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1 Purpose

The numbers of elderly in each PCT, and the numbers of older people as a proportion of the total population is shown in table 1. Bristol North has a slightly higher proportion of older people as defined by those over the age of 75 and 85 than the Avon average, but a lower proportion of over 65's.  The numbers and proportion of older people has an impact on the economic, health, and housing requirements of a local area. 

2 Population

2.1 Current Population

The numbers of elderly in each PCT, and the numbers of older people as a proportion of the total population is shown in table 1. Bristol North has a slightly higher proportion of older people as defined by those over the age of 75 and 85 than the Avon average, but a lower proportion of over 65's.  The numbers and proportion of older people has an impact on the economic, health, and housing requirements of a local area. 

	Age Group
	65 -69
	70 -74
	75 -79
	80 -84
	85+

	Bristol North
	8,024
	8,223
	8,594
	4,769
	5,010

	Avon Total
	42,632
	39,194
	36,569
	20,941
	21,579


	Age Group
	Over 85’s as % of total 
	Total Over 75’s
	Over 75’s as % of total 
	Total Over 65’s
	Over 65’s as % of total 

	Bristol North
	2.2
	18,373
	8.2
	34,620
	15.5

	Avon Total
	2.1
	79,089
	7.8
	160,915
	16.0


Table 1: Current PCT resident elderly population (mid-1999)
2.2 Projected Numbers of Elderly

Better diet, housing, and medical treatment have contributed to an overall growth in the older population.  The number of older people in the UK has been increasing. Graph 1 shows the projected changes in the number of older people, over the next 20 years. The over 85 age group is expected to grow considerably. Over the next 10 years (2001-2011), the number of over 85's in Bristol is projected to increase by 11.8%. This is lower than the Avon average of 12.3%. 
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Source: ONS 1996-based projections

2.3 Life Expectancy

The average life expectancy in Bristol North is 75.3 for males and 80.8 for females. However differences in life expectancy exist which are linked to a wide range of underlying causes linked to deprivation. These include a high smoking prevalence,  poor diet and quality of housing which are linked to the risk of dying prematurely from many major killers including as cancer, heart disease, accidents, and respiratory diseases. The Department of Health's Inequalities Target for Life Expectancy (2) states: 
“Starting with Health Authorities, by 2010 to reduce by at least 10% the gap between the quintile of areas with the lowest life expectancy at birth and the population as a whole”. 
Graph 2 shows the differences in life expectancies in Bristol North by deprivation quintiles. Men in the most affluent quintile live on average 5.5 years longer than those in the least deprived, and women 1.8 years longer. The gap between the most deprived quintile and the most affluent quintile has widened. Between 1995 and 1999, the difference in life expectancy between the most affluent and the most deprived quintile was 3.8 year. This increased to 4.2 years between 1996 and 2000. 
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Graph 2: Average Life Expectancy in Bristol Horth by Deprivation
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Source: ONS birth & death data; Townsend scores from 1991 census; local population estimates. 

3 Morbidity in Old Age

3.1 Long-term Limiting Illness 
In Bristol, 47.5% of males and 54.8% of females over the age of 75 reported having a limiting long-term illness.  (see graph 3). This is lower than England and Wales average, with Bristol experiencing 2% less illness than England and Wales for men, and 2% less for women. The prevalence of long term limiting illness is associated with social class.  72% of men in unskilled manual groups over the age of 65 reported long term limiting illness compared with 53% in professional groups (3).
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Graph 3: Percentage of over 755 with limiting long-term iliness.
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Source: Compendium of Clinical Indicators 2000 

3.2 Disability
Table 4 shows the differences in self-reported disability in England (4). The survey shows that:

· 77% of people aged over 65 in care homes and 13% of people in households over the age of 65 report serious disability.

· Over the age of 80, only a third of people reported no disability

· The percentage of women reporting moderate and serious disability was slightly more than men. 28% of men and 27% of women reported slight disability, and 14% of men and 17% of women report serious disability.
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Source: Health Survey for England. The Health of Older People 2000 http://193.32.28.83/public/summary1.htm
3.3 Determinants of Health 
The physical and mental health of the older person is affected by a wide range of factors outside healthcare. These include income, housing, transport, and social networks. 

3.3.1 Income

Income impacts on the health of older people in a many ways, including their ability to pay bills such as food, heating, clothing, and engage in social activities. 

· In August 1999, 14.8% of people in Bristol North aged over 60 received income support because their incomes were low. The ward range was from 7% (Stoke Bishop) to 30.8% (Lawrence Hill). (5) 
· The Department of Social Security estimate that in 1997/98 between 27% and 37% of pensioners who were entitled to Income Support did not claim. In addition, between 0 and 12% who were entitled to housing benefit, and between 20 and 31% entitled to council tax did not claim benefit. (6)
3.3.2 Housing  

Properties in poorer condition are disproportionately occupied by single older people. The properties tend to be older, privately rented properties. Un-modernised have high heating costs, and can lead to fuel poverty (2)
· 23.2% of pensioners in Bristol do not have central heating (source 1991 census)
3.3.3 Transport

Lack of transport is experienced disproportionately by older people limiting access to goods and services, and social contacts (2)
· 51.3% of pensioners in Bristol do not have a car (source 1991 census)
3.3.4 Social and Support networks

Social ties have been recognised as an important constituent of, and contributor to, the health and well-being of people of all ages (7)

· 34.7% of pensioners in Bristol live alone (source 1991 census)
3.4 Hospital Admissions

The elderly population has a large impact on hospital services. Nationally, the over 65’s make up 16% of the population, however they occupy almost two-thirds of general and acute hospital beds and account for half the recent growth in emergency admissions. (7) 

For every 100 people aged over 75 registered in Bristol North, there were 23 non-elective admissions in 99/00. Between 1997/8 and 1999/00, the non-elective admissions rate for people over 75 resident in Bristol North rose on average by 1.7% a year.  Nationally, emergency admissions per head for the over 65’s have increased by 2.7% per annum between 1989 and 1998 (7).
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Source: Admitted Patient Care data, Avon Health Authority. GP registered population.

	Cause
	Number of Admissions
	Average of Length of Stay
	Rate per 1000

	Fracture of femur
	221
	29.1
	12.0

	Heart failure
	173
	11.6
	9.4

	Angina pectoris
	143
	6.0
	7.8

	Pneumonia, organism unspecified
	142
	10.3
	7.7

	Unspecified acute lower respiratory infection
	135
	11.1
	7.3

	Other chronic obstructive pulmonary disease
	127
	14.5
	6.9

	Other disorders of urinary system
	115
	14.1
	6.3

	Syncope and collapse
	115
	7.5
	6.3

	Senility
	107
	15.1
	5.8

	Pain in throat and chest
	102
	3.3
	5.6


Table 2: Top 10 causes of non-elective admissions for the over 75's resident in Bristol North (1999/00)

Source: Admitted Patient Care data, Avon Health Authority; GP registered population. The diagnosis refers to main diagnosis ICD10 3 digit codes. 

	Description
	Number of Admissions
	Rate per 1000

	Description
	1214
	66.1

	Chronic renal failure
	511
	27.8

	Senile cataract
	145
	7.9

	Other cataract
	139
	7.6

	Myelodysplastic syndromes
	114
	6.2

	Other and unspecified types of non-Hodgkin's lymphoma
	100
	5.4

	Follow-up examination after treatment for malignant neoplasm
	89
	4.8

	Malignant neoplasm of bladder
	81
	4.4

	Other malignant neoplasms of skin
	71
	3.9

	Hyperplasia of prostate
	69
	3.8


Table 3: Top 10 causes of elective admissions for the over 75's resident in Bristol North (1999/00)
Source: Admitted Patient Care data, Avon Health Authority ; GP registered population.  The diagnosis refers to main diagnosis ICD10 3 digit codes.

 

4 NSF Priorities
4.1 Stroke  

Stroke is caused by a disturbance of blood to the brain and the single biggest cause of disability in the UK. The risk of stroke increases with age.  Three out of four strokes occur in people aged over 65. About a third of stroke patients die within six months of the event, and the majority occur in the first month. Table 4 shows the admissions rate for stroke. 

	
	1997/98
	1998/99
	1999/00

	PCT
	Number
	Rate per 1000
	Number
	Rate per 1000
	Number
	Rate per 1000

	B&NES
	177
	11.5
	211
	13.7
	226
	14.5

	Bristol North
	247
	12.3
	247
	12.4
	230
	11.7

	Bristol South
	131
	10.0
	133
	10.2
	170
	13.1

	N. Somerset
	197
	10.8
	184
	10.0
	207
	11.2

	S. Glos
	154
	12.0
	156
	11.9
	167
	12.4

	Avon
	906
	11.4
	931
	11.6
	1000
	12.5


Table 4: Admissions for stroke for the over 75's registered in Avon
Source: Admitted Patient Care, Avon Health Authority.  GP registered population.

 

4.1.1 Risk Factors

Risk of having a stroke in all ages is linked to several factors. Raised blood pressure, smoking, physical inactivity and previous strokes are major explanations for stroke risk. Other risks include:

· Lower social class

· Ethnicity in the case of South Asian and Afro-Caribbean men

· Alcohol in men only

· Ischaemic heart disease and atrial fibrillation 

· Diabetes

· Raised lipids

· Some medications (oestrogens, anti-hypertensives)

· Diet (Source (1) & (8))

 

4.1.2 NSF Standards for Stroke 

1. "The NHS will take action to prevent strokes, working in partnership with other agencies where appropriate"

2. "People who are thought to have had a stroke have access to diagnostic services, are treated appropriately by a specialist stroke service, and subsequently, with their carers, participate in a multidisciplinary programmes of secondary prevention and rehabilitation" (1)
 

4.2 Falls 
Falls are a major cause of disability and the major cause of deaths in the elderly. Elderly people who have falls often suffer from other social and psychological complications, including 

· Loss of mobility, 

· Social isolation, 

· Depression, 

· Hypothermia, 

· Loss of confidence. 

 

In 2000/01, 405 people in Bristol North over the age of 75 had a fall and stayed in hospital for more than 3 days. The rate of admission for serious falls in 2000/01 was 20.5 per 1000. Of those that had a serious fall (length of stay > 3 days), average length of stay for a was 29.3 days. The ratio of males to females admitted was 1: 3.8. The most common main diagnosis in people with being admitted for serious falls is fractured femur, accounting for 25% of main diagnosis. Between 1997 and 1999, 9 in Bristol people over 75 died from falls, a rate of 32.7 per 1000.  

4.3 Risk Factors for falls 

More falls occur:

· In the winter months and on colder days for women

· During maximum daylight

· In people's usual place of residence

· To a greater proportion of women than men (possibly linked to a greater use of psychotropic drugs by women, the greater inability to rise from a chair, going outside less, and living alone more).

The majority of falls result from multiple contributing and interrelating factors. The main significant risk factors include

· Side effects of medication, particularly psychotropic drugs for women and sedatives

· Excess alcohol

· Remedial physical and mental conditions, in particular depression, cognitive impairment, history of arthritis, Parkinson's Disease, stroke in women, fall in the previous 2 years, episode of serious illness.

· Household tasks beyond ability. 

· Near vision loss

· Impaired hearing

· Foot problems

· Unsafe footwear

· Inappropriate walking aids

· Inappropriate restraint device

· Social isolation and low social network

Home hazards have not been found to be a consistent risk factor. (8)
 

4.4 Risk Factors for Fractures

Osteoporosis, a disease where deterioration of bone tissue leads to enhanced bone fragility, is a major cause of bone fractures. The risk of osteoporotic fractures increases with age in both sexes.  In women the incidence of osteoporotic fractures increases after the age of 45 years, and in men a substantial increase occurs after age 75.  The lifetime risk of osteoporotic facture in women is approximately 40%, and in men 13%. The rate of increase of risk from fractures varies with ethnicity, with the risk increasing earlier in white women than in Asian, Hispanic, and black women. 

Menopause is the most important cause of osteoporosis.  Weight loss in adults and a family history are also associated with increased risk. Obesity has been found to be protective, probably because of the higher oestrogen levels and therefore greater bone mass.(8)
 

4.5 NSF Standards for Falls 

1. "The NHS, working in partnership with councils, takes action to prevent falls and reduce resultant fractures or other injuries in their populations of older people"

2. "Older people who have fallen receive effective treatment and rehabilitation and, with their carers, receive advice on prevention through a specialist falls services" (1)
4.6 3. Mental Health 
The elderly suffer from a variety of mental health problems, such as dementia including Alzheimer’s disease, depression and schizophrenia. Many of these problems remain undetected due to people living alone and the nature of the disease. 

There is a lack of local data on the prevalence mental illness in the elderly, however, estimates of the prevalence of disease locally can be estimated using national and international data.    

 

4.6.1 Depression 

It is estimated that 10-15% of over 65’s will have depression at any one time. (1). Therefore, between 6,000 and 9,00 over 65's are likely to be suffering from depression in Bristol.  Depression is more common in women, by a ratio of 2:1 More severe states of depression affect about 3-5% of older people. (1). Depression in later life is associated with a number of inter-related factors: 

· family history of depression

· physical illness / disability

· major non-health life events and difficulties (including socio-economic, marital, filial)

· lack of emotional support (8)
 

4.6.2 Dementia 

The risk of dementia increases with age and is different between men and women as shown in the table below (source 9). 

	
	Prevalence of dementia (rate/100 people)

	Age
	Men 
	Women

	75-79
	5.00
	6.70

	80-84
	12.10
	13.50

	85+
	21.50
	26.20


Therefore, approximately 4,140 people in Bristol are likely to be suffering from dementia.
Approximately 55% of dementia is Alzheimer’s Disease.  The median survival time from symptom onset is 9.3 years (range 1.8 - >16). Aside for age and sex, other risk factors include:
· Family history of dementia in first degree relatives

· Previous head trauma (9).

4.6.3 NSF Standard 

"Older people who have mental health problems have access to integrated mental health services, provided by the NHS and councils to ensure effective diagnosis, treatment and support, for them and their carers". (1)
5  Implementing the NSF
The NSF for older people is a comprehensive strategy aiming to ensure ‘fair, high quality, integrated health and social services for older people’. Key themes running through the strategy are clear: respecting the individual, supporting independence, promoting health and provision of evidence-based specialist care for key conditions (stroke, falls, mental health). The NSF sets standards for care across all health and social care settings, including home, residential and nursing care, intermediate care facilities and hospitals. 

Implementation of this NSF relies heavily on partnerships; between users, carers and service providers, health professionals across the NHS, between local government and the NHS, and the public, voluntary and private sectors.  Multi-agency, multi-disciplinary local implementation teams for modernising older people’s services have been established in each unitary authority area, (Bristol, B&NES, North Somerset and South Gloucestershire) with subgroups as appropriate for specific areas of work eg. stroke services and falls.
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