobility and Transport 

· Community Groups and Involvement 

· Getting the Right Help and Support 

· Relationships and Families 

· Employment, Volunteering and Training 

Help Direct is part of Lancashire County Council's strategy to promote social inclusion and the development of social capital and aims to reduce the need for people to receive more formal social care support until absolutely necessary. 
The following table (table 20) shows the number of contacts received by Help Direct since it started in 2008; there has been over a fourfold increase in contacts from 2009 to 2011.

Table 20 - Contacts to Help Direct by customers aged 65+ by district
	
	2008
	2009
	2010
	2011

	Lancaster
	7
	453
	988
	1623

	Fylde
	4
	138
	267
	547

	Wyre
	11
	167
	438
	1079

	Preston
	55
	481
	894
	1015

	South Ribble
	23
	399
	767
	978

	Chorley
	3
	295
	621
	1293

	West Lancashire
	2
	234
	821
	1388

	Hyndburn
	
	64
	665
	705

	Ribble Valley
	
	70
	559
	654

	Burnley
	
	182
	974
	1086

	Pendle
	
	130
	677
	887

	Rossendale
	
	93
	392
	647

	Outside of Lancashire or Incorrect Address
	7
	80
	173
	319

	Sum:
	112
	2786
	8236
	12221


Source: Help Direct
	Table 21 - All Help Direct contacts by Financial Year

	i_2008_09
	No of contacts
	
	
	
	
	

	April 2008 to March 2009
	681
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	April 2009 to March 2010
	3526
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	April 2010 to March 2011
	10896
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


Source: Help Direct

Each contact can lead to a number of events or actions (called transactions) occurring, and the following table (table 22) shows the number of transactions which happened.  There has been a fivefold increase in the number of transactions between 2009 and 2011.
Table 22 - District breakdown of Help Direct Transactions (i.e. actions taken as a consequence of the contacts) aged 65+ by district
	
	2009
	2010
	2011

	Lancaster
	616
	1638
	2404

	Fylde
	205
	400
	702

	Wyre
	233
	660
	1393

	Preston
	587
	1010
	1228

	South Ribble
	463
	853
	1200

	Chorley
	362
	775
	1643

	West Lancashire
	285
	1045
	1735

	Hyndburn
	80
	1065
	1190

	Ribble Valley
	81
	1033
	1049

	Burnley
	226
	1847
	1750

	Pendle
	173
	1353
	1504

	Rossendale
	131
	702
	1076

	Outside of Lancashire or Incorrect Address
	96
	235
	424

	Total transactions
	3538
	12616
	17298

	Source: Help Direct


	
	
	
	
	
	
	

	
	
	
	
	
	
	

	t_2009_10
	No of Transactions
	
	

	April 2009 to March 2010
	4418
	
	

	
	
	
	
	
	
	

	April 2010 to March 2011
	17026
	
	

	
	
	
	
	
	
	


Source: Help Direct

4 Older people at risk
Some groups in the population are known to be more vulnerable to developing a health or social care need.  Older people in these groups do not yet have an identified health or social care need but they are more likely to develop one than the population as a whole due to the circumstances of their lives.  Particular groups include carers, those with mild to moderate disabilities (including learning disabilities), those who are dependent on alcohol or other substances and ex-offenders.  These groups are considered in this chapter.

To provide a more general approach and to enable an understanding of the tipping point to health and social care need, as well as an understanding of the protective factors, the analysis looks at the vulnerability quintiles, which were developed using the geodemographic profiling tool Mosaic.  The tool divides the population into groups and types dependent upon their characteristics.  Behind the groupings is an index table, which highlights where each group is in relation to the national average for a series of variables.  By identifying a number of variables which signal vulnerability and focusing only on those population types where older people are known to be overrepresented it is possible to produce a ranking system of the different types based upon their vulnerability.  From this it has been possible to group areas in vulnerability quintiles and the analysis will focus on this.  
4.1 Carers
There are approximately 40,000 Lancashire residents providing significant levels of care for another in Lancashire and there are likely to be another 3,770 by 2011. The greatest increases in carer numbers are forecast where there are greatest projected increases in the older person populations. Chorley, Fylde and Wyre will have the greatest percentage growth in carer numbers, whilst in absolute numbers West Lancashire and Wyre come out on top.

A full carers' needs assessment was completed by the Lancashire JSNA team in 2009: http://www.lancashire.gov.uk/office_of_the_chief_executive/lancashireprofile/jsna/documents/AnalysisCarersNeeds.pdf
4.2 Environmental risks to health
4.2.1 Fuel Poverty

A household is said to be in fuel poverty if it needs to spend more than 10% of its income on fuel to maintain a satisfactory heating regime (usually 21 degrees for the main living area, and 18 degrees for other occupied rooms). 

Recent years have seen some dramatic increases in the number of households said to be in fuel poverty. From a rate of 5.9% in 2004, the percentage for England rose to a substantial 18.4% in 2009. This means that almost 4 million households were in a state of fuel poverty in that they spent 10% or more of their income on fuel. For the 14-authority Lancashire area in 2009, it was estimated that 141,096 households (23.1%) were in fuel poverty.
At the Lancashire local authority level, only South Ribble (17.4%) recorded a percentage that was below the England average. In contrast, Pendle, Blackpool, Hyndburn and Lancaster were the four Lancashire authorities with fuel poverty rates in excess of 24%.
Map 6 – Fuel poverty 

[image: image18.emf]
Some measures which can be taken to reduce seasonal excess deaths in Lancashire include:

· All district councils run energy efficiency schemes 

· Development of Lancashire fuel poverty referral project (climate change BTI)

· Promote warm front

· Integrate seasonal protection into care planning

· Maximise uptake of flu vaccination
4.3 Mild to moderate disabilities and learning disabilities

Table 24 - Number of people aged 50+ with physical disabilities
	Number of people aged 50+ with a physical disability by district
	2008/09
	2009/10
	2010/11
	% Increase 2008/9 - 2010/11
	% Population 2010/11

	England
	3172199
	3216469
	3254599
	2.6%
	18.1

	Northwest
	433054
	437710
	441913
	2.0%
	18.1

	Lancashire 14
	94041
	94942
	96095
	2.2%
	18

	Lancashire 12
	77072
	77865
	79019
	2.5%
	18.1

	Blackburn with Darwen
	7363
	7417
	7453
	1.2%
	18.2

	Blackpool
	9660
	9714
	9678
	0.2%
	17.9

	Burnley
	5361
	5397
	5487
	2.3%
	18.0

	Chorley
	6861
	6952
	7042
	2.6%
	17.9

	Fylde
	6127
	6217
	6307
	2.9%
	18.1

	Hyndburn
	4932
	4986
	4986
	1.1%
	17.9

	Lancaster
	8922
	9013
	9157
	2.6%
	18.1

	Pendle
	5631
	5721
	5757
	2.2%
	17.9

	Preston
	7315
	7387
	7406
	1.2%
	18.0

	Ribble Valley
	4161
	4233
	4341
	4.3%
	18.3

	Rossendale
	4161
	4197
	4269
	2.6%
	18

	South Ribble
	7155
	7227
	7371
	3.0%
	18

	West Lancashire
	7623
	7677
	7821
	2.6%
	18.1

	Wyre
	8781
	8817
	8997
	2.5%
	18.1


Population  figures: ONS, POPPI and JSNA Lancashire

NB - Numbers have been calculated by applying percentages of people with a physical disability in 2001 to mid year population estimates from the ONS.
Table 25 - Number of people aged 50+ with learning disabilities
	Number of people aged 50+ with a learning disability by district
	2008/09
	2009/10
	2010/11
	% Increase 2008/9 -2010/11
	% Population 2010/11



	England
	369143
	374295
	378732
	2.6
	2.1

	Northwest
	48941
	49467
	49942
	2.0
	2

	Lancashire 14
	10742
	10845
	10977
	2.2
	2.1

	Lancashire 12
	8697
	8787
	8917
	2.5
	2

	Blackburn with Darwen
	769
	775
	779
	1.2
	1.9

	Blackpool
	1058
	1064
	1060
	0.2
	2

	Burnley
	558
	561
	571
	2.3
	1.9

	Chorley
	800
	810
	821
	2.6
	2.1

	Fylde
	737
	748
	758
	2.9
	2.2

	Hyndburn
	527
	533
	533
	1.1
	1.9

	Lancaster
	1056
	1066
	1083
	2.6
	2.1

	Pendle
	613
	622
	626
	2.2
	2

	Preston
	839
	847
	849
	1.2
	2.1

	Ribble Valley
	495
	504
	516
	4.3
	2.2

	Rossendale
	463
	467
	475
	2.6
	2

	South Ribble
	832
	841
	857
	3.0
	2.1

	West Lancashire
	862
	868
	885
	2.6
	2

	Wyre
	1055
	1059
	1081
	2.5
	2.2


Population  figures: ONS, POPPI and JSNA Lancashire
NB - Numbers have been calculated by applying percentages of people with a learning disability in 2001 to mid year population estimates from the ONS

4.4 Dependant on alcohol and other substances
A separate alcohol and substance misuse JSNA is in development and will be published on the JSNA website in 2012.

4.5 Ex offenders
The elderly prison population has increased at a significant rate in England and Wales over the last decade. For example, between 1998 and 2008, the numbers of over 50’s in the prison system grew from 3,504 to 6,161.  A Health Needs Assessment of Lancashire Prisons in 2011 found that Wymott, Garth and Kirkham prisons all have a higher percentage of older prisoners than the national average of 2.9% with Wymott having the largest proportion of prisoners over 55 (13.6%) compared to 6.4% in Garth and 5.2% in Kirkham.  As of March 2010 there were 265 prisoners aged over 55 in Lancashire prisons.
  

Elderly prisoners experience imprisonment differently to the rest of the prison population. Those serving life-sentences are especially more susceptible to developing psychological difficulties in adjustment, they are less likely to have friends and family to return to once they have been released and are more likely to have serious health problems.  The result of these unique issues is that those who will be released in the community in old age are likely to face significant challenges in their resettlement. These problems are exacerbated by a system oriented on a stereotypical understanding of the young male criminal.

4.6 The health needs of older prisoners
Very little empirical research has been undertaken on the health needs of older prisoners in the UK. Seena Fazel and colleagues surveyed the health records and self-reported health status of 203 men in prison aged 60 and over in 2000. They found that 85% had at least one chronic illness recorded in the medical notes and 83% reported at least one long standing illness in interview. The most common complaints were psychiatric, cardiovascular, musculoskeletal and respiratory disorders. Three quarters were prescribed medication, but only 18% of those with psychiatric illnesses received any treatment. 
Mental disorders are particularly common amongst prisoners of all ages, but are especially so amongst older prisoners. In Fazel's study 53% had at least one diagnosable psychiatric condition, and 30% had depression, including 17% who had experienced a major depressive episode. These figures are much higher than those found in comparable populations in the community.
Though prisons have a public duty to protect the public and to rehabilitate offenders, in practice they often struggle with health needs they are not resourced to meet. For some offenders, the experience of prison itself is likely to exacerbate their health problems, so that their time in prison will serve only to increase the risks they pose to themselves and others on release.
4.6.1 Care in prison
Life in prison can be hard for anyone, but older prisoners are especially vulnerable. It has been suggested that prisoners may have a health status about ten years greater than their age peers in the community. Prisoners are often detained far from home and can be moved at short notice. Bullying and substance misuse are common, and many older prisoners are held in ‘vulnerable’ wings away from the predatory attentions of younger inmates. Even there, proper access to exercise, social contact or education is sometimes difficult if prisoners have mobility or other health problems, or if they feel intimidated. 
4.6.2 Discharge and resettlement
Preparation for discharge that takes into account the needs of older prisoners is often limited, inadequate or absent, though there are a number of voluntary organisations, such as Age Concern that contribute positively at a local and a national level. Some Age Concern Organisations are developing tailored services inside prisons. But they face considerable challenges. Many older prisoners have led chaotic lives and have been in and out of prison a number of times. Some lack basic self-help skills. Some are not registered with a GP, and some need education in benefits awareness, and pension rights. All will have lived for some time within a total institution in which every minute of the day is governed by the regime. On discharge local authorities are often reluctant to offer needs assessments to ex-offenders on the grounds that they are not normally resident in the jail. Probation services are not equipped to serve the health and social welfare needs of older frail ex-offenders.

5 Older people with an identified health and social care need

Understanding the numbers of people with identified health and social care need enables services and policies to be designed to meet the needs of all the population.  This section therefore addresses the two top sections of the population triangle as it enables us to check the total numbers of people with an identified need against the numbers who are already accessing the service.  

There are clear needs that should be measured including long term conditions and mental health conditions.  The number of people aged over 85 is also considered an indicator of need as it is very likely that someone aged over 85 will have at least one identifiable health or social care need.  This chapter will help to identify where there are gaps in service provision and uptake.

5.1 Long term conditions

Although the exact mechanisms underlying normal ageing are not fully understood, ageing is generally associated with an increase in chronic diseases, such as cardiovascular disease, diabetes, cancer and osteoporosis (McKevith, 2005). Although many of these conditions can be slowed down by adapting healthy lifestyles and changing diet in, a number of chronic conditions begin before entering older age. It is, therefore, important to encourage young age groups to adapt a healthy lifestyle to help obtain a better health in older age. In addition, high age not only goes together with physical and mental illness, but also influences a person’s perception of health (Krause & Jay1994). 

5.1.1 Cardiovascular health
Cardiovascular disease (CVD) refers to the class of diseases that involve the heart or blood vessels.  Cardiovascular diseases are the primary cause of death in older adults (Newman et al., 2003). 
In 2005 the HSE (Health and Safety Executive) reported that cardiovascular disease was the most common chronic disease reported by men aged 65 and over. Prevalence of CVD in women was lower than in men in the ‘young old’ but then increased more rapidly, to reach the same levels amongst those aged 85 and over, with 43% of men and 45% of women in this age group reporting CVD (Health Survey for England, 2005).

Across Lancashire, deaths from CVD made up around a third of all deaths.  Among deaths from CVD, around 50% were from coronary heart disease (CHD) and 27% from stroke.  Around 90% of deaths from CVD occur in people aged over 65.

Death rates from CVD have been declining over time, but rates in the more deprived districts of Lancashire county remain high relative to the national figure.  CVD is also a key contributory cause of death to the gap in life expectancy between the more deprived districts of Lancashire and the national average.
Estimates of prevalence of CVD in Lancashire 

The Eastern Region Public Health Observatory has developed a model which estimates the prevalence of CVD for local areas.  The model includes age, sex and ethnic group specific estimates for local authorities for 2010, 2015 and 2020.  The model is based on underlying prevalence figures from the 2003-05 Health Survey England which are applied to local areas but also adjusted for risk factors known to be associated with CVD including age, sex, ethnicity, smoking status and area deprivation.  

Among adults aged over 16 years the model predicts the Lancashire county prevalence of CVD to be 7.9% among males and 6.1% among females (compared to 7.5 and 5.8% for England).  According to age group, Lancashire prevalence, in line with national trends, increases strongly with age from 0.5% among persons aged 16-44 to 27.9% among aged 75 and over.

Figure 10 - Modelled prevalence of CVD by age group; Lancashire county; 2010
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Source: Eastern Region Public Health Observatory; 2009

People of south Asian heritage are known to have a higher risk of CVD.  The model predicts the prevalence of CVD among Lancashire’s white population to be 7.2% compared to 4.7% among the south Asian population.  It should be noted, however, that the south Asian population is currently markedly young relative to the white population. Age standardised CVD prevalence rates show a higher prevalence among the south Asian population.  

Socio-economic deprivation is also known to be a risk factor for CVD; for example, with those living in more deprived areas experiencing higher rates of CVD.  

There are a number of lifestyle risk factors known to be associated with CVD, such as smoking, unsafe drinking, poor diet, obesity and lack of physical activity.  Most of these risk factors, especially smoking, show a strong social gradient which at least in part explains the social gradient in CVD prevalence.

In terms of numbers, the model predicts that across Lancashire county there are 50,380 people aged 65 and over with CVD.  The table below shows the modelled number and percentage prevalence of CVD among the 65 and over population or Lancashire districts, compared to the county as a whole and England.

Table 26 - Modelled estimates of prevalence of CVD (defined as has had CVD inc. angina, heart attack, stroke) 2010 for persons aged 65+ by Lancashire district and comparators
	
	65-74
	75+

	District name
	Number with CVD
	Prevalence of CVD (persons)
	Number with CVD
	Prevalence of CVD (persons)

	Burnley
	1582
	21.1%
	2018
	31.1%

	Chorley
	1892
	18.6%
	2090
	27.9%

	Fylde
	1583
	17.0%
	2423
	26.1%

	Hyndburn
	1489
	21.0%
	1815
	30.8%

	Lancaster
	2727
	20.8%
	3782
	30.7%

	Pendle
	1656
	21.2%
	2102
	30.9%

	Preston
	2166
	21.4%
	2862
	31.4%

	Ribble Valley
	1116
	17.2%
	1328
	26.0%

	Rossendale
	1177
	21.0%
	1417
	30.8%

	South Ribble
	1959
	18.5%
	2402
	27.9%

	West Lancashire
	2206
	18.5%
	2482
	27.9%

	Wyre
	2590
	18.4%
	3513
	27.9%

	LANCS-12
	22144
	19.6%
	28236
	29.1%

	ENGLAND
	879795
	19.6%
	1200389
	29.3%


Source: Eastern Public Health Observatory; 2009

The chart below shows the district prevalence among those aged 75 and over ranked from highest to lowest.  The Lancashire average is similar to the national figure, but the modelled prevalence for Preston, Burnley and Pendle is relatively high.  This reflects the deprivation status and ethnic mix among those districts. Those districts with lower than average CVD prevalence (including Ribble Valley, Fylde and Chorley) tend to be more affluent districts with a relatively small south Asian population.
Figure 11 - Modelled estimates of prevalence of CVD among persons aged 75 and over; districts in Lancashire county and comparators
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Source: Eastern Public Health Observatory; 2009

The prevalence model also predicts future prevalence of CVD for the years 2015 and 2020.  The table below gives these estimates for Lancashire districts.  Across Lancashire, there is a predicted increase in the number of cases of CVD of 7,625 over the five year period 2010-2015, an increase of around a third.  By district, in numerical terms, the biggest increase is seen in Wyre district (900 cases) and the smallest in Hyndburn district (436 cases).

Table 27 - Modelled estimates of prevalence of CVD among persons aged 65 and over; districts in Lancashire county and comparators 2010, 2015 and 2020
	
	2010
	2015
	2020
	Increase (2010-2015)

	
	65-74
	75+
	65-74
	75+
	65-74
	75+
	65+

	District
	Number
	%
	Number
	%
	Number
	%
	Number
	%
	Number
	%
	Number
	%
	Number

	Burnley
	1582
	21.1%
	2018
	31.1%
	1888
	21.2%
	2325
	31.4%
	2016
	21.2%
	2631
	31.7%
	612

	Chorley
	1892
	18.6%
	2090
	27.9%
	2354
	18.5%
	2472
	28.1%
	2384
	18.5%
	3016
	28.2%
	843

	Fylde
	1583
	17.0%
	2423
	26.1%
	1909
	17.2%
	2672
	26.2%
	1999
	17.2%
	3115
	26.4%
	575

	Hyndburn
	1489
	21.0%
	1815
	30.8%
	1709
	21.1%
	2031
	31.3%
	1820
	21.2%
	2365
	31.5%
	436

	Lancaster
	2727
	20.8%
	3782
	30.7%
	3222
	20.8%
	4177
	30.9%
	3440
	20.8%
	4812
	31.2%
	890

	Pendle
	1656
	21.2%
	2102
	30.9%
	1980
	21.3%
	2280
	31.2%
	2177
	21.3%
	2587
	31.5%
	502

	Preston
	2166
	21.4%
	2862
	31.4%
	2407
	21.5%
	3066
	31.6%
	2485
	21.4%
	3411
	31.9%
	445

	Ribble Valley
	1116
	17.2%
	1328
	26.0%
	1359
	17.2%
	1555
	26.4%
	1435
	17.3%
	1903
	26.4%
	470

	Rossendale
	1177
	21.0%
	1417
	30.8%
	1463
	20.9%
	1530
	31.2%
	1564
	20.9%
	1786
	31.3%
	399

	South Ribble
	1959
	18.5%
	2402
	27.9%
	2331
	18.5%
	2759
	28.2%
	2398
	18.4%
	3279
	28.3%
	730

	West Lancashire
	2206
	18.5%
	2482
	27.9%
	2534
	18.5%
	2979
	28.1%
	2578
	18.4%
	3567
	28.3%
	824

	Wyre
	2590
	18.4%
	3513
	27.9%
	3007
	18.3%
	3996
	28.1%
	3186
	18.4%
	4574
	28.2%
	900

	LANCS-12
	22144
	19.6%
	28236
	29.1%
	26162
	19.6%
	31842
	29.4%
	27483
	19.6%
	37045
	29.6%
	7625

	ENGLAND
	879795
	19.6%
	1200389
	29.3%
	1015644
	19.5%
	1326963
	29.4%
	1064731
	19.5%
	1504551
	29.4%
	262424


Source: Eastern Region Public Health Observatory; 2009

Registered prevalence of CVD

As part of the Quality and Outcomes Framework (QoF), GPs maintain a register of patients with Chronic Heart Disease (CHD) and patients who have had a stroke/transient ischaemic attack (TIA) (CHD and stroke are the most common cardiovascular conditions).  For practices and PCTs within Lancashire, data available include the number of people who are included on registers together with percentage prevalence (where the denominator is the total registered population). 

The tables below show the number of registered patients as well as the percentage prevalence for CHD and stroke/TIA respectively for Lancashire PCTs and comparators. 

Table 28 - Registered prevalence of CHD (all ages), 2009/10

	

	
	Estimated list size
	Number on CHD registers
	Registered prevalence (%)

	Central Lancashire PCT
	467,250
	18,736
	4.0%

	East Lancashire PCT
	388,267
	16,432
	4.2%

	North Lancashire PCT
	339,659
	16,719
	4.9%

	Lancashire CC
	1,195,176
	51,887
	4.3%

	North West StHA
	7,354,139
	302,114
	4.1%

	England
	54,836,561
	1,885,089
	3.4%


Data source: QMAS database - 2009/10 data as at end of July 2010

Table 29 - Registered prevalence of stroke /TIA (all ages), 2009/10
	PCTs in Lancashire County and Comparators

Estimated list size

Number on Stroke/TIA registers

Registered prevalence (%)

Central Lancashire PCT

467,250

8,397

1.8%

East Lancashire PCT

388,267

7,337

1.9%

North Lancashire PCT

339,659

7,636

2.2%

Lancashire CC

1,195,176

23,370

2.0%

North West StHA

7,354,139

138,044

1.9%

England

54,836,561

921,819

1.7%


	

	Data source: QMAS database - 2009/10 data as at end of July 2010




For CHD, the overall Lancashire prevalence is similar to the North West, but higher than the England figure.  Within Lancashire county PCTs, prevalence is similar, but slightly higher in East Lancashire.  The total number of registered cases across Lancashire (52,887) is lower than the predicted figure from the Association of Public Health Observatories (APHO) CHD model (58,479) suggesting that GP CHD registers may be under ascertained by an estimated 5,592 cases or around 11%. 

For stroke/TIA, the overall Lancashire prevalence is similar to the North West, but higher than the England figure.  Within Lancashire county PCTs, prevalence is higher in North Lancashire, but, as these rates are not age standardised, this is likely to reflect the relatively older population in North Lancashire.  The total number of registered cases across Lancashire (23,370) is slightly lower than the predicted figure from the APHO model (25,008) suggesting that GP stroke registers may be under ascertained by around 1,638 cases or 6.5%.

5.1.2 Diabetes
Diabetes is associated with a considerable personal health burden (Sinclair & Barnett, 1993).

Age is a key factor in diabetes prevalence and older people are more likely to have diabetes (YHPHO, Diabetes Health Intelligence, Diabetes Community Health Profiles). 1 in 20 people over the age of 65 in the UK has diabetes and this rises to 1 in 5 people over the age of 85 years. The prevalence of diabetes is higher amongst people living in the more deprived areas and amongst Asian and black ethnic groups. People of Asian and black ethnic groups are more likely to have diabetes and tend to develop the condition at younger ages. It is also possible that the diagnosis of diabetes may be delayed in older people, with symptoms of diabetes being wrongly attributed to ageing or to another disorder (NHS Diabetes, supporting, improving, caring: http://www.diabetes.nhs.uk/our_work_areas/older_people/care_of_older_people_with_diabetes)
Undiagnosed diabetes has been reported to be higher in older population groups (Simmons & Williams, 1992). In addition, prevalence of diabetes is reported to be higher amongst elderly populations in care homes than in the general population (Sinclair, A., et al., 2001).

The long course of diabetes, the associated complications of diabetes such as blindness, renal failure, and lower limb amputations, and the immense material, social and psychological implications of living with diabetes, place huge pressures on the individuals themselves, their families, their support networks and the healthcare system (Cravey et al., 2001).  The association between diabetes and cognitive decline, as measured by repeated neuropsychological tests, is well documented (Fontbonne et al., 2001). 

Diabetes is not only a risk factor for cardiovascular disease but also tends to worsen the effects of other risk factors for cardiovascular disease, such as raised cholesterol and other blood fats, hypertension, smoking, and obesity.

The rate of death from cardiovascular disease for men and women aged 40-59 is reported to be five and a half times higher for people with diabetes compared with the non-diabetic population (Roper et al., 2002).

The 2006 Health Survey for England focussed on cardiovascular disease and risk factors for adults.  The survey provided diabetes prevalence estimates, including by age and gender, household income, Government Office Region and BMI status.

The chart below shows the diabetes prevalence results from the 2006 HSE by age and by sex.
Figure 12 - Prevalence of doctor diagnosed diabetes (type I and type II combined), by age and sex
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Source: 2006 Health Survey for England

Among the over 35 age groups, the prevalence of diabetes is higher among men compared to women.  Prevalence increases with age although, among men, prevalence among the 75 and over group is lower than the 65-74 age group.

HSE 2006 provides estimates of the prevalence of diabetes according to Government Office Region.  It is noteworthy that, among men, the North West region experiences the highest crude and age standardised prevalence of diabetes.

Figure 13 - Prevalence of doctor diagnosed diabetes (age standardised), by Government Office Region
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Source: Health Survey for England 2006
Household income provides a measure of socio-economic status.  The prevalence of diabetes among women increases steadily as equivalised household income increases from the highest to lowest quintile.  The pattern among men is less clear.
Figure 14 - Prevalence of doctor-diagnosed diabetes (age standardised) by equivalised household income quintiles
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Source: 2006 Health Survey for England

The prevalence of diabetes is higher in all age groups among people who are overweight or obese, compared to those who are not.  In the 65-74 years age group, the prevalence of diabetes in those who are obese compared to those who are not overweight/obese is 2.6-fold higher for men (21.6% vs 8.3%) and 3.2-fold higher for women (19.3% vs 6.1%).  Among the 75+ years age group the difference is wider at 3.7 fold for men (25.4% vs 6.8%) and 4.4-fold for women (22.6% vs 5.1%).  The prevalence of obesity has increased substantially over time and is forecast to continue to do so.  

Trend data for the period 1994 to 2006 indicate that the prevalence of diabetes has increased steadily over time.  Among men in the 65-74 years age group the increase between 1994 and 2006 was 2.7 fold (5.8% in 1994 vs 15.7% in 2006) and 1.8 fold in the 75 and over age group (7.5% in 1994 vs 13.5% in 2006).  Among women in the 65-74 age group the increase between 1994 and 2006 was 2.2 fold (4.8% in 1994 vs 10.4% in 2006), and 2.0 fold in the 75 and over age group (5.2% in 1994 vs 10.6% in 2006).  This increase is likely to be explained by an increase over time in the prevalence of obesity, a strong risk factor for type II diabetes.
The HSE 2006 does not include estimates of diabetes prevalence according to ethnic group.  However, the 2004 HSE demonstrated that Pakistani women were over five times more likely to have doctor diagnosed diabetes than women in the general population, and Indian women 2½ times as likely. Men belonging to Pakistani and Indian ethnic groups are almost three times more likely to have diabetes.  This has clear implications for those districts in East Lancashire with a high proportion of south Asian residents.  Furthermore, it is notable, that the Lancashire south Asian population is currently markedly young in age structure relative to the white population (around one third of the south Asian population is aged below working age compared to 1 in 5 of the white population). As noted, type II diabetes prevalence increases strongly with age, and so the future ageing of the south Asian population in Lancashire will exert a strong impact on the levels of type II diabetes.

Local prevalence estimates

The Projecting Older People Population Information system (POPPI – www.poppi.org.uk)  has applied the age and sex specific diabetes prevalence rates from the 2006 HSE to ONS population projections for the 65 and over population to give estimated numbers predicted to have doctor-diagnosed diabetes in 2010 and projected to forward 2030.  These estimates are available for local authorities, and are included as Appendix A – 8.9.  

Across Lancashire county, the POPPI model predicts that in 2010 among the over 65s there were 13,743 males and 12,238 females with diabetes.  By 2015, this is projected to increase by around 2,500 among males and 1,500 among females.  However, the POPPI model is somewhat limited in so far as it does not take account of risk factors other than the age and sex which influence diabetes prevalence.  These include ethnicity (diabetes prevalence is markedly among south Asian ethnic groups), socio-economic deprivation, and obesity levels.  The POPPI estimates for districts within Lancashire which differ from the national average in respect of these risk factors are likely to be inaccurate, with estimates for more deprived districts with a high south Asian population likely to represent a significant underestimation.

The Association of Public Health Observatories has developed a diabetes prevalence model which also uses diabetes prevalence results from the 2006 HSE as the underlying reference prevalence data.  However, the APHO model is more sophisticated than the POPPI estimates in so far as, as well as accounting for the age and sex structure of the population; it also makes adjustments for a range of other local factors which affect the prevalence of diabetes (i.e. age, sex, ethnic group and socio-economic deprivation).  The forecasts also assume that the prevalence of overweight and obesity will continue to increase in line with the trends shown in the Health Survey for England between 2003 and 2008. It is also assumed that the relative risk of having diabetes among people who are overweight and obese will remain the same as reported in the 2006 Health Survey for England. 

The model provides estimates for primary care trusts for 2010 and projections forward every five years to 2030.  The results for Lancashire county PCTs are included as Appendix A – 8.9.  

A disadvantage of this model in this context is that the estimates are for the overall adult population (aged 16 years and over) and there is no further breakdown by age group.  The model is also not directly comparable with the POPPI estimates in so far as it includes those with undiagnosed as well as diagnosed diabetes.  

The APHO model predicts that in 2010 there were 73,299 cases of diabetes (Types 1 and 2, diagnosed and undiagnosed).  The HSE diabetes prevalence results applied to the Lancashire population estimate that around 50% of diabetes cases occur in the over 65s which, applied to the APHO mode, gives a figure of 36,649 cases.  This is substantially higher than the POPPI estimate (total 25,981) and this is likely to be explained by a combination of the APHO model including undiagnosed cases and also adjusting for additional risk factors other than age and sex.

The APHO model predicts an increase of cases across Lancashire county of around 9,000 every five years.  Assuming that at least half of these would occur in the over 65s (4,500), this is somewhat higher than the POPPI predictions and again, this is likely to be explained by a change in risk factors in the future other than age – most notably, the prevalence of diabetes.

Registered prevalence of diabetes

As part of the Quality and Outcomes Framework (QoF), GPs maintain a register of patients with diabetes. For practice and PCTs within Lancashire, data available include the number of people who are included on diabetes registers together with percentage prevalence (where the denominator is registered patients aged 17 and over). 
The table below shows the number of patients registered with diabetes as well as the percentage prevalence. 

Table 30 - Registered prevalence of diabetes, 2009/10
	
	
	
	

	
	Estimated list size (age 17+)
	Number on diabetes register
	Registered prevalence (%)

	Central Lancashire PCT
	368,573
	20,726
	5.6%

	East Lancashire PCT
	303,193
	17,638
	5.8%

	North Lancashire PCT
	275,889
	15,794
	5.7%

	Lancashire CC
	947,655
	54,158
	5.7%

	North West StHA
	5,800,044
	329,904
	5.7%

	England
	4,301,3300
	2,338,813
	5.4%

	Data source: QMAS database (Quality Management & Analysis System)  - 2009/10 data as at end of July 2010




The overall Lancashire prevalence is the same as the North West, but higher than the England figure.  Within Lancashire county, prevalence is highest in East Lancashire and this is likely to be explained by risk factors for diabetes such as socio-economic deprivation and ethnicity.  The total number of registered cases across Lancashire (54,158) is lower than the predicted figure from the APHO model for all ages (73,299) suggesting that GP diabetes registers may be under ascertained by around 19,000 cases or 26%. 

5.1.3 COPD

Chronic obstructive pulmonary disease (COPD) is characterised by airflow obstruction. The airflow obstruction is usually progressive, not fully reversible and does not change markedly over several months. COPD is an umbrella term for a number of conditions; including chronic bronchitis and emphysema.  It is characterised by restriction of airflow to and from the lungs. The disease is predominantly caused by smoking (National Clinical Guideline Centre, 2010 http://www.nice.org.uk/nicemedia/live/13029/49425/49425.pdf
COPD is one of the most common respiratory diseases in the UK, and usually affects people over the age of 40.  The modelled estimated prevalence of COPD increases with age, with prevalence estimated to be 4.3% amongst 45-64 year olds, 8% amongst 65-74 year olds and 9% amongst 75+ populations (Eastern Region Public Health Observatory, 2008).

It is also reported that older people with COPD experience moderate levels of depression, but this goes largely unrecognized and untreated (Mengistu, 2005).
In 2009, 585 people resident in Lancashire died from bronchitis, emphysema and other COPD, of which 527 (90%) were aged over 65.

COPD is predominantly linked to smoking and so there are inequalities in the prevalence of and mortality from COPD that tend to reflect systematic differences between groups in smoking prevalence.  For example:

· higher prevalence/mortality in areas of socio-economic deprivation compared to more affluent areas;

· higher prevalence/mortality among men compared to women;

· higher prevalence among certain ethnic groups (e.g. Pakistani males)
Estimates of the prevalence of COPD in Lancashire

The Projecting Older People Population Information System (POPPI – www.poppi.org.uk) has applied the age and sex specific estimates of prevalence of people with long term conditions due to bronchitis and emphysema to ONS (Office of National Statistics) population projections for the 65 and over population to give estimated numbers predicted to have a long standing health condition due to bronchitis & emphysema in 2010 and projected every five years to 2030.  The underlying prevalence estimates are taken from the 2007 General Household Survey.  These estimates are available for local authorities, and the results for Lancashire districts are included as Appendix A – 8.8.    
Across Lancashire County, the POPPI model predicts that in 2010 among the over 65s there were 2,115 males and 1,410 females with a long standing health condition due to bronchitis or emphysema (i.e. 3,525 persons).  By 2015, this is projected to increase by around 376 among males and 156 among females.  However, the POPPI model is somewhat limited in so far as it only includes a small subset of all COPD and also does not take account of risk factors other than the age and sex which influence COPD prevalence (the most important of these factors being smoking prevalence which, in turn, is linked to socio-economic deprivation).  The POPPI estimates for districts within Lancashire which differ from the national average in respect of these risk factors are likely to be inaccurate, with estimates for more deprived districts likely to represent a significant underestimation.

The Eastern Region Public Health Observatory has developed a model which estimates the prevalence of all COPD for local areas.  The model includes age, sex and ethnic group specific estimates for local authorities for 2010, 2015 and 2020.  The model is based on underlying prevalence figures from the 2001 Health Survey England which are applied to local areas but also adjusted for risk factors known to be associated with COPD including age, sex, ethnicity, smoking status and area deprivation.

Among adults aged over 16 years the model predicts the Lancashire County prevalence of COPD to be 4.3% among males and 2.7% among females (compared to 4.3% and 2.9% for England).  According to age group, Lancashire prevalence, in line with nationally, increases strongly with age from 1.1% among persons aged 16-44 to 8.1% among persons aged 75 and over.

Figure 15 - Modelled prevalence of COPD by age group; Lancashire county; 2010
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Source: Eastern Region Public Health Observatory; 2008

In terms of numbers, the model predicts that across Lancashire county there are 16,363 people aged 65 and over with COPD.  The table below shows the modelled number and % prevalence of COPD among the 65 and over population or Lancashire districts, compared to the county as a whole and England.

Table 31 - Modelled estimates of prevalence of COPD; 2010; persons aged 65 and over; districts in Lancashire county and comparators
	
	65-74
	75+

	 
	Number with COPD
	Prevalence of COPD (persons 16+)
	Number with COPD
	Prevalence of COPD (persons 16+)

	Burnley CD
	592
	7.9%
	559
	8.6%

	Chorley CD
	673
	6.6%
	546
	7.3%

	Fylde CD
	497
	5.3%
	571
	6.1%

	Hyndburn CD
	543
	7.7%
	485
	8.2%

	Lancaster CD
	1004
	7.7%
	1027
	8.3%

	Pendle CD
	583
	7.5%
	552
	8.1%

	Preston CD
	1093
	10.8%
	1095
	12.0%

	Ribble Valley CD
	342
	5.3%
	302
	5.9%

	Rossendale CD
	428
	7.7%
	380
	8.3%

	South Ribble CD
	970
	9.1%
	892
	10.4%

	West Lancashire CD
	786
	6.6%
	652
	7.3%

	Wyre CD
	887
	6.3%
	902
	7.2%

	LANCS-12
	8399
	7.4%
	7964
	8.1%

	ENGLAND
	351434
	7.8%
	359658
	8.8%


Source: Eastern Public Health Observatory; 2008

The chart below shows the district prevalence among those aged 75 and over ranked from highest to lowest.  The Lancashire average is slightly lower relative to the national figure.  The district prevalence ranges from 12.0% in Preston to 5.9% in Ribble Valley.

Figure 16 - Modelled estimates of prevalence of COPD among persons aged 75 and over; districts in Lancashire county and comparators
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Source: Eastern Public Health Observatory; 2009

The prevalence model also predicts future prevalence of COPD for the years 2015 and 2020.  The table overleaf gives these estimates for Lancashire districts.  Across Lancashire, there is a predicted increase in the number of cases of COPD of 2,594 over the five year period 2010-2015, an increase of around 16%.  By district, in numerical terms, the biggest increase is predicted in South Ribble district (321 cases) and the smallest in Ribble Valley district (131 cases).
Table 32 - Modelled estimates of prevalence of COPD among persons aged 65 and over; Districts in Lancashire County and comparators 2010, 2015 and 2020
	
	2010
	2015
	2020
	Increase (2010-15)

	
	65-74
	75+
	65-74
	75+
	65-74
	75+
	65+

	District
	No.
	%
	No.
	%
	No.
	%
	No.
	%
	No.
	%
	No.
	%
	No.

	Burnley CD
	592
	7.9%
	559
	8.6%
	710
	8.0%
	652
	8.8%
	758
	8.0%
	746
	9.0%
	212

	Chorley CD
	673
	6.6%
	546
	7.3%
	837
	6.6%
	652
	7.4%
	845
	6.6%
	799
	7.5%
	269

	Fylde CD
	497
	5.3%
	571
	6.1%
	603
	5.4%
	633
	6.2%
	633
	5.5%
	744
	6.3%
	169

	Hyndburn CD
	543
	7.7%
	485
	8.2%
	627
	7.7%
	553
	8.5%
	668
	7.8%
	651
	8.7%
	152

	Lancaster CD
	1004
	7.7%
	1027
	8.3%
	1185
	7.6%
	1143
	8.5%
	1269
	7.7%
	1333
	8.7%
	297

	Pendle CD
	583
	7.5%
	552
	8.1%
	699
	7.5%
	607
	8.3%
	770
	7.5%
	698
	8.5%
	171

	Preston CD
	1093
	10.8%
	1095
	12.0%
	1215
	10.9%
	1178
	12.1%
	1253
	10.8%
	1319
	12.3%
	205

	Ribble Valley CD
	342
	5.3%
	302
	5.9%
	416
	5.3%
	358
	6.1%
	442
	5.3%
	439
	6.1%
	131

	Rossendale CD
	428
	7.7%
	380
	8.3%
	530
	7.6%
	417
	8.5%
	565
	7.5%
	490
	8.6%
	139

	South Ribble CD
	970
	9.1%
	892
	10.4%
	1154
	9.2%
	1028
	10.5%
	1186
	9.1%
	1225
	10.6%
	321

	West Lancs CD
	786
	6.6%
	652
	7.3%
	902
	6.6%
	789
	7.4%
	914
	6.5%
	953
	7.6%
	252

	Wyre CD
	887
	6.3%
	902
	7.2%
	1028
	6.3%
	1038
	7.3%
	1093
	6.3%
	1192
	7.4%
	276

	LANCS-12
	8399
	7.4%
	7964
	8.1%
	9908
	7.4%
	9050
	8.3%
	10398
	7.4%
	10589
	8.4%
	2594

	ENGLAND
	351434
	7.8%
	359658
	8.8%
	403213
	7.8%
	398124
	8.8%
	422476
	7.8%
	450466
	8.8%
	90245


Source: Eastern Region Public Health Observatory; 2008
Registered prevalence of COPD

As part of the Quality and Outcomes Framework (QoF), GPs maintain a register of patients with COPD.  For practice and PCTs within Lancashire, data available include the number of people who are included on registers together with percentage prevalence (where the denominator is the total registered population).

The tables below show the number of registered patients as well as the percentage prevalence for COPD. 

Table 33 - Registered prevalence of COPD (all ages), 2009-10

	PCTs in Lancashire county and comparators

Estimated list size

Number on COPD registers

Registered prevalence (%)

Central Lancashire PCT

467,250

8,386

1.8%

East Lancashire PCT

388,267

8,250

2.1%

North Lancashire PCT

339,659

6,898

2.0%

Lancashire CC

1,195,176

23,534

2.0%

North West StHA

7,354,139

151,869

2.1%

England

54,836,561

861,341

1.6%


	

	Data source: QMAS database - 2009/10 data as at end of July 2010




The overall Lancashire registered prevalence is similar to the North West, but higher than the England figure.  Within Lancashire county PCTs, prevalence is slightly higher in East Lancashire.  The total number of registered cases across Lancashire (23,534) is lower than the predicted figure for all ages from the APHO COPD model (33,958) suggesting that GP COPD registers may be under ascertained by an estimated 10,424 cases or around 30%. 

5.1.4 Musculoskeletal conditions
Musculoskeletal conditions are the main cause of disability among older age groups, with the prevalence being higher in women and increasing with age (Woolfe & Pfleger, 2003). Musculoskeletal conditions encompass a spectrum of conditions, from those of acute onset and short duration to lifelong disorders; including osteoarthritis, rheumatoid arthritis, osteoporosis, and low back pain.  The prevalence of many of these conditions increases markedly with age, and many are affected by lifestyle factors, such as obesity and lack of physical activity. In addition, the pain brought by musculoskeletal conditions can also have an impact on mental health too. Musculoskeletal pain is also associated with a long-term increased risk of cancer and cardiovascular-related mortality (McBeth et al., 2009). 

5.1.5 Hospitalisation

The North West Public Health Observatory has published data on people who were admitted to hospital over the five year period 2003/04 to 2007/08 with a range of common conditions.  The data do not relate specifically to older people, but provide a useful summary of the level and distribution of hospitalisation of people with a long term condition across Lancashire.  
The data presented for districts and small areas and are expressed as ratios (i.e. admissions in a particular area relative to England and standardised to take account of differences in age structure between that area and England).  The England ratio is set at 100, and a ratio for a particular area of, say, 150, for a particular condition, would indicate 50% more admissions with that condition than would be expected if that area had experienced the same age specific admission rates as England.  A ratio of 90 would indicate 10% fewer admissions.  

There are 2 types of ratios presented, dependent upon the particular condition in question.  Hospitalised incidence measures only emergency admissions and where the condition in question was the primary diagnosis of the admission.  Hospitalised prevalence measures emergency and elective admissions, and where the condition in question was recorded anywhere in the diagnosis fields.  Hospitalised prevalence tends to measure people who are admitted with chronic conditions, whereas hospitalised incidence tends to measure acute exacerbations of a condition.  

A confidence interval tells us whether the ratio for an area is statistically significantly different from England (i.e. from 100).  Where the lower confidence interval is greater than 100, then the ratio for that condition is said to be statistically significantly higher than the England average (this means that the difference is unlikely to be due just to chance).  Where the upper confidence limit is lower than 100, then that ratio is statistically significantly lower.  Where the confidence interval straddles 100, then the ratio is not statistically different from England.  

Below is a summary of hospitalised incidence and prevalence for key long term conditions across Lancashire.

Source: North West Public Health Observatory Health Profiler 
(http://www.nwph.net/healthprofiler)

Cardiovascular disease
Over the five year period 2003/4 to 2007/08 there were 55,083 emergency hospital admissions across Lancashire with a primary diagnosis of CVD, an average of 11,017 per year.  The chart below shows the hospitalised incidence ratios for districts in Lancashire county, and the map shows the geographical distribution of ratios across small areas in Lancashire.

Figure 17 - Cardiovascular disease – hospitalised incidence ratios (95% confidence intervals); Lancashire districts compared to the county, the North West and England; 2003/04-2007/08 pooled
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Source: North West Public Health Observatory

Map 7 - Geographical distribution of CVD hospitalised incidence ratios by small areas across Lancashire
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Looking at the North West as a whole, there is a social gradient in hospitalised incidence of CVD, with ratios increasing with increasing deprivation.

Figure 18 - Cardiovascular disease – hospitalised incidence according to deprivation quintiles; North West; 2003/04-2007/08 pooled data.
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Source: North West Public Health Observatory

Across different ethnic groups, hospitalised incidence of CVD is considerably higher among the south Asian ethnic groups.

Figure 19 - Cardiovascular disease – hospitalised incidence according to ethnic group: North West 2003/04-2007/08 pooled data
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Source: North West Public Health Observatory

Falls

Over the five year period 2003/4 to 2007/08 there were 35,342 emergency hospital admissions across Lancashire with a fall as the primary diagnosis, an average of 7,068 per year.  The chart below shows the hospitalised incidence ratios for districts in Lancashire county, and the map shows the geographical distribution of ratios across small areas in Lancashire.
Figure 20 - Falls – hospitalised incidence ratios (95% confidence intervals); Lancashire districts compared to the county, the North West and England; 2003/04-2007/08 pooled
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Source: North West Public Health Observatory

Map 8 - Geographical distribution of falls hospitalised incidence ratios by small areas 
across Lancashire
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Looking at the North West as a whole, there is a social gradient in hospitalised incidence of falls, with ratios increasing with increasing deprivation.
Figure 21 - Falls – hospitalised incidence according to deprivation quintiles; North West; 2003/04-2007/08 pooled data.
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Source: North West Public Health Observatory

Across different ethnic groups, hospitalised incidence of falls among the white population are at similar levels to the North West average, whereas among south Asian groups incidence ratios are lower and closer to the England average.

Figure 22 - Falls – hospitalised incidence according to ethnic group: North West 2003/04-2007/08 pooled data
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Source: North West Public Health Observatory

COPD

Over the five year period 2003/4 to 2007/08 32,467 people across Lancashire were admitted to hospital with COPD, an average of 6,493 per year.  The chart below shows the hospitalised prevalence ratios for districts in Lancashire county, and the map shows the geographical distribution of ratios across Lancashire.

Figure 23 - COPD – hospitalised prevalence ratios (95% confidence intervals); Lancashire districts compared to the county, the North West and England; 2003/04-2007/08 pooled
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Source: North West Public Health Observatory

Map 9 - Geographical distribution of COPD hospitalised prevalence ratios across Lancashire.
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Looking at the North West as a whole, there is a social gradient in hospitalised prevalence of COPD, with ratios increasing with increasing deprivation.

Figure 24 - COPD – hospitalised prevalence according to deprivation quintiles; North West; 2003/04-2007/08 pooled data.
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Source: North West Public Health Observatory

Across different ethnic groups, hospitalised prevalence of COPD among the white population is at a similar level to the North West average, whereas among south Asian groups prevalence ratios are higher.

Figure 25 - COPD – hospitalised prevalence according to ethnic group: North West 2003/04-2007/08 pooled data
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Source: North West Public Health Observatory

Diabetes
Over the five year period 2003/4 to 2007/08 55,962 people across Lancashire were admitted to hospital with diabetes, an average of 11,192 per year.  The chart below shows the hospitalised prevalence ratios for districts in Lancashire county, and the map shows the geographical distribution of ratios across small areas in Lancashire.

Figure 26 - Diabetes – hospitalised prevalence ratios (95% confidence intervals); Lancashire districts compared to the county, the North West and England; 2003/04-2007/08 pooled
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Source: North West Public Health Observatory

Map 10 - Geographical distribution of diabetes hospitalised prevalence ratios across Lancashire.
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Looking at the North West as a whole, there is a social gradient in hospitalised prevalence of diabetes, with ratios increasing with increasing deprivation.

Figure 27 - Diabetes – hospitalised prevalence according to deprivation quintiles; North West; 2003/04-2007/08 pooled data.
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Source: North West Public Health Observatory

Across different ethnic groups, hospitalised prevalence of diabetes among the white population is at a similar level to the North West average, whereas among south Asian groups incidence ratios considerably higher at between 2½ times to 3 times higher relative to the England figure.

Figure 28 - Diabetes – hospitalised prevalence according to ethnic group: North West 2003/04-2007/08 pooled data
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Source: North West Public Health Observatory

Musculoskeletal conditions:  back pain 

Over the five year period 2003/4 to 2007/08 19,423 people across Lancashire were admitted to hospital with back pain, an average of 3,885 per year.  The chart below shows the hospitalised prevalence ratios for districts in Lancashire county, and the map shows the geographical distribution of ratios across small areas in Lancashire.
Figure 29 - Back pain – hospitalised prevalence ratios (95% confidence intervals); Lancashire districts compared to the county, the North West and England; 2003/04-2007/08 pooled
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Map 11 - Geographical distribution of back pain hospitalised prevalence ratios across Lancashire
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Looking at the North West as a whole, there is a social gradient in hospitalised prevalence of back pain, with ratios increasing with increasing deprivation.

Figure 30 - Back pain – hospitalised prevalence according to deprivation quintiles; North West; 2003/04-2007/08 pooled data.
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Source: North West Public Health Observatory

Across different ethnic groups, hospitalised prevalence of back pain among the white population is at a similar level to the North West average, whereas among the Pakistani groups incidence ratios are considerably higher.

Figure 31 - Back pain – hospitalised incidence according to ethnic group: North West 2003/04-2007/08 pooled data
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Source: North West Public Health Observatory

Musculoskeletal conditions: rheumatoid arthritis

Over the five year period 2003/4 to 2007/08 23,935 people across Lancashire were admitted to hospital with rheumatoid arthritis, an average of 11,192 per year.  The chart below shows the hospitalised prevalence ratios for districts in Lancashire county, and the map shows the geographical distribution of ratios across small areas in Lancashire.

Figure 32 - Rheumatoid arthritis – hospitalised prevalence ratios (95% confidence intervals); Lancashire districts compared to the county, the North West and England; 2003/04-2007/08 pooled
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Source: North West Public Health Observatory

Map 12 - Geographical distribution of rheumatoid arthritis hospitalised ratios across Lancashire.
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Looking at the North West as a whole, there is a social gradient in hospitalised prevalence of rheumatoid arthritis, with ratios increasing with increasing deprivation.

Figure 33 - Rheumatoid arthritis – hospitalised prevalence according to deprivation quintiles; North West; 2003/04-2007/08 pooled data.
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Source: North West Public Health Observatory

5.2 Sensory impairment
Sensory impairments become increasingly common as people age: around 80% of people over 60 have a visual impairment, 75% of people over 60 have a hearing impairment, and 22% have both a visual and hearing impairment (National service Framework for Older People, 2001). These disabilities can reduce the ability of older people to look after themselves, resulting in a need for personal care.
POPPI registers, including faults with data

Table 34 - Number of people aged 50+ with visual impairment 
	Comparison Table 2008 Figures
	50-64
	65-74
	75+
	Total

	England
	31655
	33530
	217635
	282820

	North West
	5115
	5580
	31240
	41935

	Lancashire 14
	1205
	1195
	7255
	9655

	Lancashire 12
	950
	940
	5465
	7355

	Blackburn with Darwen
	170
	160
	770
	1100

	Blackpool
	135
	150
	1020
	1305

	Copyright © 2008 The Health and Social Care Information Centre. All rights reserved


Table 35 - Number of older people registered as blind/partially sighted by district

	District
	2008
	2009
	2010
	% Increase from 2008-2010
	% Population in 2010



	Burnley
	644
	606
	581
	-9.8
	1.9

	Chorley
	429
	417
	430
	0.2
	1.1

	Fylde
	452
	458
	449
	0.7
	1.3

	Hyndburn
	615
	575
	501
	-18.5
	1.8

	Lancaster
	719
	724
	722
	0.4
	1.4

	Pendle
	545
	518
	496
	-9.0
	1.5

	Preston
	717
	688
	656
	-8.5
	1.6

	Ribble Valley
	284
	270
	249
	-12.3
	1.1

	Rossendale
	395
	375
	379
	-4.0
	1.6

	South Ribble
	569
	563
	561
	-1.4
	1.4

	West Lancashire
	478
	424
	418
	-12.5
	1

	Wyre
	766
	745
	732
	-4.4
	1.5


Source: Blind and Partial Sight Register (ISSIS)
Table 36 - Older People aged 65 + predicted to have a moderate or severe visual impairment projected to 2014
	 
	2012
	2013
	2014
	2015

	Lancashire
	19406
	19942
	20449
	20899

	North Lancs
	6618
	6772
	6910
	7053

	Lancaster
	2359
	2424
	2466
	2520

	Fylde
	1763
	1805
	1834
	1870

	Wyre
	2496
	2543
	2610
	2663

	Central Lancs
	6999
	7242
	7458
	7633

	Preston
	1743
	1772
	1808
	1844

	South Ribble
	1772
	1813
	1897
	1940

	Chorley
	1594
	1695
	1737
	1791

	West Lancs
	1890
	1962
	2016
	2058

	East Lancs
	5787
	5929
	6101
	6221

	Burnley 
	1285
	1321
	1350
	1380

	Hyndburn
	1165
	1201
	1225
	1231

	Pendle
	1339
	1369
	1411
	1434

	Ribble Valley
	1068
	1097
	1139
	1182

	Rossendale
	930
	941
	976
	994


Source: POPPI 2012
Table 37 - Number of older people with hearing impairment
	Comparison Table 2007
	65-74
	75+
	Total

	England
	29,400
	122,900
	152,300

	North West
	7,860
	23,200
	31,060

	Lancashire 14
	965
	3320
	4,285

	Lancashire 12
	700
	2585
	3,285

	Blackburn with Darwen
	60
	265
	325

	Blackpool
	130
	470
	600


Source: The Health and Social Care Information Centre. Copyright@2007. All rights reserved
Table 38 - Number of older people registered as hearing impaired by district
	District
	2008
	2009
	2010
	% Increase from 2008/9-2010/11
	% Population 2010

	Burnley
	205
	190
	187
	-8.8
	0.6

	Chorley
	220
	201
	197
	-10.5
	0.5

	Fylde
	387
	417
	443
	14.5
	1.3

	Hyndburn
	420
	386
	366
	-12.9
	1.3

	Lancaster
	682
	612
	502
	-26.4
	1.0

	Pendle
	250
	232
	224
	-10.4
	0.7

	Preston
	462
	444
	474
	2.6
	1.2

	Ribble Valley
	175
	164
	158
	-9.7
	0.7

	Rossendale
	95
	90
	92
	-3.2
	0.4

	South Ribble
	255
	252
	252
	-1.2
	0.6

	West Lancashire
	192
	174
	164
	-14.6
	0.4

	Wyre
	768
	760
	761
	-0.9
	1.5


Source: Deaf and HoH Register (ISSIS)

Table 39 - Older People aged 65+ predicted to have a moderate or severe hearing impairment, projected to 2015.  
	 
	2012
	2013
	2014
	2015

	Lancashire
	92958
	95463
	97884
	100096

	North Lancs
	31959
	32899
	33362
	34320

	Lancaster
	11416
	11800
	11924
	12232

	Fylde
	8578
	8826
	9010
	9219

	Wyre
	11965
	12273
	12428
	12869

	Central Lancs
	33337
	34317
	35349
	36093

	Preston
	8385
	8455
	8734
	8864

	South Ribble
	8421
	8637
	8926
	9218

	Chorley
	7692
	7884
	8085
	8308

	West Lancs
	8839
	9341
	9604
	9703

	East Lancs
	27855
	28438
	28946
	30028

	Burnley 
	6218
	6317
	6416
	6688

	Hyndburn
	5599
	5698
	5744
	6029

	Pendle
	6611
	6726
	6788
	6927

	Ribble Valley
	5015
	5124
	5346
	5633

	Rossendale
	4412
	4573
	4652
	4751


Source: POPPI 2012
5.3 Falls
Falls are a major cause of death, injury, functional decline, hospital admission, psychological trauma and institutionalisation in older people, with recurrent fallers being at increased risk (Spice, et al., 2009; Donald & Bulpitt, 1999). 

Falls in older people occur as a result of a dynamic interaction between intrinsic and extrinsic factors (Snooks et al., 2006) and are a common and serious problem, with one in four adults aged over 70 falling each year (Sayer et al., 2006) 
The number of emergency hospital admissions from 2008 to 2010 with a fall as the primary diagnosis totalled 56,412. Of these, 53,252 were residents of Lancashire. The number of recorded ED attendances for falls made by Lancashire residents increased by almost 25% from 15,787 in 2008 to 19,733 in 2010.
In 2010, over 32% of attendances to Emergency Departments for falls by Lancashire residents were made by attendees aged 60 and over.  Attendances to EDs for falls were higher for females (10,835) than males (8,894); in the 60 and over age group almost twice as many females as males attended. Nearly 47% of Lancashire residents attending EDs for falls reported that the incident had occurred at home. However, this figure increased for those aged 60 and over (just over 66%).

Directly standardised rates (DSR) for hospital admissions for falls were highest for residents of the following Middle Super Output Areas (MSOA) 3: Burnley 07 (n=229 [980.86 per 100,000 population]) and Blackpool 13 (n=169 [914.60 per 100,000 population]) South Ribble 16 (n=71 [309.47 per 100,000 population]) had the lowest DSR of hospital admissions for falls.

Over the three-year period, there were 16,641 ED attendances for falls by Lancashire residents in the 60 plus age group. Over this period, ED attendances for falls tended to be highest (n=6,420) in 2010. Over 59% of attendances to EDs for falls by Lancashire residents were made by attendees aged 75 and over. 

The number of recorded ED attendances for falls in the 60 plus age group increased by over 34% from 2008 (n=4,781) to 2010 (n=6,420). There were 18,690 hospital admissions for falls by Lancashire residents aged 60 plus between April 2006 and March 2009. Admissions increased by almost 15% from 5,863 (2006/07) to 6,719 (2008/09). Hospital admissions for falls were most pronounced in Fylde (43%), South Ribble (38%) and Wyre (30%) 

Amongst Lancashire residents, over 66% of ED attendances aged 60 plus reported that the fall had occurred at home. However, this figure increased for those aged 75 and over (just over 77%). 

Over 37% of ED attendances for falls aged 60 plus from Lancashire had a follow-up/referral, whilst almost 35% were discharged, and nearly 27% were admitted. Females aged 60 to 64 years were least likely (over 12%) to be admitted to hospital.

5.4 Dementia
Alzheimer's disease and other dementias are characterized by a progressive decline in memory and other cognitive functions and is a major cause of late life disability. Aggressive or challenging behaviour can also be a feature. Informal carers, who provide the core of support, experience high rates of stress and depression. 

Dementia is one of the most common and most devastating diseases of late life where a person has multiple cognitive deficits and memory loss sufficient to impair occupational or social functioning. People with mild cognitive impairment are at increased risk of developing dementia (Bruscoli & Lovestone, 2004).

5.4.1 Estimated prevalence
More than one in twenty of the population aged 65 and over in England and Wales will suffer from a significant degree of dementia. Numbers of people in need of care over the coming decades are due to increase at an increased pace as the overall elderly population increases due to the disproportionate rise in the number of people aged 85 and over. The prevalence of dementia increases with age and is estimated at approximately 20% at 80 years of age. Furthermore, in a third of cases dementia is associated with other psychiatric symptoms such as depression, anxiety, and alcohol related problems.
Dementia can affect people of any age, but is most common in older people. One in five people over 80 and one in twenty people over 65 have a form of dementia. Both young onset and late onset dementia increases with age, doubling with every five-year increase across the age range.

Table 40: Consensus estimates of the population prevalence of late onset dementia
	Age (years)
	Male (%)
	Female (%)
	Total (%)
	Estimated no. of people with dementia in Lancashire 12

	65-69
	1.5
	1
	1.3
	735

	70-74
	3.1
	2.4
	2.9
	1,415

	75-79
	5.1
	6.5
	5.9
	2,354

	80-84
	10.2
	13.3
	12.2
	3,550

	85-89
	16.7
	22.2
	20.3
	3,492

	90-94
	27.5
	29.6
	28.6
	2,475

	95+
	30
	34.4
	32.5
	

	Source: Dementia UK, Summary of Key Findings, 2007


5.4.2 Registered prevalence
In 2009-10 there were 6,082 people on GP dementia registers in Lancashire-12. Diagnosed prevalence rates in Lancashire-12 for the have remained constant at 0.5% since 2007-08 and are roughly in line with national rates. At a district level prevalence varies from 0.4% to 0.7%. Higher prevalence tends to be recorded in areas with older populations.
Table 41: Number and % of patients on GP Dementia Registers, 2007/08 to 2009/10
	
	2007/08
	2008/09
	2009/10

	
	No.
	%
	No.
	%
	No.
	%

	England
	220,246
	0.4%
	232,430
	0.4%
	249,463
	0.5%

	Lancashire 12
	5,609
	0.5%
	5,728
	0.5%
	6,082
	0.5%

	Burnley
	360
	0.4%
	366
	0.4%
	414
	0.4%

	Chorley
	400
	0.4%
	415
	0.4%
	450
	0.5%

	Fylde
	515
	0.7%
	499
	0.7%
	483
	0.7%

	Hyndburn
	391
	0.5%
	364
	0.5%
	383
	0.5%

	Lancaster
	763
	0.5%
	851
	0.6%
	923
	0.6%

	Pendle
	420
	0.5%
	412
	0.5%
	450
	0.5%

	Preston
	538
	0.4%
	551
	0.4%
	565
	0.4%

	Ribble Valley
	246
	0.5%
	246
	0.5%
	261
	0.5%

	Rossendale
	357
	0.5%
	327
	0.5%
	340
	0.5%

	South Ribble
	464
	0.4%
	474
	0.4%
	505
	0.4%

	West Lancashire
	479
	0.4%
	517
	0.5%
	558
	0.5%

	Wyre
	676
	0.5%
	706
	0.6%
	750
	0.6%

	Source: Quality & Outcomes Framework, Disease Prevalence 

District figures calculated from GP Practices within the district


5.5 Mental health
The most common mental health problems in older people are depression and dementia.

Depression can affect people of all ages, but it is becoming more common among the older population with increasing life expectancy (Williamson, 2009). Depressive disorder affects about one in 10 people aged over 65 years, therefore, making it the most common mental health disorder of later life (Beekman et al., 1999). 

Late-life depression is associated with chronic illness and disability (Chew-Graham et al., 2007).  
According to 2005 Health Survey for England, 4% of men and 7% of women aged 65 and over reported having any emotional, nervous or psychiatric problems.

Depression in old age carries an increased risk of suicide and natural mortality (Anderson, 2001).

Recognition and simple intervention can reduce morbidity, demand on health and social services and the cost of community care. However, epidemiological and clinical studies have shown that mental ill-health is mostly unrecognised by the individuals and the doctors, and even when recognised often does not receive adequate or appropriate management (Health Survey for England, 2005, Older people).
A separate joint strategic needs assessment for mental health and wellbeing in Lancashire is due to be published in 2012 and will be available from the Lancashire JSNA website: www.lancashire.gov.uk/jsna
5.6 End of life care and palliative care
Increased life expectancy and aging populations mean a growing need for extending end of life care to older people.

Evidence shows that most people and patients prefer to be cared for and to die at home (Higginson & Sen-Gupta, 2000). However, research shows that in the UK home deaths have been falling and future projections underline the urgent need for planning care to accommodate a large increase of ageing and deaths (Gomes et al., 2008). 

Most deaths in England occur in NHS hospitals, with deaths at home and in care homes collectively accounting for around 35% of all deaths. Hospices account for around 4% of deaths, with around 3% occurring in other locations (Department of Health, End of Life Care Strategy, 2008).

In addition, amongst people with terminal cancer, there are reported inequalities in equal chance to die at home; with patients living in deprived areas less likely to die at home (Gomes & Higginson, 2006). 

Although palliative care exists as a specialty, traditionally it only deals with mainly cancer patients (Ahmad & O’Mahony, 2005). However, it is increasingly recognised that good end of life care is important in the management of patients with any incurable disease (e.g., dementia, chronic chest or heart disease, Parkinson's disease, frail older people with several long term conditions) (British Geriatrics Society Best Practice Guide Palliative and End of Life Care for Older People). 

Palliative care services manage most people at home, with nearly 10 times more being cared for at home than as in-patients (Saunders, 2001; The Hospice Information Service, 2001) with many ongoing developments in palliative care focused on the community (Higginson & Sen-Gupta, 2000). 

There is also evidence showing that compared with cancer, end-of-life needs of patients with non-cancer conditions may not be being met (Murray et al., 2002). End-of-life needs for older people need to be addressed in hospital and care homes, not just in the community (Ahmad & O’Mahony, 2005).
5.7 Obesity
Obesity is a major public health problem in older people due to their association with poor health and well-being (Health Survey for England, 2005). The condition can lead to premature death due to its association with chronic diseases such as cardiovascular disease, diabetes, hypertension and stroke, and certain forms of cancer. 

Obesity is increasing in the over 60s and resulting in massive and rapidly changing burdens of ill health related to increased body weights and fat (Han et al., 2011). 

In England there has been a rapid increase in the number of older adults with obesity, rising from 16% of women and 15% of men aged ≥75 in 1994 to 27 and 18%, respectively, in 2006 (Craig & Mindell, 2006). 

According to the findings of HSE 2005, 72% of men and 68% of women were either overweight or obese. A greater proportion of men than women were overweight (47% compared with 39%) but a greater proportion of women than men were obese (Health Survey for England, 2005).

5.8 Cancers
For the vast majority of cancers (breast, lung, colorectal and prostate), cancer incidence increases with age (national cancer intelligence network, 2010).

Three out of five (63%) cancers are diagnosed in people aged 65 and over, and more than a third (36%) are diagnosed in the elderly (aged 75 and over) (Cancer Research UK).

The majority of deaths from cancer occur in the elderly. Around three quarters of cancer deaths (77%) occur in people aged 65 years and over. However, it is to note that, compared to the over 65s, cancer causes a greater proportion of deaths in the younger populations. In 2008, cancer caused 25% of deaths in the over 65s and approximately 36% of all deaths in the under 65s (Cancer Research UK).

With the exception of breast and prostate cancer, the relative survival decreases with increasing age at diagnosis for almost every cancer (Cancer Research UK).
6 Services

6.1 Social care
6.1.1 Residential and nursing care admissions
Table 42: Number of LA Supported Permanent Admissions to Residential and Nursing Care 2011/12
	Aged 65+
	Nursing
	Residential
	Total
	Population mid 2010
	Rate per 1000 Pop

	Burnley 
	17
	147
	164
	14,065 
	11.7

	Chorley 
	35
	120
	155
	17,729 
	8.7

	Fylde 
	23
	120
	143
	18,465 
	7.7

	Hyndburn 
	15
	105
	120
	12,984 
	9.2

	Lancaster 
	77
	153
	230
	25,180 
	9.1

	Pendle 
	22
	162
	184
	14,468 
	12.7

	Preston 
	48
	177
	225
	19,159 
	11.7

	Ribble Valley 
	5
	83
	88
	11,422 
	7.7

	Rossendale 
	10
	94
	104
	10,122 
	10.3

	South Ribble 
	53
	129
	182
	19,309 
	9.4

	West Lancashire 
	40
	137
	177
	20,587 
	8.6

	Wyre 
	53
	143
	196
	26,638 
	7.4

	County
	398
	1570
	1968
	210,128 
	9.4

	Source: 2012 ASC-CAR Table S3 excel self funders.rep


6.1.2 Older people helped to live at home

Table 43: Older people helped to live at home aged 65+ by district aged 65 and over, March 2012
	Aged 65+
	Total
	Population mid 2010
	Rate per 1000 pop

	Burnley 
	938
	14,065 
	66.7

	Chorley 
	862
	17,729 
	48.6

	Fylde 
	712
	18,465 
	38.6

	Hyndburn 
	808
	12,984 
	62.2

	Lancaster 
	1476
	25,180 
	58.6

	Pendle 
	876
	14,468 
	60.5

	Preston 
	1244
	19,159 
	64.9

	Ribble Valley 
	424
	11,422 
	37.1

	Rossendale 
	613
	10,122 
	60.6

	South Ribble 
	913
	19,309 
	47.3

	West Lancashire 
	987
	20,587 
	47.9

	Wyre 
	1118
	26,638 
	42.0

	County
	10971
	210,128 
	52.2

	Source: PERFORM Activity and Targets 2011/12

Notes: snapshot of the number of adults aged 65 or over helped to live at home as at a given date. This includes service users in receipt of any of the following services: Home care, day care, meals, planned short term breaks, direct payments, professional support, transport, equipment and adaptations and any other services deemed to be ongoing community based services.


6.1.3 Older people receiving self-directed support

Table 44: Number of older people, and carers receiving self-directed support in the year to 31st March 2012
	 
	%             April 2011*
	%            March 2012*
	Percentage change within year

	Burnley 
	31.44
	49.33
	18 

	Chorley 
	38.28
	56.6
	18 

	Fylde 
	45.87
	63.4
	18 

	Hyndburn 
	36.48
	53.5
	17 

	Lancaster 
	45.28
	61.48
	16 

	Pendle 
	34.02
	49.36
	15 

	Preston 
	35.75
	53.85
	18 

	Ribble Valley 
	42.42
	59.38
	17 

	Rossendale 
	32.37
	52
	20 

	South Ribble 
	35.53
	53.52
	18 

	West Lancashire 
	41.75
	57.4
	16 

	Wyre 
	44.35
	64.6
	20 

	County average
	38.6
	56.2
	18 

	Source: PERFORM Activity and Targets 2011/12

* as a percentage of clients receiving community based services and carers receiving carer’s specific services .


6.1.4 Older people overview assessments and reviews
Table 45: Number of overview assessments and reviews completed for older people aged 65 and over, 2011/12

	Aged 65+
	Total
	Population mid 2010
	Rate per 1000 pop

	Burnley 
	157
	14,065 
	11.2

	Chorley 
	191
	17,729 
	10.8

	Fylde 
	180
	18,465 
	9.7

	Hyndburn 
	119
	12,984 
	9.2

	Lancaster 
	347
	25,180 
	13.8

	Pendle 
	136
	14,468 
	9.4

	Preston 
	293
	19,159 
	15.3

	Ribble Valley 
	66
	11,422 
	5.7

	Rossendale 
	94
	10,122 
	9.3

	South Ribble 
	227
	19,309 
	11.7

	West Lancashire 
	233
	20,587 
	11.3

	Wyre 
	224
	26,638 
	8.4

	County
	2267
	210,128 
	10.8

	Source: PERFORM Activity and Targets 2011/12

Notes: snapshot of the number of adults aged 65 plus with completed overview assessments and reviews at a given date


6.1.5 Older people receiving services
Table 46: Percentage of assessments of older people aged 65 and over which lead to provision of services, 2011/12
	
	% April 2011
	% March 2012
	Percentage change within year

	Burnley
	82.78
	81.53
	-1 

	Chorley 
	82.89
	82.02
	-1 

	Fylde 
	74.01
	67.43
	-7 

	Hyndburn 
	76.22
	79.8
	4 

	Lancaster 
	75.48
	76.28
	1 

	Pendle 
	85.48
	86.27
	1 

	Preston 
	79.11
	69.34
	-10 

	Ribble Valley 
	74.24
	80.99
	7 

	Rossendale 
	84.39
	86.49
	2 

	South Ribble 
	83.09
	77.86
	-5 

	West Lancashire 
	70.62
	70.95
	0 

	Wyre 
	70.28
	70.79
	1 

	County average
	78.22
	77.5
	-1 

	Source: PERFORM Activity and Targets 2011/12

Notes: PAF E50 measures, for older people, the percentage of assessments or reviews which lead to service being provided. 

The Numerator: Of the number of older people with completed assessments or reviews during the year, the number whose anticipated sequel to assessment or review was 'Some or all (new) services intended or already started (incl. these started or finished)' or '(New) service(s) offered but declined.'

Source: RAP proforma A5, Pages (1 to 3) lines 11 (Total of above) columns (1+3) 

The Denominator: The number of older people with completed assessments or reviews during the year.

Source: RAP proforma A1 Page 1 first box + Page 2 first box.


6.2 Safeguarding
Section to be added shortly
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8 Appendix A: supplementary charts and analysis 

8.1 Victims of crime: males aged 50-74, September 2010 - August 2011
	Crime Group
	Male
	%

	Criminal Damage
	2383
	28.1

	Burglary
	1788
	21.1

	Other Crime
	1540
	18.2

	Vehicle Crime
	1080
	12.8

	Violent Crime
	780
	9.2

	Theft
	396
	4.7

	Vehicle Interference
	192
	2.3

	Fraud or Forgery
	187
	2.2

	Shoplifting
	123
	1.5

	Total
	4171
	


Source: MADE District Profiles 2011

8.2 Victims of crime: females aged 50-74, September 2010 - August 2011
	Crime Group
	Female
	%

	Criminal Damage
	1392
	29

	Other Stealings
	996
	20.8

	Violent Crime
	640
	13.3

	Burglary
	823
	17.2

	Vehicle Crime
	353
	7.4

	Theft
	154
	3.2

	Shoplifting
	100
	2.1

	Fraud or Forgery
	67
	1.4

	Vehicle Interference
	58
	1.2

	Other Crime
	26
	0.5

	Total
	4797
	


Source: MADE District Profiles 2011

8.3 Victims of crime: males aged 75-84, September 2010 - August 2011
	Crime Group
	Male
	%

	Criminal Damage
	182
	12

	Other Stealings
	181
	12

	Burglary
	159
	10.5

	Vehicle Crime
	61
	4

	Theft
	43
	2.8

	Violent Crime
	17
	1.1

	Vehicle Interference
	14
	0.9

	Fraud or Forgery
	11
	0.7

	Other Crime
	1
	0.1

	Shoplifting
	1
	0.1

	Grand Total
	670
	


Source: MADE District Profiles 2011

8.4 Victims of crime: females aged 75-84, September 2010 - August 2011
	Crime Group
	Female
	%

	Other Stealings
	201
	31.8

	Burglary
	134
	21.2

	Criminal Damage
	131
	20.7

	Theft
	85
	13.4

	Violent Crime
	36
	5.7

	Vehicle Crime
	21
	3.3

	Fraud or Forgery
	14
	2.2

	Vehicle Interference
	10
	1.6

	Total
	632
	


Source: MADE District Profiles 2011

8.5 Victims of crime: males aged 85+, September 2010 - August 2011
	Crime Group
	Male
	%

	Domestic Burglary
	43
	28.3

	Other Stealings
	29
	19.1

	Theft
	18
	11.8

	Criminal Damage
	24
	15.8

	Fraud or Forgery
	13
	8.6

	Violent Crime
	12
	7.9

	Vehicle Crime
	10
	6.6

	Vehicle Interference
	3
	2

	Grand Total
	152
	


Source: MADE District Profiles 2011

8.6 Victims of crime: females aged 85+, September 2010 - August 2011
	Crime Group
	Female
	%

	Domestic Burglary
	69
	45.4

	Other Stealings
	51
	33.6

	Theft
	51
	33.6

	Criminal Damage
	38
	25

	Fraud or Forgery
	15
	9.9

	Violent Crime
	14
	9.2

	Vehicle Crime
	4
	2.6

	Grand Total
	152
	


Source: MADE District Profiles 2011

8.7 Living alone by gender
	Total population aged 65 and over predicted to be living alone
	2010
	2015
	2020
	2025
	2030

	
	65-74
	75+
	65-74
	75+
	65-74
	75+
	66-74
	75+
	66-74
	75+

	 
	Females
	Males
	Females
	Males
	Females
	Males
	Females
	Males
	Females
	Males
	Females
	Males
	Females
	Males
	Females
	Males
	Females
	Males
	Females
	Males

	 England 
	701,190
	426,920
	1,499,380
	562,734
	810,480
	495,520
	1,603,995
	650,760
	849,300
	517,200
	1,778,882
	762,756
	850,950
	519,800
	2,099,498
	930,444
	957,660
	584,100
	2,313,913
	1,031,016

	 North West 
	96,930
	58,620
	199,531
	72,624
	109,440
	67,160
	211,975
	84,116
	113,580
	69,800
	231,739
	97,716
	113,070
	69,040
	270,474
	118,898
	125,850
	76,400
	294,569
	130,730

	 Lancashire 
	17,520
	10,800
	35,990
	13,260
	20,340
	12,740
	38,674
	15,572
	21,180
	13,280
	43,188
	18,530
	20,940
	13,100
	51,179
	22,984
	23,310
	14,520
	56,303
	25,432

	Central Lancashire

	 Chorley 
	1,530
	1,000
	2,745
	986
	1,890
	1,240
	3,050
	1,258
	1,950
	1,260
	3,721
	1,666
	1,860
	1,200
	4,636
	2,142
	2,100
	1,340
	5,124
	2,346

	 Preston 
	1,560
	960
	3,355
	1,292
	1,650
	1,100
	3,538
	1,394
	1,710
	1,120
	3,660
	1,598
	1,770
	1,160
	4,087
	1,904
	1,980
	1,280
	4,392
	2,040

	 South Ribble 
	1,650
	1,020
	3,111
	1,190
	1,950
	1,200
	3,477
	1,462
	2,040
	1,240
	3,904
	1,768
	1,980
	1,200
	4,758
	2,176
	2,250
	1,360
	5,246
	2,448

	 West Lancashire 
	1,800
	1,160
	3,172
	1,258
	2,070
	1,300
	3,599
	1,564
	2,160
	1,320
	4,209
	1,938
	2,100
	1,280
	5,185
	2,346
	2,310
	1,420
	5,612
	2,550

	North Lancashire

	 Fylde 
	1,470
	860
	3,477
	1,258
	1,680
	1,040
	3,721
	1,428
	1,710
	1,120
	4,026
	1,666
	1,740
	1,120
	4,758
	2,040
	1,980
	1,240
	5,185
	2,346

	 Lancaster 
	2,040
	1,220
	4,575
	1,632
	2,370
	1,460
	4,880
	1,870
	2,490
	1,540
	5,307
	2,176
	2,490
	1,540
	6,283
	2,720
	2,730
	1,720
	6,832
	2,992

	 Wyre 
	2,220
	1,300
	4,636
	1,734
	2,520
	1,480
	5,124
	2,040
	2,640
	1,560
	5,612
	2,380
	2,580
	1,560
	6,588
	2,856
	2,910
	1,760
	7,076
	3,060

	East Lancashire

	 Burnley 
	1,170
	720
	2,379
	884
	1,350
	860
	2,562
	1,020
	1,410
	880
	2,745
	1,224
	1,380
	860
	3,172
	1,530
	1,500
	900
	3,477
	1,666

	 Hyndburn 
	1,110
	660
	2,257
	748
	1,200
	760
	2,318
	952
	1,230
	780
	2,562
	1,088
	1,230
	780
	2,867
	1,292
	1,380
	860
	3,111
	1,428

	 Pendle 
	1,200
	740
	2,623
	918
	1,410
	880
	2,684
	1,054
	1,530
	980
	2,867
	1,224
	1,530
	960
	3,355
	1,564
	1,620
	1,000
	3,843
	1,802

	 Ribble Valley 
	960
	620
	1,830
	680
	1,170
	740
	2,135
	884
	1,200
	780
	2,501
	1,054
	1,230
	780
	2,928
	1,360
	1,410
	860
	3,294
	1,496

	 Rossendale 
	840
	540
	1,708
	612
	1,050
	680
	1,830
	680
	1,140
	720
	2,013
	816
	1,110
	700
	2,501
	1,054
	1,230
	780
	2,867
	1,156

	Unitary

	 Blackburn with Darwen 
	1,530
	920
	3,172
	1,122
	1,710
	1,060
	3,233
	1,258
	1,830
	1,120
	3,355
	1,394
	1,830
	1,100
	3,843
	1,734
	2,070
	1,220
	4,270
	1,904

	 Blackpool 
	2,190
	1,380
	4,697
	1,734
	2,280
	1,460
	4,697
	1,938
	2,250
	1,460
	4,941
	2,176
	2,160
	1,460
	5,429
	2,550
	2,460
	1,640
	5,673
	2,686


Source: POPPI
8.8 COPD

	People aged 65 and over predicted to have a longstanding health condition caused by bronchitis and emphysema, by age and gender, projected to 2030; Lancashire County and districts

	
	
	
	

	District
	Sex
	Age
	2010
	2015
	2020
	2025
	2030
	

	Lancs-12
	Males
	65-74
	1,296
	1,529
	1,594
	1,572
	1,742
	

	Lancs-12
	Males
	75+
	819
	962
	1,145
	1,420
	1,571
	

	Lancs-12
	Females
	65-74
	584
	678
	706
	698
	777
	

	Lancs-12
	Females
	75+
	826
	888
	991
	1,175
	1,292
	

	Lancs-12
	Persons
	65+
	3,525
	4,056
	4,435
	4,864
	5,382
	

	
	
	
	
	
	
	
	
	

	Burnley
	Males
	65-74
	86
	103
	106
	103
	108
	

	Burnley
	Males
	75+
	55
	63
	76
	95
	103
	

	Burnley
	Females
	65-74
	39
	45
	47
	46
	50
	

	Burnley
	Females
	75+
	55
	59
	63
	73
	80
	

	Burnley
	Persons
	65+
	235
	270
	291
	317
	341
	

	Pendle
	Males
	65-74
	89
	106
	118
	115
	120
	

	Pendle
	Males
	75+
	57
	65
	76
	97
	111
	

	Pendle
	Females
	65-74
	40
	47
	51
	51
	54
	

	Pendle
	Females
	75+
	60
	62
	66
	77
	88
	

	Pendle
	Persons
	65+
	246
	279
	310
	340
	374
	

	Rossendale
	Males
	65-74
	65
	82
	86
	84
	94
	

	Rossendale
	Males
	75+
	38
	42
	50
	65
	71
	

	Rossendale
	Females
	65-74
	28
	35
	38
	37
	41
	

	Rossendale
	Females
	75+
	39
	42
	46
	57
	66
	

	Rossendale
	Persons
	65+
	170
	201
	221
	244
	272
	

	Hyndburn
	Males
	65-74
	79
	91
	94
	94
	103
	

	Hyndburn
	Males
	75+
	46
	59
	67
	80
	88
	

	Hyndburn
	Females
	65-74
	37
	40
	41
	41
	46
	

	Hyndburn
	Females
	75+
	52
	53
	59
	66
	71
	

	Hyndburn
	Persons
	65+
	214
	243
	261
	280
	309
	

	Ribble Valley
	Males
	65-74
	74
	89
	94
	94
	103
	

	Ribble Valley
	Males
	75+
	42
	55
	65
	84
	92
	

	Ribble Valley
	Females
	65-74
	32
	39
	40
	41
	47
	

	Ribble Valley
	Females
	75+
	42
	49
	57
	67
	76
	

	Ribble Valley
	Persons
	65+
	190
	231
	256
	286
	318
	

	
	
	
	
	
	
	
	
	

	Fylde
	Males
	65-74
	103
	125
	134
	134
	149
	

	Fylde
	Males
	75+
	78
	88
	103
	126
	145
	

	Fylde
	Females
	65-74
	49
	56
	57
	58
	66
	

	Fylde
	Females
	75+
	80
	85
	92
	109
	119
	

	Fylde
	Persons
	65+
	310
	354
	387
	428
	479
	

	Wyre
	Males
	65-74
	156
	178
	187
	187
	211
	

	Wyre
	Males
	75+
	107
	126
	147
	176
	189
	

	Wyre
	Females
	65-74
	74
	84
	88
	86
	97
	

	Wyre
	Females
	75+
	106
	118
	129
	151
	162
	

	Wyre
	Persons
	65+
	444
	505
	551
	601
	660
	

	Lancaster
	Males
	65-74
	146
	175
	185
	185
	206
	

	Lancaster
	Males
	75+
	101
	116
	134
	168
	185
	

	Lancaster
	Females
	65-74
	68
	79
	83
	83
	91
	

	Lancaster
	Females
	75+
	105
	112
	122
	144
	157
	

	Lancaster
	Persons
	65+
	420
	482
	524
	580
	639
	

	
	
	
	
	
	
	
	
	

	Preston
	Males
	65-74
	115
	132
	134
	139
	154
	

	Preston
	Males
	75+
	80
	86
	99
	118
	126
	

	Preston
	Females
	65-74
	52
	55
	57
	59
	66
	

	Preston
	Females
	75+
	77
	81
	84
	94
	101
	

	Preston
	Persons
	65+
	324
	354
	374
	410
	446
	

	South Ribble
	Males
	65-74
	122
	144
	149
	144
	163
	

	South Ribble
	Males
	75+
	74
	90
	109
	134
	151
	

	South Ribble
	Females
	65-74
	55
	65
	68
	66
	75
	

	South Ribble
	Females
	75+
	71
	80
	90
	109
	120
	

	South Ribble
	Persons
	65+
	322
	379
	416
	454
	510
	

	Chorley
	Males
	65-74
	120
	149
	151
	144
	161
	

	Chorley
	Males
	75+
	61
	78
	103
	132
	145
	

	Chorley
	Females
	65-74
	51
	63
	65
	62
	70
	

	Chorley
	Females
	75+
	63
	70
	85
	106
	118
	

	Chorley
	Persons
	65+
	295
	360
	405
	445
	493
	

	West Lancs.
	Males
	65-74
	139
	156
	158
	154
	170
	

	West Lancs.
	Males
	75+
	78
	97
	120
	145
	158
	

	West Lancs.
	Females
	65-74
	60
	69
	72
	70
	77
	

	West Lancs.
	Females
	75+
	73
	83
	97
	119
	129
	

	West Lancs.
	Persons
	65+
	350
	404
	447
	488
	534
	

	Figures may not sum due to rounding. Crown copyright 2010  
	
	
	
	

	Source: POPPI (www.poppi.org.uk); Version 5.1


	
	
	
	
	


8.9 Diabetes
	People aged 65 and over predicted to have Type 1 or Type 2 diabetes by age and 

	gender, projected to 2030; Lancashire & districts

	
	

	District
	Sex
	Age
	2010
	2015
	2020
	2025
	2030

	Lancs-12
	Males
	65-74
	8,478
	10,001
	10,425
	10,283
	11,398

	Lancs-12
	Males
	75+
	5,265
	6,183
	7,358
	9,126
	10,098

	Lancs-12
	Males
	65+
	13,743
	16,184
	17,782
	19,409
	21,496

	Lancs-12
	Females
	65-74
	6,074
	7,051
	7,342
	7,259
	8,081

	Lancs-12
	Females
	75+
	6,254
	6,720
	7,505
	8,893
	9,784

	Lancs-12
	Females
	65+
	12,328
	13,772
	14,847
	16,153
	17,865

	
	
	
	
	
	
	
	

	Burnley
	Males
	65-74
	565
	675
	691
	675
	706

	Burnley
	Males
	75+
	351
	405
	486
	608
	662

	Burnley
	Males
	65+
	916
	1,080
	1,177
	1,283
	1,368

	Burnley
	Females
	65-74
	406
	468
	489
	478
	520

	Burnley
	Females
	75+
	413
	445
	477
	551
	604

	Burnley
	Females
	65+
	819
	913
	966
	1,030
	1,124

	Pendle
	Males
	65-74
	581
	691
	769
	754
	785

	Pendle
	Males
	75+
	365
	419
	486
	621
	716

	Pendle
	Males
	65+
	945
	1,109
	1,255
	1,375
	1,500

	Pendle
	Females
	65-74
	416
	489
	530
	530
	562

	Pendle
	Females
	75+
	456
	466
	498
	583
	668

	Pendle
	Females
	65+
	872
	955
	1,029
	1,113
	1,229

	Rossendale
	Males
	65-74
	424
	534
	565
	549
	612

	Rossendale
	Males
	75+
	243
	270
	324
	419
	459

	Rossendale
	Males
	65+
	667
	804
	889
	968
	1,071

	Rossendale
	Females
	65-74
	291
	364
	395
	385
	426

	Rossendale
	Females
	75+
	297
	318
	350
	435
	498

	Rossendale
	Females
	65+
	588
	682
	745
	819
	925

	Hyndburn
	Males
	65-74
	518
	597
	612
	612
	675

	Hyndburn
	Males
	75+
	297
	378
	432
	513
	567

	Hyndburn
	Males
	65+
	815
	975
	1,044
	1,125
	1,242

	Hyndburn
	Females
	65-74
	385
	416
	426
	426
	478

	Hyndburn
	Females
	75+
	392
	403
	445
	498
	541

	Hyndburn
	Females
	65+
	777
	819
	872
	925
	1,019

	Ribble Valley
	Males
	65-74
	487
	581
	612
	612
	675

	Ribble Valley
	Males
	75+
	270
	351
	419
	540
	594

	Ribble Valley
	Males
	65+
	757
	932
	1,031
	1,152
	1,269

	Ribble Valley
	Females
	65-74
	333
	406
	416
	426
	489

	Ribble Valley
	Females
	75+
	318
	371
	435
	509
	572

	Ribble Valley
	Females
	65+
	651
	777
	851
	935
	1,061

	
	
	
	
	
	
	
	

	Fylde
	Males
	65-74
	675
	816
	879
	879
	973

	Fylde
	Males
	75+
	500
	567
	662
	810
	932

	Fylde
	Males
	65+
	1,175
	1,383
	1,541
	1,689
	1,905

	Fylde
	Females
	65-74
	510
	582
	593
	603
	686

	Fylde
	Females
	75+
	604
	647
	700
	827
	901

	Fylde
	Females
	65+
	1,114
	1,229
	1,292
	1,430
	1,587

	Wyre
	Males
	65-74
	1,020
	1,162
	1,225
	1,225
	1,382

	Wyre
	Males
	75+
	689
	810
	945
	1,134
	1,215

	Wyre
	Males
	65+
	1,709
	1,972
	2,170
	2,359
	2,597

	Wyre
	Females
	65-74
	770
	874
	915
	894
	1,009

	Wyre
	Females
	75+
	806
	890
	975
	1,145
	1,230

	Wyre
	Females
	65+
	1,575
	1,764
	1,890
	2,039
	2,238

	Lancaster
	Males
	65-74
	958
	1,146
	1,209
	1,209
	1,350

	Lancaster
	Males
	75+
	648
	743
	864
	1,080
	1,188

	Lancaster
	Males
	65+
	1,606
	1,889
	2,073
	2,289
	2,538

	Lancaster
	Females
	65-74
	707
	822
	863
	863
	946

	Lancaster
	Females
	75+
	795
	848
	922
	1,092
	1,187

	Lancaster
	Females
	65+
	1,502
	1,670
	1,785
	1,955
	2,134

	
	
	
	
	
	
	
	

	Chorley
	Males
	65-74
	785
	973
	989
	942
	1,052

	Chorley
	Males
	75+
	392
	500
	662
	851
	932

	Chorley
	Males
	65+
	1,176
	1,473
	1,651
	1,792
	1,983

	Chorley
	Females
	65-74
	530
	655
	676
	645
	728

	Chorley
	Females
	75+
	477
	530
	647
	806
	890

	Chorley
	Females
	65+
	1,007
	1,185
	1,323
	1,450
	1,618

	Preston
	Males
	65-74
	754
	863
	879
	911
	1,005

	Preston
	Males
	75+
	513
	554
	635
	756
	810

	Preston
	Males
	65+
	1,267
	1,417
	1,514
	1,667
	1,815

	Preston
	Females
	65-74
	541
	572
	593
	614
	686

	Preston
	Females
	75+
	583
	615
	636
	710
	763

	Preston
	Females
	65+
	1,124
	1,187
	1,229
	1,324
	1,450

	South Ribble 
	Males
	65-74
	801
	942
	973
	942
	1,068

	South Ribble 
	Males
	75+
	473
	581
	702
	864
	972

	South Ribble 
	Males
	65+
	1,273
	1,522
	1,675
	1,806
	2,040

	South Ribble 
	Females
	65-74
	572
	676
	707
	686
	780

	South Ribble 
	Females
	75+
	541
	604
	678
	827
	912

	South Ribble 
	Females
	65+
	1,113
	1,280
	1,386
	1,513
	1,692

	West Lancs.
	Males
	65-74
	911
	1,020
	1,036
	1,005
	1,115

	West Lancs.
	Males
	75+
	500
	621
	770
	932
	1,013

	West Lancs.
	Males
	65+
	1,410
	1,641
	1,806
	1,936
	2,127

	West Lancs.
	Females
	65-74
	624
	718
	749
	728
	801

	West Lancs.
	Females
	75+
	551
	625
	731
	901
	975

	West Lancs.
	Females
	65+
	1,175
	1,343
	1,480
	1,629
	1,776

	Figures may not sum due to rounding. Crown copyright 2010
	
	

	Source: POPPI (www.poppi.org.uk); Version 56.1
	
	
	


	Estimates of number of people aged 16 years or older who have diabetes (diagnosed and undiagnosed) adjusted for age, sex, 
	
	
	
	
	
	
	
	
	
	

	ethnic group and deprivation; PCTs in Lancashire County
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	

	
	2010
	2015
	2020
	
	

	
	No.
	%
	95% CILL
	95% CIUL
	No.
	%
	95% CILL
	95% CIUL
	Increase (2010-15)
	No.
	%
	95% CILL
	95% CIUL
	Increase (2015-20)
	
	
	
	
	
	
	
	
	
	

	England
	3,099,853
	7.4%
	5.3%
	10.8%
	3,466,662
	8.0%
	5.7%
	11.7%
	366809
	3,822,930
	8.5%
	6.0%
	12.5%
	356268
	
	
	
	
	
	
	
	
	
	

	North West
	421,248
	7.6%
	5.3%
	10.8%
	466,014
	8.2%
	5.7%
	11.7%
	44766
	508,541
	8.7%
	6.1%
	12.5%
	42527
	
	
	
	
	
	
	
	
	
	

	Central Lancs.
	27,265
	7.4%
	5.4%
	10.5%
	30,454
	8.0%
	5.9%
	11.5%
	3189
	33,318
	8.6%
	6.2%
	12.2%
	2865
	
	
	
	
	
	
	
	
	
	

	East Lancs.
	24,422
	7.9%
	5.7%
	11.5%
	27,440
	8.6%
	6.2%
	12.5%
	3018
	30,299
	9.3%
	6.6%
	13.5%
	2859
	
	
	
	
	
	
	
	
	
	

	North Lancs.
	21,613
	7.6%
	5.7%
	10.6%
	24,578
	8.2%
	6.1%
	11.5%
	2965
	27,540
	8.7%
	6.5%
	12.4%
	2962
	
	
	
	
	
	
	
	
	
	

	LANCS-12
	73,299
	
	
	
	82,472
	
	
	
	9173
	91,157
	
	
	
	8685
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	2025
	2030
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	No.
	%
	95% CILL
	95% CIUL
	Increase (2020-25)
	No.
	%
	95% CILL
	95% CIUL
	Increase (2025-30)
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	England
	4,189,229
	9.0%
	6.3%
	13.3%
	366299
	4,603,363
	9.5%
	6.7%
	14.1%
	414,134
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	North West
	550,664
	9.2%
	6.4%
	13.2%
	42124
	598,933
	9.7%
	6.7%
	14.1%
	48,269
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Central Lancs.
	36,048
	9.0%
	6.5%
	12.9%
	2729
	39,151
	9.5%
	6.9%
	13.7%
	3,104
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	East Lancs.
	33,092
	9.8%
	7.0%
	14.4%
	2793
	36,149
	10.4%
	7.4%
	15.3%
	3,057
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	North Lancs.
	30,652
	9.3%
	6.8%
	13.2%
	3112
	34,116
	9.8%
	7.2%
	14.0%
	3,465
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	LANCS-12
	99,791
	
	
	
	8634
	109,417
	
	
	
	9,625
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Source: APHO diabetes prevalence model
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


8.10 Falls
	People aged 65 and over predicted have a fall, by age and gender, projected to 2030; Lancashire County & districts

	

	District
	Sex
	Age
	2010
	2015
	2020
	2025
	2030

	Lancs-12
	Males
	65-69
	5,346
	6,570
	5,904
	6,318
	7,164

	Lancs-12
	Males
	70-74
	4,860
	5,440
	6,720
	6,080
	6,560

	Lancs-12
	Males
	75-79
	3,439
	3,990
	4,522
	5,662
	5,149

	Lancs-12
	Males
	80-84
	3,782
	4,340
	5,239
	6,076
	7,657

	Lancs-12
	Males
	85+
	3,741
	4,644
	5,934
	7,826
	9,890

	Lancs-12
	Males
	65+
	21,168
	24,984
	28,319
	31,962
	36,420

	Lancs-12
	Females
	65-69
	7,222
	8,809
	7,912
	8,533
	9,729

	Lancs-12
	Females
	70-74
	7,290
	7,965
	9,774
	8,829
	9,558

	Lancs-12
	Females
	75-79
	6,129
	6,588
	7,263
	8,964
	8,181

	Lancs-12
	Females
	80-84
	6,052
	6,392
	7,106
	7,922
	9,860

	Lancs-12
	Females
	85+
	7,955
	8,686
	9,890
	11,782
	14,190

	Lancs-12
	Females
	65+
	34,648
	38,440
	41,945
	46,030
	51,518

	
	
	
	
	
	
	
	

	Burnley
	Males
	65-69
	360
	450
	396
	414
	432

	Burnley
	Males
	70-74
	320
	360
	440
	400
	420

	Burnley
	Males
	75-79
	209
	247
	285
	361
	323

	Burnley
	Males
	80-84
	248
	248
	310
	372
	465

	Burnley
	Males
	85+
	301
	387
	473
	602
	731

	Burnley
	Males
	65+
	1,438
	1,692
	1,904
	2,149
	2,371

	Burnley
	Females
	65-69
	483
	598
	529
	552
	621

	Burnley
	Females
	70-74
	486
	513
	648
	594
	621

	Burnley
	Females
	75-79
	378
	432
	459
	567
	513

	Burnley
	Females
	80-84
	408
	408
	442
	476
	612

	Burnley
	Females
	85+
	559
	602
	645
	731
	860

	Burnley
	Females
	65+
	2,314
	2,553
	2,723
	2,920
	3,227

	Pendle
	Males
	65-69
	360
	468
	468
	450
	486

	Pendle
	Males
	70-74
	340
	360
	460
	460
	460

	Pendle
	Males
	75-79
	228
	266
	304
	399
	399

	Pendle
	Males
	80-84
	248
	279
	341
	403
	527

	Pendle
	Males
	85+
	301
	344
	387
	516
	645

	Pendle
	Males
	65+
	1,477
	1,717
	1,960
	2,228
	2,517

	Pendle
	Females
	65-69
	506
	621
	598
	621
	667

	Pendle
	Females
	70-74
	486
	540
	675
	648
	675

	Pendle
	Females
	75-79
	432
	432
	486
	594
	594

	Pendle
	Females
	80-84
	442
	442
	442
	510
	646

	Pendle
	Females
	85+
	602
	645
	688
	774
	946

	Pendle
	Females
	65+
	2,468
	2,680
	2,889
	3,147
	3,528

	Rossendale
	Males
	65-69
	270
	378
	324
	342
	396

	Rossendale
	Males
	70-74
	240
	260
	360
	320
	340

	Rossendale
	Males
	75-79
	152
	190
	209
	285
	247

	Rossendale
	Males
	80-84
	186
	186
	217
	279
	372

	Rossendale
	Males
	85+
	172
	172
	258
	301
	387

	Rossendale
	Males
	65+
	1,020
	1,186
	1,368
	1,527
	1,742

	Rossendale
	Females
	65-69
	368
	483
	437
	460
	529

	Rossendale
	Females
	70-74
	324
	378
	513
	459
	486

	Rossendale
	Females
	75-79
	297
	297
	351
	459
	432

	Rossendale
	Females
	80-84
	272
	306
	306
	374
	510

	Rossendale
	Females
	85+
	387
	430
	473
	559
	688

	Rossendale
	Females
	65+
	1,648
	1,894
	2,080
	2,311
	2,645

	Hyndburn
	Males
	65-69
	324
	396
	360
	378
	432

	Hyndburn
	Males
	70-74
	300
	320
	380
	360
	380

	Hyndburn
	Males
	75-79
	190
	247
	266
	304
	304

	Hyndburn
	Males
	80-84
	217
	248
	310
	341
	403

	Hyndburn
	Males
	85+
	215
	301
	344
	473
	559

	Hyndburn
	Males
	65+
	1,246
	1,512
	1,660
	1,856
	2,078

	Hyndburn
	Females
	65-69
	460
	506
	483
	506
	575

	Hyndburn
	Females
	70-74
	459
	486
	540
	513
	567

	Hyndburn
	Females
	75-79
	378
	405
	432
	486
	486

	Hyndburn
	Females
	80-84
	374
	374
	408
	442
	510

	Hyndburn
	Females
	85+
	516
	516
	602
	688
	774

	Hyndburn
	Females
	65+
	2,187
	2,287
	2,465
	2,635
	2,912

	Ribble Valley
	Males
	65-69
	306
	378
	342
	378
	432

	Ribble Valley
	Males
	70-74
	280
	320
	400
	360
	380

	Ribble Valley
	Males
	75-79
	190
	228
	266
	342
	304

	Ribble Valley
	Males
	80-84
	186
	248
	310
	372
	465

	Ribble Valley
	Males
	85+
	172
	258
	301
	430
	559

	Ribble Valley
	Males
	65+
	1,134
	1,432
	1,619
	1,882
	2,140

	Ribble Valley
	Females
	65-69
	414
	506
	437
	506
	598

	Ribble Valley
	Females
	70-74
	378
	459
	567
	513
	567

	Ribble Valley
	Females
	75-79
	324
	351
	432
	513
	486

	Ribble Valley
	Females
	80-84
	306
	374
	408
	476
	578

	Ribble Valley
	Females
	85+
	387
	473
	559
	645
	817

	Ribble Valley
	Females
	65+
	1,809
	2,163
	2,403
	2,653
	3,046

	
	
	
	
	
	
	
	

	Fylde
	Males
	65-69
	432
	522
	486
	540
	594

	Fylde
	Males
	70-74
	380
	460
	580
	520
	580

	Fylde
	Males
	75-79
	304
	342
	399
	494
	475

	Fylde
	Males
	80-84
	372
	403
	465
	558
	713

	Fylde
	Males
	85+
	387
	473
	559
	688
	903

	Fylde
	Males
	65+
	1,875
	2,200
	2,489
	2,800
	3,265

	Fylde
	Females
	65-69
	598
	713
	621
	713
	828

	Fylde
	Females
	70-74
	621
	675
	810
	729
	810

	Fylde
	Females
	75-79
	540
	567
	648
	783
	702

	Fylde
	Females
	80-84
	612
	612
	646
	714
	884

	Fylde
	Females
	85+
	817
	946
	989
	1,204
	1,419

	Fylde
	Females
	65+
	3,188
	3,513
	3,714
	4,143
	4,643

	Wyre
	Males
	65-69
	630
	738
	684
	756
	864

	Wyre
	Males
	70-74
	600
	660
	800
	720
	800

	Wyre
	Males
	75-79
	456
	513
	570
	684
	627

	Wyre
	Males
	80-84
	496
	589
	682
	775
	930

	Wyre
	Males
	85+
	473
	602
	774
	989
	1,161

	Wyre
	Males
	65+
	2,655
	3,102
	3,510
	3,924
	4,382

	Wyre
	Females
	65-69
	874
	1,081
	966
	1,035
	1,196

	Wyre
	Females
	70-74
	972
	999
	1,242
	1,107
	1,215

	Wyre
	Females
	75-79
	810
	891
	945
	1,161
	1,026

	Wyre
	Females
	80-84
	782
	850
	952
	1,020
	1,258

	Wyre
	Females
	85+
	989
	1,118
	1,247
	1,505
	1,763

	Wyre
	Females
	65+
	4,427
	4,939
	5,352
	5,828
	6,458

	Lancaster
	Males
	65-69
	594
	756
	684
	738
	846

	Lancaster
	Males
	70-74
	560
	620
	780
	720
	780

	Lancaster
	Males
	75-79
	418
	456
	513
	665
	608

	Lancaster
	Males
	80-84
	465
	527
	620
	713
	899

	Lancaster
	Males
	85+
	473
	602
	731
	946
	1,161

	Lancaster
	Males
	65+
	2,510
	2,961
	3,328
	3,782
	4,294

	Lancaster
	Females
	65-69
	828
	1,035
	920
	1,012
	1,127

	Lancaster
	Females
	70-74
	864
	918
	1,161
	1,053
	1,134

	Lancaster
	Females
	75-79
	756
	783
	864
	1,080
	972

	Lancaster
	Females
	80-84
	782
	816
	850
	952
	1,190

	Lancaster
	Females
	85+
	1,032
	1,161
	1,290
	1,505
	1,763

	Lancaster
	Females
	65+
	4,262
	4,713
	5,085
	5,602
	6,186

	
	
	
	
	
	
	
	

	Chorley
	Males
	65-69
	522
	648
	540
	576
	666

	Chorley
	Males
	70-74
	420
	520
	660
	560
	600

	Chorley
	Males
	75-79
	285
	342
	437
	551
	475

	Chorley
	Males
	80-84
	248
	372
	465
	589
	744

	Chorley
	Males
	85+
	258
	301
	473
	645
	860

	Chorley
	Males
	65+
	1,733
	2,183
	2,575
	2,921
	3,345

	Chorley
	Females
	65-69
	667
	828
	713
	759
	874

	Chorley
	Females
	70-74
	594
	729
	918
	783
	864

	Chorley
	Females
	75-79
	486
	540
	675
	837
	729

	Chorley
	Females
	80-84
	442
	510
	578
	714
	918

	Chorley
	Females
	85+
	602
	645
	817
	1,032
	1,290

	Chorley
	Females
	65+
	2,791
	3,252
	3,701
	4,125
	4,675

	Preston
	Males
	65-69
	468
	576
	504
	576
	630

	Preston
	Males
	70-74
	440
	460
	560
	520
	580

	Preston
	Males
	75-79
	342
	361
	380
	475
	437

	Preston
	Males
	80-84
	372
	403
	465
	496
	620

	Preston
	Males
	85+
	344
	387
	516
	645
	731

	Preston
	Males
	65+
	1,966
	2,187
	2,425
	2,712
	2,998

	Preston
	Females
	65-69
	598
	713
	644
	736
	828

	Preston
	Females
	70-74
	702
	648
	783
	729
	810

	Preston
	Females
	75-79
	594
	621
	594
	702
	675

	Preston
	Females
	80-84
	578
	612
	646
	646
	782

	Preston
	Females
	85+
	688
	731
	817
	946
	1,032

	Preston
	Females
	65+
	3,160
	3,325
	3,484
	3,759
	4,127

	South Ribble
	Males
	65-69
	504
	612
	540
	576
	684

	South Ribble
	Males
	70-74
	460
	520
	640
	560
	600

	South Ribble
	Males
	75-79
	304
	380
	437
	532
	475

	South Ribble
	Males
	80-84
	341
	403
	496
	589
	744

	South Ribble
	Males
	85+
	344
	430
	559
	731
	989

	South Ribble
	Males
	65+
	1,953
	2,345
	2,672
	2,988
	3,492

	South Ribble
	Females
	65-69
	690
	851
	759
	805
	943

	South Ribble
	Females
	70-74
	675
	756
	945
	837
	918

	South Ribble
	Females
	75-79
	540
	621
	702
	864
	783

	South Ribble
	Females
	80-84
	544
	578
	646
	748
	952

	South Ribble
	Females
	85+
	645
	731
	817
	1,032
	1,247

	South Ribble
	Females
	65+
	3,094
	3,537
	3,869
	4,286
	4,843

	West Lancs.
	Males
	65-69
	576
	648
	576
	612
	702

	West Lancs.
	Males
	70-74
	520
	580
	680
	600
	640

	West Lancs.
	Males
	75-79
	342
	418
	475
	570
	494

	West Lancs.
	Males
	80-84
	341
	434
	558
	620
	775

	West Lancs.
	Males
	85+
	344
	430
	602
	817
	1,032

	West Lancs.
	Males
	65+
	2,123
	2,510
	2,891
	3,219
	3,643

	West Lancs.
	Females
	65-69
	759
	897
	805
	851
	966

	West Lancs.
	Females
	70-74
	729
	810
	999
	891
	945

	West Lancs.
	Females
	75-79
	567
	648
	729
	891
	810

	West Lancs.
	Females
	80-84
	544
	612
	714
	816
	986

	West Lancs.
	Females
	85+
	645
	731
	903
	1,204
	1,419

	West Lancs.
	Females
	65+
	3,244
	3,698
	4,150
	4,653
	5,126

	
	
	
	
	
	
	
	

	Figures may not sum due to rounding. Crown copyright 2010
	
	
	

	Source: POPPI (www.poppi.org.uk); Version 5.1
	
	
	
	


	People age 65 and over predicted to be admitted to hospital as a result of falls, by age, projected to 2030; Lancashire County & districts


	District
	Age
	2010
	2015
	2020
	2025
	2030

	Lancs-12
	65-69
	318
	388
	349
	376
	427

	Lancs-12
	70-74
	472
	522
	642
	581
	627

	Lancs-12
	75+
	3,606
	4,019
	4,618
	5,579
	6,149

	Lancs-12
	65+
	4,397
	4,929
	5,610
	6,535
	7,204

	
	
	
	
	
	
	

	Burnley
	65-69
	21
	26
	23
	24
	27

	Burnley
	70-74
	31
	34
	42
	38
	40

	Burnley
	75+
	247
	265
	298
	357
	401

	Burnley
	65+
	299
	325
	364
	419
	467

	Pendle
	65-69
	22
	27
	27
	27
	30

	Pendle
	70-74
	31
	35
	44
	43
	44

	Pendle
	75+
	254
	276
	313
	375
	427

	Pendle
	65+
	307
	338
	383
	446
	501

	Rossendale
	65-69
	17
	21
	19
	20
	23

	Rossendale
	70-74
	22
	26
	34
	30
	32

	Rossendale
	75+
	169
	180
	210
	265
	298

	Rossendale
	65+
	208
	227
	263
	316
	354

	Hyndburn
	65-69
	20
	23
	21
	22
	25

	Hyndburn
	70-74
	29
	31
	36
	34
	36

	Hyndburn
	75+
	217
	236
	269
	313
	346

	Hyndburn
	65+
	266
	290
	326
	369
	407

	Ribble Valley
	65-69
	18
	22
	20
	22
	26

	Ribble Valley
	70-74
	26
	30
	37
	33
	37

	Ribble Valley
	75+
	191
	224
	265
	328
	364

	Ribble Valley
	65+
	235
	277
	322
	382
	427

	
	
	
	
	
	
	

	Fylde
	65-69
	26
	31
	29
	31
	36

	Fylde
	70-74
	39
	44
	53
	49
	54

	Fylde
	75+
	342
	375
	427
	515
	563

	Fylde
	65+
	407
	451
	509
	595
	654

	Wyre
	65-69
	38
	46
	41
	45
	52

	Wyre
	70-74
	61
	65
	79
	71
	78

	Wyre
	75+
	471
	526
	596
	707
	769

	Wyre
	65+
	570
	637
	716
	823
	899

	Lancaster
	65-69
	36
	45
	41
	44
	50

	Lancaster
	70-74
	55
	60
	75
	68
	75

	Lancaster
	75+
	456
	497
	556
	666
	736

	Lancaster
	65+
	547
	601
	672
	778
	860

	
	
	
	
	
	
	

	Chorley
	65-69
	30
	37
	32
	34
	39

	Chorley
	70-74
	40
	49
	62
	52
	56

	Chorley
	75+
	272
	324
	397
	508
	563

	Chorley
	65+
	342
	410
	491
	594
	658

	Preston
	65-69
	27
	33
	30
	33
	37

	Preston
	70-74
	44
	43
	52
	48
	54

	Preston
	75+
	335
	364
	394
	453
	489

	Preston
	65+
	406
	440
	476
	534
	581

	South Ribble
	65-69
	30
	37
	33
	35
	41

	South Ribble
	70-74
	44
	50
	62
	55
	59

	South Ribble
	75+
	320
	368
	434
	526
	578

	South Ribble
	65+
	394
	455
	529
	616
	678

	West Lancs.
	65-69
	33
	40
	35
	37
	42

	West Lancs.
	70-74
	49
	54
	65
	58
	62

	West Lancs.
	75+
	331
	386
	464
	567
	622

	West Lancs.
	65+
	413
	480
	564
	662
	726

	
	
	
	
	
	
	

	Figures may not sum due to rounding. Crown copyright 2010
	
	

	Source: POPPI (www.poppi.org.uk); Version 5.1
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Learners %

Burnley 28,902                           519                  1.8%

Chorley 34,219                           1,285               3.8%

Fylde 31,034                           811                  2.6%

Hyndburn 26,235                           481                  1.8%

Lancaster 46,739                           2,103               4.5%

Pendle 28,845                           424                  1.5%

Preston 39,347                           1,184               3.0%

Ribble Valley 20,353                           558                  2.7%

Rossendale 21,383                           370                  1.7%

South Ribble 36,211                           845                  2.3%

West Lancahire 38,647                           881                  2.3%

Wyre 44,362                           1,309               3.0%

801                 

Total 396,277                         11,571            

Learner Numbers

Out of county learners

Sheet1

						Learner Numbers

		SSA		Name		Learners		%

		1		Health, Public Services & Care		1,111		9.6%

		2		Science & Maths		11		0.1%

		3		Agriculture,Horticulture & Animal Care		246		2.1%

		4		Engineering & Manufacturing Technologies		11		0.1%

		5		Construction, Planning & The Built Environment		49		0.4%

		6		ICT		2,654		22.9%

		7		Retail & Commercial Enterprise		559		4.8%

		8		Leisure, Travel & Tourism		1,167		10.1%

		9		Arts, Media and Publishing		2,582		22.3%

		10		History, Philosophy and Theology		531		4.6%

		11		Social Sciences		36		0.3%

		12		Languages, Literature and Culture		1,193		10.3%

		13		Education & Training		203		1.8%

		14		Preparation for Life and Work		2,806		24.3%

		15		Business Administration and Law		198		1.7%

		Total				11,571
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						Learner Numbers

		District		Over 50 Population		Learners		%

		Burnley		28,902		519		1.8%

		Chorley		34,219		1,285		3.8%

		Fylde		31,034		811		2.6%

		Hyndburn		26,235		481		1.8%

		Lancaster		46,739		2,103		4.5%

		Pendle		28,845		424		1.5%

		Preston		39,347		1,184		3.0%

		Ribble Valley		20,353		558		2.7%

		Rossendale		21,383		370		1.7%

		South Ribble		36,211		845		2.3%

		West Lancahire		38,647		881		2.3%

		Wyre		44,362		1,309		3.0%

		Out of county learners				801

		Total		396,277		11,571
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				Learner Numbers				Disability / Difficulty

				Learners		%		Learners		%

		50-59		3,573		30.9%		464		13%

		60-69		4,229		36.5%		558		13%

		70-79		2,340		20.2%		456		19%

		80-89		1,147		9.9%		317		28%

		90-99		265		2.3%		98		37%

		100+		17		0.1%		2		12%

		Total		11,571				1,895		16%








