
older people
Lifestyles of

in West Sussex

2006



Written by Kate Canning, West Sussex Public Health Observatory with sub county analysis

and mapping by Jacqueline Clay, West Sussex County Council.

West Sussex Public Health Observatory

West Sussex PCT

1 The Causeway

Goring-by-Sea

West Sussex

BN12 6BT



3

Contents

Foreword

Acknowledgements

Introduction

Response rates

Socio-demographic profile

Overweight and obesity

General health

Smoking

Alcohol

Physical activity

Carers

Contact with health services

Special equipment

Winter warmth

Smoke alarms

Anti-social behaviour

Vulnerability

Themes from comments

Appendix 1: Questionnaire

Appendix 2: Ward response rates

Appendix 3: District tables

4

5

6

8

10

13

16

18

20

22

24

26

30

31

34

36

39

42

44

46

53



4

Foreword

The national demographic shift to an older population, with the number of children and young people falling,

is likely to be even more pronounced in West Sussex given the county’s existing high number of older

people.  The implications of this demographic change for those delivering health and social caring services is

vast.  In coming years, older people are projected to have larger disposable incomes than many in younger

age groups and will be increasingly important to the local economy.  However, some older people are in

poor health, feel vulnerable or are socially isolated.  It is hoped that this survey and report will provide

useful local information for planning and delivering services to older people.

This survey is a good example of partnership working between Public Health, West Sussex County Council

Older People’s department, Community Safety and others to look at the health and well-being, lifestyle and

vulnerability of older people in West Sussex.  The West Sussex Public Health Observatory and West Sussex

County Council’s Shared Intelligence Manager worked together to lead this survey of almost 50,000 people

in West Sussex aged 65 years or over.  The recent appointment of the joint Director of Public Health and

Well-being, working across the newly formed West Sussex Primary Care Trust (PCT) and West Sussex

County Council, confirm the commitment of partners to work together and build further on existing robust

partnership arrangements to meet needs and aspirations of local people.

The report includes sections on smoking and alcohol, carers, contact with health services, home, anti-social

behaviour and vulnerability.  We hope that this report will be widely read, by policy makers and all those

involved in delivering services to older people in West Sussex, and that it provides an informative and

interesting summary of the results of the survey.

Dr Farhang Tahzib John Dixon

Director of Public Health and Well-being Director of Adult Services

West Sussex Primary Care Trust/ West Sussex County Council

West Sussex County Council
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West Sussex has an ageing population.  The county’s population age

structure is older than the South East region and England as a whole

and presents challenges in relation to the demand for and provision of

services, but also in the way that older people are perceived and

included in the wider community,

Aims of the survey

Routine sources of information provide a good indication of mortality

and morbidity in the local population.  However, there is a lack of

robust local information on lifestyle factors which impact upon people’s

health and well-being.  The two main aims of this survey were 1. to

gather information on common lifestyle factors of older people and 2. to

fill gaps in knowledge in order to aid health and social caring services in

meeting the specific needs of the older population in West Sussex.

Methods

Questionnaire

The questionnaire was developed by the West Sussex Public Health

Observatory and West Sussex County Council Shared Intelligence

Project in consultation with the Public Health departments of the five

Primary Care Trusts (PCTs) in West Sussex - which combined to

become one West Sussex PCT on 1st October 2006.  It was designed

to collect information on demographics, social and health factors and

vulnerability of older people in West Sussex.  Individual names were not

collected on questionnaires in order to ensure confidentiality.

Postcodes were recorded in order to map to areas but it was made

clear to respondents that all individual information would be treated

confidentially and only used in an aggregated form.

Study population

All people aged 65 years or over who were registered with a general

practice in West Sussex, as identified through the West Sussex Exeter

system, were sent a questionnaire along with a reminder letter for flu

immunisation (residents of nursing homes are not sent flu immunisation

letters).  The flu letter is sent to all patients annually thus ensuring

complete coverage and reducing the costs of the survey.  From the

165,000 questionnaires sent out. 49,697 responses were received. Of

these, 48,020 were able to be included in the analysis according the age

inclusion criteria.

Totals in tables may differ as they are based upon the people who

responded to the question, unless otherwise stated.

Introduction
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Data

The data were analysed by the West Sussex Public Health Observatory

and West Sussex County Council Shared Intelligence using Excel,

Access and SPSS computer packages.  This report outlines the main

results of the survey.  Anyone wishing to obtain further information or

copies of this report should contact:

West Sussex Public Health Observatory

West Sussex PCT

1 The Causeway

Goring by Sea

West Sussex

BN12 6BT

kate.canning@westsussexpct.nhs.uk

Maps

All maps presented in the report were produced using MapInfo and use

natural breaks in the data to split wards.  The range breaks are

determined using an algorithm that sets out to minimise the internal

variation of the numbers, whilst maximising the variation between the

ranges.  A map showing ward and district boundaries and names is on

page 62 of the report.
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From the 165,000 questionnaires sent out across West Sussex, 49,697

responses were received.  Of these 48,020 were able to be included in

the analysis according to the age inclusion criteria and resulting in a

response rate for the survey of 29% of the West Sussex registered

population (65 years or over).  Residents of nursing homes are not sent

influenza immunisation letters which meant that in areas with high

numbers of nursing homes, the response rate would have been higher

than presented here as nursing home residents are included in the

resident population used for the denominator.

Response rates by district

The response rate varied by

district, ranging from 26% in Adur

and Crawley to 33% in Horsham.

Response rates by district can be

seen in Figure 1.1.

Response rates by ward

There was more variation in response rates at electoral ward level and

this is mapped in Figure 1.2.  Langley Green in Crawley had a response

rate of just 20% compared with 40% in Nuthurst, Horsham.

Response rates at the West Sussex border, particularly with Hampshire

may appear high in Figure 1.2 but as the survey was sent to those who

are registered with a West Sussex general practice and many of the

residents in these areas are registered with practices outside the

county, results in these wards can be skewed as the number of

respondents is small.  Appendix 2 shows the number of respondents

and response rates by ward.  Any ward level results shown in this report

should be considered with this limitation in mind.  A map showing ward

and district boundaries and names is on page 62 of the report.

Response rates

1



9

Response rates and deprivation

The lowest response rates appeared to be in areas with the greatest

deprivation and the highest

response rates in the more affluent

areas of West Sussex.  Figure 1.3

shows the correlation between

response rates and deprivation at

ward level, using weighted Index of

Multiple Deprivation (IMD) 2004

scores.  With a correlation

coefficient of -0.731 and R2 value of

0.535, there is a strong negative

relationship between deprivation

scores and response rates; the more

deprived an area, the lower its

response rate.

Response rate percentage

Figure 1.2: Electoral ward response rates of people aged 65 years or over

35 or over
30 to 34.9
25 to 29.9

0 to 24.9

Note - Some of the wards on the West Sussex boundary have small numbers of respondents and therefore
results for these wards should be treated cautiously. Please refer to Appendix 2 for ward response numbers.

0 5 10 15 20 25 30 35
0000

5555

10101010

15151515

20202020

25252525

30303030

35353535

40404040



10

Age and sex composition

The age and sex composition of the study population was reasonably

representative of the registered population.  Figure 2.1 shows the age

structure of the study population compared with the age structure of

West Sussex residents in the same month as the questionnaire was sent

out, taken from Exeter.

The age distribution of males was

particularly similar to the resident

population.  Female respondents

showed only very slight over-

representation in the 65-69 years

and 70-74 years age groups and so

no adjustments were made to the

results for this.

The majority of people who

participated in the survey were

aged 65-74 years (52%) with 10%

aged 85 years or over.  Over half of

the study population were female

(56%).  The age and sex

breakdown of the survey population

is shown in Table 2.1 for West

Sussex; district level tables are

shown in Appendix 3.

Socio-demographic profile
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Ethnic group

According to the 2001 Census, 96% of the population of West Sussex

aged 65 years or over were White British.  This is the same as the

percentage in the study population.  For the remaining ethnic groups,

the respondents also represent closely the ethnic group breakdown

given by the 2001 Census.  A breakdown of ethnic groups from the

Census and from the survey is shown in Table 2.2.

The White Irish population forms a slightly smaller percentage of the

respondents to the West Sussex survey than to the 2001 Census

estimate.  This population has an older age structure than most BME

groups in West Sussex which may account for the change in the past

five years - although numbers are relatively small.

Results by ethnic group have been

considered wherever possible within

this report.  However in some cases

this was not possible or groups had

to be combined because of small

numbers of respondents in some

ethnic groups.



12

Ethnicity by age group

The non-White British population ranges from 3% of the population

(65-69 years) to 2% (85 years or over) as shown in Figure 2.2.  The

largest Black and Minority Ethnic (BME) group is White Other (that is

not White British or White Irish).

BME communities by local authority

The distribution of Black and Minority Ethnic communities differed by

area: 6% of respondents aged 65 years or over in Crawley came from a

BME community.  This was much higher than in any other local

authority.
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Rising levels of obesity over the past three decades have led to obesity

being identified as a priority in the Choosing Health White paper.  There

are significant inequalities in the prevalence of obesity with manual

groups having much higher prevalence than professional groups.

Body mass index

Body mass index, often referred to as BMI, is currently the standard

measure used to identify if a person is the correct weight for their

height.  BMI is calulated by:

Weight (in kg)/Height (in metres)2

There are a number of differeing classifications about at what BMI score

a person is considered to be underweight, normal weight, overweight,

obese or very obese.  The

categories used in this report are

given in Table 3.1.  There is

currently a great deal of debate

about the use and interpretation of

BMI and about the classification cut

offs.  This section needs to be read

with those reservations in mind.

Heights and weights were self-

reported which may also have

affected the results.

Distribution of BMIs

Figure 3.1 shows the distribution of BMIs for male and female

respondents to the survey.  The two distributions for males and females

are very similar, with a mean BMI

for both males and females of 25

(standard deviation for males 3.4

and for females of 4.0).  BMIs of

both males and females appear

normally distributed within the

study population and the variation is

similar within both groups.

Although inclusion criteria were

used for heights and weights, when

the BMI score was calculated there

were some extreme BMI values,

particularly higher values, which

were therefore excluded.

Overweight and obesity

3
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BMI breakdown by sex

Within the study population, 45% of females and 42% of males had

neither or only one of their height or weight measurements recorded

so a BMI score could not be calculated (these included those who gave

heights or weights outside of the inclusion criteria).  It is assumed here

that the findings can be related to the general population as there is no

evidence to suggest there is a systematic difference between those who

gave their height and weight measurements in the survey and those

who did not.

Figure 3.2 gives the breakdown of

valid BMI categories (excluding

unknown) for males and females.

Half of females were normal weight

compared with 41% of males.  In

the survey, men are more likely

than females to be overweight with

46% of males overweight and a

further 12% obese or very obese.

The equivalent figures for females

were 35% and 12% respectively.

The percentage of people who are

underweight is 1% for both males

and females.
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Mean BMI

BMI decreases with age (Table 3.2) falling from 25 in women aged 65-

74 years to 23 in women aged 85 years or over.  The equivalent fall in

BMI for men is from 26 to 24.  However correlations between BMI and

age showed no relationship (R2 of only 0.02 for both sexes).

For both males and females, the 2004 Health Survey for England gave

higher mean BMIs of 28 for those aged 65-74 years and 27 for those

aged 75 years or over.
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To provide an indication of the general health of the survey group, the

following question from the 2001 Census was asked.

In the last twelve months would you say your health has been on the whole:

Good

Fairly good

Not good

This question looks at self-perception of health and this is an important

element of an individual’s health and well-being.  Questions were also

asked on contact with health services.  The relationship between self-

perceived health and contact with services will be explored in section 9

of the report.

Of those who answered this question, just under half (47%) the

respondents said that their health was “good” in the last twelve

months, a further 41% stated that it was “fairly good” and 12% said

their health was “not good” in the last twelve months.  The 2001

Census for West Sussex residents aged 65 years or over recorded these

as 43%, 41% and 17% respectively so the study population reported

better general health than the Census estimates.  This may be

explained because the response rate was higher in more affluent where

general health tends to be better.

The percentage of people who stated their general health was “not

good” increased with age for both males and females (Figure 4.1),

however males had a lower percentage in all age groups.  The

percentage of people whose health was “not good” in the last year

more than doubles, for both males and females, from the 65-69 years

age group to those aged 90 years or over.

General health
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Figure 4.1: Not good health by age and sex
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“Keeping
healthy - plenty of
exercise, fresh air, good
healthy food i.e. fresh
vegetables, fish meat,
butter, milk, good
bread, eggs, home
made pickles, jams and
honey.

Keeping mind exercised
- i.e. reading, writing,
gardening, plenty of
friends, pets.  Good
hobbies, needlecraft,
rug making, flower
arranging, poultry
keeping and showing.”

“Gradually slowing down but only to be
expected after 80 I suppose.”

“Having
completed the
questionnaire I feel I am
too jolly healthy for my

own good.”

As health deteriorates with age, directly age standardised rates (DASRs)

of not good health at ward level are shown in Figure 4.2.  Direct age-

standardisation allows comparison between areas by adjusting for the

age-structure of a ward.  The urban centres along the coastal strip and

Crawley contain the wards with the highest rates of people in not good

health.  These wards correlate well with the most deprived wards in

West Sussex according to the

Index of Multiple Deprivation

(IMD) 2004.

Figure 4.2: Directly age standardised rate (DASR) per 100 people whose health was not good 
in the last year by electoral ward

Note - Some of the wards on the West Sussex boundary have small numbers of respondents and therefore
results for these wards should be treated cautiously. Please refer to Appendix 2 for ward response numbers.

DASR per 100 people
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Smoking

Smoking prevalence

It is known that smoking prevalence reduces with age.  According to

the Health Survey for England, 37% of males aged 25-34 years smoke

and this percentage falls in each subsequent age group.  The highest

smoking prevalence for females is in the 16-24 years age group and

again this figure declines with age.

Smoking prevalence in the study population was 6%.  Table 5.1 shows

the comparison of smoking prevalence by age group and sex of the

study population with the national

prevalence from the Health Survey

for England 2004.  Prevalence

amongst males is higher than

amongst females in the West Sussex

study population but not in the

Health Survey for England.  There

is a decline in smoking prevalence

from 6% to 4% for females and

from 8% to 5% for males as the

age group increases.

Number of cigarettes, cigars or tobacco smoked

Some respondents who said that they were smokers did not specify

whether they smoke cigarettes, cigars or tobacco.  As only a few

respondents stated that they smoke more than one of these, each

group of smokers was looked at separately (as though mutually

exclusive).  This may be different from other age groups where smoking

prevalence is higher.

In the survey there is a higher

prevalence of smoking amongst

males, howeverfemales are more

likely to smoke cigarettes; 91% of

female smokers smoke cigarettes

compared with just 48% of males.

The number of cigarettes smoked

per day by sex is shown in Figure

5.1.  Female cigarette smokers in

the study population smoke fewer

cigarettes than males, with 80% of

females smoking less than twenty

cigarettes per day compared with

69% of males.
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Only 1% of females smokers who

responded to the survey smoke

cigars regularly.  Cigar smoking is

much more common amongst males

with 16% of male smokers regularly

smoking cigars.  The vast majority

of male cigar smokers (72%) smoke

between 1 and 4 cigars per day.

The breakdown of the number of

cigars smoked by males is shown in

Figure 5.2.  The breakdown is not

shown for females as the number of

female cigar smokers in the study

population is too small.

Of those people who smoked, 5%

of females and 31% of males smoked tobacco (not cigarettes or cigars),

this could include hand rolled cigarettes or pipes.

Impact of smoking on general health

No link was found in the survey between smoking status and general

health; smoking prevalence is 5-6% for people who said their health

was “good”, “fairly good” and “not good” in the last twelve months.  As

only current smoking status was ascertained from the survey, general

health could not be considered against previous smoking behaviour.

This may be an important distinction since smoking prevalence falls with

age.  According to the 2004 Health Survey for England, 56% of males

(65-74 years) and 61% of males (75 years or over) were ex-regular

smokers.  The equivalent figures for female ex-smokers are much lower

at 30% of 65-74 year olds and 34% of those aged 75 years or over.

Differences in general health are likely to be seen by dinstinguishing

between previous smoking habits.

Ethnicity and smoking

The numbers were too small to consider smoking status by individual

ethnic group, however smoking prevalence in BME groups (non-White

British) is significantly higher, at 7%, than the prevalence in the White

British population of 5%.  According to the Health Survey for England

2004, the highest smoking prevalence is among Bangladeshi and Irish

men and Irish and Black Caribbean women.
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Alcohol

Average weekly consumption

Respondents were asked to state their average weekly alcohol

consumption (in units).  Regular drinking is much less common for

females than males: 43% of females do not drink any alcohol in an

average week compared with just under a quarter of males (Table 6.1).

Men are also more likely to drink a higher number of units in an average

week than women.

Consumption above recommended weekly limits

The West Sussex survey did not use

the same question on alcohol as the

Health Survey for England, however

results can be compared for those

drinking above the recommended

weekly alcohol consumption limits

of 14 units for females and 21 units

for males.  The West Sussex survey

showed that its males are much less

likely to drink above the

recommended weekly limit than nationally, as are females aged 75 years

or over, but the percentage was the same for females aged 65-74 years

(Table 6.2).

No link was found from the survey between alcohol consumption and

smoking prevalence.  However, this may be due to the reduction in

smoking prevalence by age as discussed in section 5.

6
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Alcohol consumption by district

There is a great deal of variation in drinking habits across the county.

The highest percentage of both males and females drinking above

recommended weekly limits is in Chichester at 14% of males and 10%

of females, double the rates in Crawley where the equivalent figures

are 7% of males and 4% of females (Figure 6.1).  In Crawley, 44% of

all respondents did not drink any alcohol in an average week compared

with a third of respondents across West Sussex.

The low alcohol use in Crawley compared with the rest of the county

may be partly attributable to its higher percentage of BME communities

- Pakistani and Bangladeshi communities are the groups most likely to

be non-drinkers (Health Survey for England 2004).  All BME groups,

with the exception of White Irish, are more likely to be non-drinkers

than the White British population.

There were a number of comments on alcohol, with many people

stating that they drink alcohol very rarely or just on special occasions.

“I am neither
drink dependent nor
tee-total.  If I want a
drink (usually wine or
beer) I have one.  Days
or even weeks can go

by without.”

“I do enjoy an
occasional glass of

sherry.”

“Do drink alcohol very occasionally in
moderation.”
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Standard 8 of The National Service Framework (NSF) for Older People

stresses the importance of increasing physical activity among older

people.  The current Department of Health recommendation for all

adults is:

30 minutes of moderate physical activity on at least five occasions a week

Activities such as brisk walking, cycling, swimming, dancing and

gardening are included in this.  The recommended level is not reduced

for older people, many of whom will be frailer and less able to

participate in physical activity than younger people.  There is increasing

evidence of the benefits of physical activity for older people (for healthy

older people as well as the frail and very old), including psychosocial

benefits, disease prevention and management and independence (British

Heart Foundation).  Even small amounts of physical activity will bring

about some benefit.

Actual activity level in West Sussex

As this survey only included those aged 65 years or over it was felt that

asking whether a person met the Department of Health

recommendation was less appropriate.  Rather, the aim of this question

was to discover whether older

people in the county were engaged

in any level of physical activity.

46% of females and 52% of males

exercise regularly, with the majority

of these having done so for more

than six months (Figure 7.1).  One

in five women and 16% of men

described themselves as not very

active.

Physical activity
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From the survey comments it was clear that although many people did

gardening, walking or other similar activities, they did not consider this

exercise.  Due to this perception, results may show an underestimate

of the activity that older people do undertake.  There were also

comments on the barriers to exercise.

Crawley had the lowest percentage of older people who exercise

regularly (either have just started or have done so for more than 6

months).  The Health Survey for England 2004 reported that Asian men

and women were less likely to reach the recommended physical activity

levels which may explain some of this difference.

There was no strong relationship between ward IMD scores and the

level of physical activity at ward level, with an R2 of only 0.15.

“I lead an active life gardening, walking,
cycling but do not participate in organised exercise. I

feel I have enough exercise in my every day life.”

“I do not
exercise, but I am on
the go with gardening
and working around the
house and going for

walks.”

“The failure ....... to level the shingle after
winter storms has greatly reduced the ability to include
sea bathing in maintaining a healthy life style.  The

beach is very steep and really quite dangerous.”

“We do yoga
on most days, walk
and swim at least once
a week.”
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As West Sussex has an elderly population, the role of carers is

important.  The 2001 Census asked, for the first time, about the

amount of unpaid care regularly given to relatives or friends.  The same

question was used in the West Sussex survey.  The question does not

identify the intensity of care given and responses will be influenced by

the subjective view of respondents.  Many people do not consider the

care they give to a spouse or child

as unpaid care whilst others may

consider care as time spent visiting

a friend.  This needs to be

considered when looking at the

results.  From the Census, 13% of

people were carers in West Sussex

(65 or over) compared with 21% in

the West Sussex survey.

Carers

8
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As the West Sussex survey had a health and lifestyle focus, it may be

that those who responded represent those with a greater interest in

health, which might include carers.  Increased awareness of carers over

the past few years may also have had an impact on the number of

people who consider themselves to be carers.

The percentage of respondents in the West Sussex survey giving unpaid

care each week varied considerably by age for females but not for

males: 25% of females aged 65-74 years are regular carers, 19% aged

75-84 years and 9% of those aged 85 years or over.  The equivalent

percentages for males were 21%, 21% and 20% respectively (Table

8.1).  Many older people are caring for their spouse and as females have

a longer life expectancy than males older males are more likely to have

a living spouse, hence the higher percentage of males giving care at

older ages.

Table 8.2 shows the breakdown of

hours spent caring by age group and

sex.  The West Sussex survey

provided a more detailed

breakdown of the number of hours

per week spent caring, splitting the

Census 5-49 hours into 5-19 hours and 20-49 hours per week to gather

more local information on this important issue.

Health of carers

It is important to consider the

health of people who are giving care

to others.  As shown in Figure 8.1

13% of people who do not spend

time giving unpaid care stated their

health was “not good” compared to

just 9% of those people who are

carers.  However a statistically

significant higher percentage of

people who spend the greatest

number of hours caring each week

are in “not good” health; 14% of

people giving both 20-49 hours and

50+ hours per week of care are in

“not good” health.

“There was no
category for the
mutual support
between the married
elderly - this can
increase with age - one
is not necessarily a
‘carer’ in the accepted
sense but the aid given
is essential to maintain
our independence and
reduce the need for

external help.”

“I have to look after a grandchild aged 8
very regularly …… many grandparents do the same
- but no one ever takes this into account.  It is done

for love, of course, but it is quite tiring.”
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The survey asked questions on contact with health care services,

including emergency admissions to hospital, treatment from a doctor

following a fall and contact with a family doctor.

Emergency admissions

As as person ages, illness, including

serious illnesses requiring hospital

admission, become more common .

This is an important consideration

for the provision of health and social

caring services.

Contact with health services
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Figure 9.2: Percentage of respondents who had two or more emergency admissions to hospital 
in the last year by electoral ward
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Note - Some of the wards on the West Sussex boundary have small numbers of respondents and therefore
results for these wards should be treated cautiously. Please refer to Appendix 2 for ward response numbers.
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In each age group, men are more likely to have had two or more

emergency admissions to hospital in the last year than women (Figure

9.1).  One in ten males aged 85 years or over had been admitted to

hospital at least twice as an emergency in the last year compared with

one in 20 males aged 65-69 years.

Electoral ward level emergency admissions show that the areas with

the highest percentages of emergency admissions for people aged 65

years or over lie along the coastal strip and in Crawley, in the areas of

highest deprivation (Figure 9.2).

Falls

Data on hospital inpatient admissions gives some information on

serious falls, however coding difficulties make some analysis

problematic.  The survey asked respondents whether they had had a

fall in the past year requiring treatment from a doctor.  It was felt

that this would be a memorable event and would add to the

information currently available.

The percentage of people who

saw a doctor following a fall in the

last year increases with age

(Figure 9.3).  Falls are

approximately three times more

common amongst people aged 85

years or over than amongst those

aged 65-69 years.  Across all age

groups females are more likely

than males to have had a fall

requiring treatment from a doctor

in the last year.  One in five

female respondents aged 85 years

or over had received treatment

for a fall from a doctor in the past

year compared with 15% of

males of the same age.
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Visits to a family doctor

It is difficult to get routine local information on how frequently people

visit their GP practice.  Lifestyle surveys offer an opportunity to add to

the currently available evidence and knowledge from routine data.  This

provides a deeper insight into the health of the local population and

their needs for health and social services.  The final question on contact

with health services was about the number of visits to a family doctor in

the past six months.  Figure 9.4 shows the breakdown of the number of

visits to a familt doctor by age group.

General health and contact with health services

Table 9.1 shows general health by the three types of contact with

health services.  Whilst only 5% of all respondents had two or more

emergency admissions to hospital in the last year, one in five of those

who said that their health was “not good” in the last twelve months had

two or more admissions compared with 1% of those in good health.

For all people, treatment from a doctor following a fall in the last year,

with 8% of all respondents, was more common than emergency

admissions to hospital.  Again, falls were much more common for those

who said that their health was “not good”, with one in five people who

said their health was “not good” having been treated by a doctor for a

fall compared with only 4% of those in good health.  Obviously, the fall

or emergency admissions may be the reason that the person felt their

health was not good.
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In order to investigate general health and visits to a family doctor it was

considered that three or more visits in six months would indicate that

there may be a health problem.  Of all respondents, 28% had been to

see their family doctor at least three times in the last six months,

however this figure was 11% of those in “good” health, 36% of those in

“fairly good” health and 67% of those in “not good” health.

Contact with health service score

In order to get a better picture of those who had most contact with

health services, arguably the most vulnerable, the three questions on

health service contact were combined to produce a score out of three

with one point for each of the following:

two or more emergency admissions in the last year

a fall treated by a doctor in the last year

three or more visits to a family doctor in the last six months

Just over a third of all respondents had one or more of the above

contacts with health services but this fell to 7% of all respondents who

had two or more of the above contacts.  Percentages were similar for

males and females for both of the combined scores.

The directly age-standardised rate for two or more types of contact

with health services for West Sussex was 65 per 1,000 population aged

65 years or over.
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Special equipment

As people age their health worsens, they become frailer and many

people require special equipment or adaptations to their home to make

carrying out daily tasks easier.  Overall, 13% of respondents have

special equipment or adaptations to their home (Table 10.1).  This

ranged from 11% in Horsham and Mid Sussex to 15% in Adur.

Men are less likely than women at all ages to have special equipment or

adaptations to their home (Figure 10.1).  Males aged 85 years or over

are seven times more likely to have

special equipment than males aged

65-69 years.  Females aged 85 or

over are six times as likely as those

aged 65-69 years.
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Winter warmth

As noted in a recent Adur, Arun and Worthing tPCT and South East

Public Health Observatory (SEPHO) publication Excess winter mortality

rates in the South East, mortality in England and Wales is consistently

above average in the winter months of December to March compared

with the rest of the year.  The 1998 Acheson report An Independent

Inquiry into Inequalities in Health put indoor temperature and fuel

poverty firmly on the agenda.

It is particularly important for older people to keep warm in winter but

older people can also be amongst those who are the most fuel poor.  A

fuel poor household is defined as ‘one that needs to spend in excess of

10% of their income in order to maintain an adequate standard of

warmth’.

The West Sussex older people’s survey asked respondents two

questions on winter warmth:

Do you worry about keeping warm in your home in winter?

Do you ever turn off your heating/fire in winter because it is too expensive?

The results in Figure 11.1 show that whilst the percentage of people

who worry about keeping warm in winter increases slightly with age

from 17% of 65-74 year olds to 18% of those aged 85 years or over,

the percentage of people who turn off their heating/fire falls with age

from 16% of 65-69 year olds to 12% of those aged 85 years or over.

These are still significant percentages of potentially vulnerable older

people who are turning off their heating/fire in winter due to the

expense.
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Figure 11.1: Winter warmth by age group
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Winter warmth at district and ward level

Across West Sussex 15% of all respondents turn off their heating/fire in

winter due to the expense. This ranges from 12% of respondents in

Mid Sussex to 18% in Crawley.  The picture at ward level shows that

the overall figure masks a great deal of variation.  In wards along the

coastal strip and in Crawley, the percentage of older people turning

their heating/fire off in winter due to the expense is particularly high

(Figure 11.2).  There is a fairly strong relationship between the Index of

Multiple Deprivation (IMD 2004) and the percentage of people who

turn off their heating/fire in winter due to the expense, with a

correlation coefficient of 0.56 and an R2 value of 0.31 indicating that

31% of the variation in the percentage of people who turn their

heating/fire off can be explained by deprivation.

Figure 11.2: Percentage of respondents who stated that they turn off their heating/fire
due to the expense by electoral ward

Note - Some of the wards on the West Sussex boundary have small numbers of respondents and therefore

Percentage of respondents

results for these wards should be treated cautiously. Please refer to Appendix 2 for ward response numbers.
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Turning off heating and general health

Turning off heating in winter highlights a pronounced inequality in terms

of health, with those in the worst health being almost twice as likely as

those in good health to turn off their heating in the winter due to the

expense (Table 11.1).

“It’s difficult to
keep warm, as the gas
heating is very

expensive.”

“My home has been insulated under the
‘warm front’ scheme.  I noticed the difference

last winter.”

“The warm front grant application is of no
use for us who have provided or tried to provide for
our old age, with savings and pensions etc. it’s very
obvious the more you spend with no saving incentive
before retirement the more benefits you can receive

after retirement.”
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Smoke alarms are extremely effective, relatively cheap devices for

reducing the risk of injury or death from a house fire.  According to the

West Sussex Fire and Rescue

Service nine people died in dwelling

fires (accidental and deliberate) in

West Sussex during 2004/05.  In

seven of those fires there was no

smoke alarm or the smoke alarm

did not work because the battery

was either flat or had been taken

out.

Smoke alarm ownership in England

was 36% in 1991 (English House

Condition Survey), 72% in 1996

(ONS Omnibus Survey) and 77% in

1999 (British Crime Survey 2000).

However, over a fifth of homes still

do not own a smoke alarm and fire

and rescue service statistics for

1999 show that 65% of all fires in

the home occured where there was

no smoke alarm installed.

The West Sussex survey revealed

that one in ten people aged 65 or

over do not have a smoke alarm;

over five thousand respondents.

Results from the 2000 British

Crime Survey indicate that adults

living alone, households with

smokers and ethnic minority

households are less likely than

average to own a smoke alarm.

Older person households were not

identified as a group where smoke

alarm ownership was particularly

low and the 10% figure for West

Sussex older people is below the

national 20% of all households

without a smoke alarm.

Smoke alarms
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However, amongst older people in West Sussex, smokers, those who

live alone, individuals from BME communities and people who drink

above recommended weekly alcohol limits were all significantly less

likely to have a smoke alarm (Figure 12.1).  Smoking and drinking

heavily are both risk factors for fire deaths.

Contact with other services

The results show that a sizeable percentage of people without smoke

alarms may have come into contact with local services; 31% of people

without a smoke alarm had some contact with health services in the last

year.  Others without smoke alarms reported risk factors such as

limited mobility (19% of people without a smoke alarm use a stick,

frame or wheelchair) or memory problems (25% of people without a

smoke alarm).  It is therefore imperative to continue the

encouragement of close working practices and referrals across agencies.
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Anti-social behaviour includes a wide spectrum of selfish and

unacceptable activity that can blight the quality of community life.  It

covers a broad range of conduct including dropping rubbish and litter,

graffiti, groups of youths behaving aggressively, and neighbours who do

not clean up after their dogs.

It impacts on individuals, families and communities; it can prevent a

peaceful community life and degrade the environment.  Anti-social

behaviour does not just make life unpleasant, it holds back the

regeneration of disadvantaged areas and creates an environment where

more serious crime can take hold.

One of the main impacts of anti-social behaviour and perceived anti-

social behaviour is the effect on fear of crime.  For older people in

particular, this can be a real problem, possibly leading to a fear of going

out and increased isolation.

Encouragingly, in West Sussex when

older people were asked about a

list of potential issues where they

live, most were not perceived as a

problem by the majority of

respondents to the survey.  The

greatest perceived problems were

rubbish and litter; teenagers and

young people hanging around; and

vandalism and graffiti (Figure 13.1).

However, there was variation

between districts. For example,

33% of residents in Crawley

reported rubbish and litter as a

fairly or very big problem,

compared with 16% for the county

as a whole.  In Adur, 18% of

respondents reported vandalism and

graffiti as a “fairly or very big

problem” compared with 12% for

the county (Table 13.1).

Teenagers and young people hanging around was reported as a “fairly or

very big problem” by 11% of respondents overall, but by more than

17% in Adur.  However teenagers and young people hanging around is a

particularly subjective area, as one person’s perception of high spirits

may be another person’s perception of “loutish” behaviour.

Anti-social behaviour

13

“The area
where I live is peaceful.
I would not go into town
after dark as I think it

is 'noisier'.”
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It is important that anti-social behaviour is not seen primarily as acts

carried out by young people.  A significant amount of actions are

perpetrated by adults.  Moreover, young people are more likely to be

the victims of crime than the perpetrators.

A survey by Age Concern in 2002 recommended that in order to

develop suitable approaches for reducing fear amongst older people,

crime prevention agencies and

their partners should recognise

the impact of aging; how physical

and mental frailty reduce

confidence; and how a reduced

ability for self defence can

heighten fear.

Table 13.2 identifies the top ten

wards in West Sussex for each

element of anti-social behaviour.

“No active
action being taken to
deal with people
allowing their dogs to
regularly foul footpaths
and open spaces used
by other users including

children.”

“People being
drunk and rowdy and
young people, often in
large groups, is
particularly
intimidating on Friday
evenings in the town. So
much so I avoid going
out or travelling back
home after 20.00hrs

whenever possible.”
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Many older people commented that

they did not go out at night.

Another concern was over

extended opening hours of public

houses.

“The impending extensions of opening hours
of public houses and other places dealing in alcoholic
products will undoubtedly cause deterioration in local

people's lifestyle.”
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Whilst many older people live active and healthy lives, others can be

vulnerable through social isolation or frailty.  A validated tool used to

assess this vulnerability, the Sherbrooke Score, was included in the

survey and included the following six questions:

Do you live alone?

Do you take more than three medications every day?

Do you use a stick, a frame or a wheelchair to move about?

Do you see well?

Do you hear well?

Do you have problems with your memory?

Various studies have used the Sherbrooke Score but have determined

different cut off points for people considered to be vulnerable, some

with a cut off score of just one or more.  The distribution of scores is

shown in Figure 14.1, with females scoring higher than males.  If a score

of at least one were used then only 3% of females and 5% of males in

West Sussex would be considered not to be vulnerable.  Therefore a

cut off score of one or more is too narrow to be used on a generally

healthy older population.

Since the population of West Sussex is old, many people are widowed

and live alone.  However older people in West Sussex have better

health than in England as a whole and it was felt that living alone does

not necessarily equate with social isolation and being vulnerable.

Likewise, the questions on sight,

hearing and memory attracted a

high number of comments from

respondents.  Many people felt that

this was just a part of the ageing

process and may mean they wear

glasses or use a hearing aid but that

this did not affect their day to day

lives.  The question on memory was

particularly commented upon.

Vulnerability

14

 “The question
of my memory is not
great but I speak to my
friends and we all
agree we can go to the
cupboard and forget
what we've gone for!”

0

5

10

15

20

25

30

35



40

It was therefore decided to look at those people who had a score of

three or more which included those taking more than three

medications every day.  Using this cut off, 18% of respondents are

considered vulnerable and there was a significant difference between

the sexes with 19% of females being considered vulnerable according to

the scale compared to 16% of males.

Figure 14.2 maps, at electoral ward level, the percentage of people who

would be considered vulnerable according to a Sherbrooke Score of

three or more (including taking three or more medications daily).

Crawley and the coastal urban centres tend to have the highest

percentages.

Figure 14.2: Percentage of respondents with a Sherbrooke score of three or more, 
including taking more than three medications daily, by electoral ward

Percentage of respondents

21.6 to 31.9
17.9 to 21.6
14.3 to 17.9

0 to 14.3

Note - Some of the wards on the West Sussex boundary have small numbers of respondents and therefore
results for these wards should be treated cautiously. Please refer to Appendix 2 for ward response numbers.
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“Sight, hearing,
memory - obviously
these are not as good
as they were 10 years
ago!  Not a real

problem as yet!”

“See well with
spectacles.  Hear well
with hearing aids,
pretty fair without.
Memory slight

problems.”

“The memory problem is one suffered by
many friends my age - one can see the face but
cannot conjure up the name!  Most annoying when

trying to hold a conversation.”

There was a significantly higher

percentage of people who had a

Sherbrooke Score of three or

more (including taking three or

more medications daily) who

were in not good health in the

last twelve months (34%) than

those with a lower Sherbrooke

Score (15%).

Older people who are more vulnerable have higher contacts with health

services.  Using the combined score of two or more for emergency

admissions, falls and contacts with general practice, 17% of people who

scored three or more on the Sherbrooke Score (again including

medications) scored two or more on the contact with health services

score compared with just 8% of people who scored less than three on

the Sherbrooke Score.

Views on anti-social behaviour were considered in relation to the

Sherbrooke Score for vulnerability to check if those older people who

were more vulnerable assessed anti-social behaviour as a greater

problem than the less vulnerable.  The results showed that the opposite

was generally the case and that it was the least vulnerable who tended

to think anti-social behaviour was a bigger problem.  Views on anti-

social behaviour were also looked at in relation to whether a person

lived alone but no differences were found in the percentage of people

who viewed anti-social behaviour as a “fairly or very big” problem.
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Themes from comments

15
Respondents were given space on the questionnaire to add comments.

Over 8,000 people did so.  Where there were a significant number of

comments relating to the subjects covered in the survey, they have

been discussed in the relevant section of this report.  In addition there

were four main groups of comments which are considered here.

Closure of local hospital services / travelling to Redhill

The closure of local hospital services and Crawley and Horsham patients

having to travel to Redhill hospital for treatment received the greatest

number of comments.  There was a great deal of concern over the

distance people, particularly older people who didn’t have access to

transport, had to travel for both treatment and to visit friends and

relatives.

Not being able to arrange a GP appointment until the day and difficulty of then
getting an appointment

A large number of respondents were concerned with the appointment

system at GP practices and not being able to get an appointment in

advance but also the difficulty in getting an appointment on the day.

“(I) worry if need to go to a hospital in an emergency.  Distance and traffic
congestion to Redhill is a deep concern.  Closeness of hospital for treatment has been
eroded for years. Facilities at Horsham and now Crawley have been closed

necessitating the need to use Redhill.”

“Great concern with the down grading and transfer of Crawley's hospital and
facilities, especially as the town has a rapid growth of population . Health of the

individual seems to be linked with money, not the need of individuals.”

“I would appreciate being able to make an appointment with a doctor more
easily, if I telephone at 8.30 a.m. the phone is engaged, moments later the
appointment list is full!  This is most frustrating but more importantly I'm virtually
risking my health through no longer trying to make an appointment when needed.  To

me this is a considerable concern.”

“The local doctor's surgery will only give you an appointment on the day. They
will not book a return appointment even if requested by the doctor. Thus it becomes
difficult to plan ahead especially when I have other hospital appointments etc, and

also to book transport on the day.”
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Isolation and concerns about the future.

With many older people having been widowed or having become frailer,

isolation and concerns about the future came out strongly in a large

number of comments.

Treatment received

A large batch of comments was from respondents wishing to praise or

thank local services for the treatment that they had received.

“I am extremely fearful of my old age, dealing as I do with the elderly of
today and seeing how the world perceives that they are "neither use nor ornament".
The conditions of care in homes where we are terrified at the thought of being "put
away" lead us to believe it would be better to go now and save everyone the bother of
keeping us alive.  ......  The doctor no longer comes to you, nursing and other care

needs to have forms filled in ...... try that for "happy old age".”

“My husband has died (3 years ago) and I miss him so much ...... life is very
dull and I get very lonely ....... just me and the goldfish.”

“My big worry is having to move into a nursing home, which in this area costs
£650 per week. I worry about having to sell my flat. I live alone and have no near

relatives.”

“I would like to record my sincere thanks to the NHS. I have always received
prompt, courteous and reliable help at all times.”

“I must say my NHS treatment since I've retired down here, has been
excellent. (I) like to think I'm giving something back ......... by helping in the pantry

and tea bar..”

“We have a lovely helpful health centre and never have had any problems..”

“I have not had to call on the NHS very often.  When I have, I have been
treated well.”
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The West Sussex Lifestyle Survey

Age in years Sex    Male Female

Postcode

Ethnic group

White  White Irish White Other

Asian or Asian British  Black or Black British Chinese

Mixed

How tall are you? How much do you weigh?

(Feet and inches or centimetres) (Stones and pounds or kilograms)

Your lifestyle

1. In the last 12 months would you say your health has been on the whole:

Good Fairly Good Not Good

2. Do you smoke tobacco?     Yes                 No

If you smoke, how many cigarettes, cigars or ounces of tobacco do you smoke per day?

cigarettes    cigars        ounces of tobacco

3. How many units of alcohol do you consume in an average week?

(1 unit of alcohol = half a pint of beer/cider or 1 measure of spirits or 1 small glass of wine)

None 1-14 units

15-21 units 22-28 units 29 units +

4. Please indicate the statement that is most appropriate to you

I am not very active, I don’t exercise and I don’t intend to start.

I have been thinking about getting more active but just can’t get started.

I do exercise once in a while but I could do more.

I have started exercising regularly but it’s tough to keep it up.

I have been exercising regularly and for longer than six months.

Caring

5. Do you look after or give any help or support to family members, friends, neighbours or others,

because of long term physical or mental ill health or disability or problems related to old age?

No Yes, 20-49 hours a week

Yes, 1- 4 hours a week Yes, 50+ hours  a week

Yes, 5-19 hours a week

Appendix 1: Questionnaire
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Contact with health services

6. Have you had two or more emergency admissions to hospital in the last year?

Yes No

7. Have you had treatment from a doctor following a fall in the last year?

Yes No

8. In the past 6 months, how many times have you seen your family doctor?

None Once or twice          Three or four          Five or more

At home & social information

9. Do you have special equipment / adaptations in your home? Yes            No

10. Do you worry about keeping warm in your home in winter? Yes            No

11. Do you ever turn off your heating / fire in winter because it is too expensive?

Yes         No

12. Do you have a smoke alarm? Yes         No

13. How much of a problem are the following in your area?

Very big problem Fairly big problem Not a very big problem Not a problem at all

Rubbish and litter

Vandalism and graffiti

People being drunk and rowdy

Abandoned cars

People using or dealing drugs

Teenagers and young people hanging around

Noisy neighbours and loud parties

Your health

14. Do you live alone? Yes No

15. Do you take more than 3 different medications every day? Yes No

16. Do you use a stick, a frame or a wheelchair to move about? Yes No

17. Do you see well? Yes No

18. Do you hear well? Yes No

19. Do you have problems with your memory? Yes No
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Response rates by electoral ward

This appendix gives response rates of the registered popuation at ward

level for each district in West Sussex.

Appendix 2: Ward response rates
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Appendix 3: District tables

The first table in this section includes only those people with ages given

whilst the remaining tables include people with missing ages so totals

may differ in individual tables.  Other tables may also exlcude missing

values so totals from tables should not be compared.
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West Sussex Public Health Observatory

West Sussex PCT
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BN12 6BT

The implications of the demographic change to an older

population for those delivering health and social caring services

is vast.  In coming years, older people are projected to have

larger disposable incomes than many in younger age groups and

will be increasingly important to the local economy.  However,

some older people are in poor health, feel vulnerable or are

socially isolated.  It is hoped that this survey and report will

provide useful local information for planning and delivering

services to older people.




