APPENDIX H WEST SUSSEX PNA 2022 Equalities Assessment

This appendix outlines national evidence and research into the health needs and issues of specific
groups, focussing on those with Equality Act 2010 Protected Characteristics. In addition to outlining
differences in health needs, any specific research on the impact for pharmaceutical services have
been noted. This has been used to inform the PNA process.

Protected Characteristics
1 Age
1.1 Life expectancy

Adults aged 65 years and older currently represent 23% of the West Sussex population, a
proportion which is projected to rise by 12.4% by 2026. While life expectancy at age 65 is 21.7
years for women and 19.1 years for men, healthy life expectancy at this age is only 11.6 years for
women and 10.8 years for men, suggesting a significant period of ill-health or disability may be
experienced later in life.

Note: Causes of mortality by age are discussed under the Sex heading.
1.2 Long-term health conditions, multimorbidity and palliative care

e Ageing populations and longer life expectancy have resulted in an increase in long-term
health conditions, with ageing known to be amongst the most important, and unmodifiable,
risk factors for most chronic diseases, including arthritis, heart disease, cancer, diabetes,
Chronic Obstructive Pulmonary Disease (COPD), asthma, and dementia.

e The prevalence of multimorbidity increases with age; a 2012 study of multi-morbidity in
Scotland found at least one morbidity in half the population by age 50, rising to around 80%
of the population by age 65 and around 55% with two morbidities. However, this same
study found a greater absolute number of people aged under 65 years with multimorbidity,
signalling the existing burden on healthcare that is only set to increase as these people age.

e The likelihood of falls increases with age and may lead to physical injury, loss of confidence
and independence and social isolation. Around a third of people aged 65 years and over will
experience at least one fall a year, increasing to 50% of those aged 80 years and over.

e As the prevalence of chronic (and multiple) iliness increases with the ageing population, the
need for palliative care is likely to increase; based on 2014 estimates of existing palliative
care need, one study projected between a 25% and 42% rise in the number of people
needing palliative care by 2040.

1.3 Dementia

The risk of dementia rises significantly with age, although some people will develop early onset
dementia, before age 65. In West Sussex, 16,650 people were estimated to have dementia in 2020
(500 of whom were under 65) and this figure is expected to rise to more than 22,000 people by
2030. Nearly half of these people are expected to experience ‘moderate’ or ‘severe’ dementia and
may require more support and long-term care.



Around 70% of people with dementia are also expected to have a comorbidity, such as high blood
pressure, heart disease, diabetes and depression; the ability to manage these other conditions may
be affected by the severity of their dementia, which may itself lead to poorer health outcomes,
such as emergency admissions to hospital and accelerated disease progression.

1.4 Mental health

In West Sussex, the prevalence of common mental health disorders is generally lower in people
aged 65 and over (9.3%) compared to the overall population (14.4%); indeed, the increasing
prevalence of poor mental health in young people is a nationally recognised problem and discussed
elsewhere in this chapter.

In older people, however, depression (the most common mental health disorder in older people)
and other mental health conditions may be underdiagnosed and undertreated. This may be due to
barriers to older people accessing support, including:

e lack of recognition/awareness of symptoms of mental health problems,
e perceptions of poor mental health as an inevitable part of ageing,

e concerns around being a ‘burden’,

e and test perceptions of stigma around mental health.

The prevalence of mental health problems is not uniform across the older adult population; 40% of
care home residents are affected by depression, 30% of older carers may have depression, and the
likelihood of depression is four times higher in older people who have been bereaved than those
who have not.

1.5 Social isolation and loneliness

Social isolation and loneliness are risk factors for poorer mental and physical health, with older
people being particularly vulnerable to these (nearly half of all people over 75 years live alone).
Loneliness, anxiety and stress may result from social isolation, whilst social engagement may
protect against cognitive decline and dementia and can promote other healthy behaviours,
including physical activity and healthy eating.

1.6 Digital inclusion

The increasing digitisation of services may adversely affect the ability of older people to access
services, owing to not having access to digital devices and poor digital literacy. Non-English
language speakers may also struggle with information or applications on digital platforms not being
made available in other languages.

1.7 Older people (aged 65+) living in residential care

Currently within West Sussex, an estimated 8,000 older people live in a care home. It is anticipated
that this will increase to around 12,500 over the next 20 years.

Many people living in care homes will have complex needs, including severe frailty, higher fall rates
than in older people living in their own homes and dementia (around 70% of people living in care
home have dementia). Some services provided by pharmacies are targeted to improve the health
outcomes of specific age groups.



These include:

o influenza vaccinations for younger and older age groups (children aged 2-3 years, school-
aged children from Reception up to Year 11, and those who are aged 50 years old,) and more
vulnerable groups (such as those with certain health conditions, who live with an
immunocompromised person, are in long-stay residential care, receive a carer's
allowance/are the main carer for an older or disabled person, are a frontline health or social
care worker, or are pregnant).

° NHS Health Checks, for people aged 40-74 years old.

2 Disability

Disability is defined in the Equality Act 2010 as a physical or mental impairment that has a
substantial and long-term adverse effect on the person’s ability to carry out normal day-to-day
activities. ‘Substantial’ is defined as the impairment being more than minor or trivial (e.g., if daily
tasks like getting dressed take much longer than usual) and ‘long-term’ refers to a period lasting 12
months or more.

The range of impairments that may come under this definition is broad; NHS recording codes list
eleven categories of impairment type:

o Behaviour and Emotional.

° Hearing.

. Sight.

° Manual Dexterity.

° Memory or ability to concentrate, learn or understand (Learning Disability).

° Mobility and Gross Motor.

. Perception of Physical Danger.

° Personal, Self-Care and Continence.

° Progressive Conditions and Physical Health (such as HIV, cancer, multiple sclerosis, fits).
° Speech.

o Other.

Although information relating to the health outcomes of people with learning disabilities is often
addressed separately, data for people with other disabilities is usually aggregated. That this
generalised data may hide a more nuanced picture of health for people with different types and
severities of disability should be borne in mind.

2.1 Prevalence

According to the national Family Resources Survey, an estimated 20% of people in the UK have a
disability, with most age bands having a higher proportion of females reporting disabilities than
males. By age, the most commonly reported disabilities were:



° Children — social or behavioural (37%), mental health (21%), ‘Other’ (21%) and learning
(20%).

° Working age adults — mental health (42%) and mobility (42%).
° Adults over state pension age — mobility (63%) and stamina/breathing/fatigue (38%).

At the time of 2011 census, the prevalence of disability in West Sussex was similar to England (both
at 17%), although, with increasing levels of disability associated with age and an ageing population
in West Sussex, some areas in the county may have a higher proportion of the population with a
disability. The recent West Sussex Visual Impairment Needs Assessment, for example, noted that
the prevalence of sight loss is age-related and that the current estimate of 34,000 people living
with sight loss (and an estimated 4,700 who are blind) will increase in line with the rising
proportion of the population aged over 65 years, including those with dual sight and hearing loss.

2.2 Overall health and wellbeing

People with physical or mental impairments may experience poorer health outcomes than the
general population and may face greater exposure to risk factors that drive inequalities in health,
such as unemployment (around 50% of disabled people are in employment in the UK, compared to
over 80% of non-disabled people), deprivation, isolation and loneliness, and reduced access to
services, including health services.

° Wellbeing — working age disabled adults (aged 16-64 years) report lower scores on wellbeing
measures of life satisfaction, happiness and anxiety than non-disabled people, with
particularly poor scores for anxiety.

. Loneliness — self-reported loneliness is more than four times higher in disabled people than
non-disabled people; this figure has risen in recent years.

. Mental health — disabled children and adults both report poorer mental health than their
non-disabled peers.

2.3 Comorbidities

People with disabilities may experience more than one long-term condition, particularly as they
age. Sight loss, for example, has significant overlaps with other conditions such as diabetes, stroke
and dementia.

Disabilities themselves may also represent risk factors for other health issues. For example,
disabled children and adults are more likely to be overweight or obese compared to their non-
disabled peers, with greater levels of overweight/obesity reported in those with hearing,
stamina/breathing/fatigue and mobility impairments.

Note: comorbidities are discussed further under the Age heading.
2.4 Access to services

Access to services may vary depending on the type of disability, but common barriers may include
inaccessible physical environments, including low space, lack of ramps and support
equipment/fittings etc. Physical disability has been shown to be associated with greater ‘unmet



healthcare need’, due to difficulties getting to GP surgeries and getting inside GP surgeries, with
this being an increasing problem in older patients aged 65-84 years.

Transport, long waiting lists and costs have also been identified as key barriers to accessing
healthcare for disabled people, with female disabled people reporting worse outcomes than male
disabled people. Unmet need for mental health care due to cost, for example, has been found to
be more than four times higher in people with a severe disability, whilst unmet need due to the
cost of prescribed medicine has been found to be more than three times higher in people with a
mild disability.

Other barriers to access include:

e |imited knowledge and understanding in healthcare providers of the health (and access)
needs of disabled people;

e complicated or ‘jargon’-filled health information; and

e |imited communication tools, including availability of interpreters and written materials
(e.g., in Braille or large print).

2.5 People with learning disabilities — health outcomes

In West Sussex in 2019/20, there were 4,882 people with learning disabilities recorded on GP
registers, representing 0.5% of all people registered with GPs in the county.

People with learning disabilities are at particular risk of poor health outcomes and have shorter life
expectancies than the general population. In 2018/19, male life expectancy in those with learning
disabilities, at 66 years, was 14 years lower than the average male, whilst female life expectancy in
those with learning disabilities, at 67 years, was 17 years below the average female.

An analysis comparing healthcare records of adults with learning disabilities to the general
population found differences in disease burden. Adults with learning disabilities had:

e Higher recorded levels of comorbidities, with levels of epilepsy and severe mental illness
particularly high, alongside increased levels of dementia, dysphagia and vision and hearing
impairments (amongst others). Levels of cancer and Coronary Heart Disease (CHD) were
lower in adults with learning disabilities, although this is likely related to the lower life
expectancy in these people.

e Higher mortality rates, particularly in adults with Downs syndrome, with rates of deaths
classed as being amenable to healthcare intervention almost six times greater than the
general population (an inquiry into premature deaths of people with learning disabilities
found 42% of deaths between 2010 and 2012 were premature, with the most frequent
reasons being delays or problems with diagnosis/treatment and issues with identifying
needs and providing appropriate care).

e More emergency hospital admissions, with more than a third of these deemed preventable
(compared to 17% in the general population). Epilepsy, lower respiratory tract infections
and urinary tract infections were the most common preventable reasons for admission.



e A greater likelihood of being prescribed a psychotropic drug (three times more than the
control groups) and receiving repeat medication (nearly twice as likely as control groups).

2.6 People with learning disabilities — access to healthcare

The above discussed analysis of healthcare records of adults with learning disabilities also found
concerning differences in use and access to care; adults with learning disabilities made greater use
of primary care consultation than the general population but were more likely to have shorter
appointments (less than 10 minutes) with low continuity of care with the same doctor. The inquiry
into premature deaths of people with learning disabilities between 2010 and 2012 similarly
identified lack of coordinated care across services and disease pathways for these people.

Annual health checks are available for all people with learning disabilities aged 14 or over on their
GP’s learning disability registers but not every eligible adult receives one; in 2018-19, only 56% of
patients with a learning disability received a health check, which is far below the NHS Long Term
Plan’s target of 75% (although the proportion has been increasing).

People with learning disabilities may also be limited in accessing healthcare or health information
due to:

e« communication difficulties, including difficulties in asking for help, explaining health
problems, asking questions, extra time needed to process information, needing information
to be presented in different formats and retaining verbal information, coupled with lack of
reasonable adjustments by health services for this;

e reliance on others (e.g., family carers or support workers) and consequently not being well
informed themselves, which may be a greater issue if there is a high turnover of support
staff, or inadequate information given to carers (studies have found high numbers of
people with learning disabilities not fully understanding why they were taking medicines or
they and their carers not receiving adequate/any information from the pharmacy);

e low expectations;
e poor understanding of mental capacity; and

e not identifying connections between new/worsening symptoms (e.g., gaining weight) and
medications that they are taking.

3 Race

Several recent reviews show that there are marked differences in health issues and behaviours
across ethnic groups.

In terms of overall health, people from some ethnic minority groups are more likely to report being
in poorer health, including having limiting long-term illnesses, and poorer experiences of using
health services compared to the white population. Racial discrimination may play a part in this,
with a recent review finding poorer mental and physical health in adults of minority ethnicities who
perceive racial discrimination than in those who do not.



However, minority ethnic groups do not uniformly fare worse in health outcomes; as shown in the
selected following examples, risk factors and disease prevalence vary across ethnic groups, with
different groups experiencing a greater burden of different diseases.

3.1 Life expectancy and causes of death

° Analyses from ONS show a lower life expectancy and higher all-cause mortality rate in the
White ethnic group compared to any other ethnic group, except the Mixed ethnicity group.

° In contrast, disability-free life expectancy is estimated to be lower among several minority
ethnic groups than the White population.

° Mortality rates from individual causes of death vary across ethnic groups, although mortality
rates for many of the leading causes of death, including various cancers and dementia and
Alzheimer’s disease, are higher in the White ethnic group than most other ethnic groups:

o) Diabetes: Compared to White groups, South Asians have up to a sixfold greater risk of
developing diabetes and Black groups a threefold higher prevalence. Diabetes develops
at the younger age in these ethnic groups.

o Cardiovascular disease (CVD): heart disease is one of the most common causes of death
for all ethnic groups, although South Asian groups experience some of the highest rates
and mortality from circulatory diseases, including stroke and heart disease (and the
latter has been found to develop at a younger age than other groups). In contrast, Black
groups have a lower risk of heart disease compared to most other groups yet
experience high rates and mortality from hypertension and stroke, with the latter
happening at a younger age.

o) Suicide: Mortality rates for suicide in males are highest in White and Mixed ethnicity
groups and in the Mixed ethnicity group in females.

3.2 Infant and maternal mortality

° Maternal mortality has been found to be four times higher in Black ethnic groups, three
times higher in mixed ethnicity groups and twice as high in Asian ethnic groups compared in
White groups (in 2017-19).

° Although stillbirth and infant mortality rates have overall decreased for all ethnic groups in
recent years, there are ethnic differences, with the highest rates in Black ethnicity babies,
followed by Asian ethnicity babies.

3.3 Mental health

There are significant inequalities in access, experience and outcomes between different ethnic
groups, with a greater number of people of Black African and Caribbean ethnicities coming into
contact with mental health services via the criminal justice system, rather than via their GP or
referral to talking therapies, than people of white ethnicities.

Black Caribbean people are also more likely to be referred to specialist mental health services by
their GP, rather than be treated in primary care, and are more likely to be detained under the
Mental Health Act.



34 Risk factors and the wider determinants of health

. Protective and risk factors for health: these vary amongst ethnic groups, with groups often
exhibiting a mix of behaviours. White groups, for example, tend to have a higher prevalence
of smoking and harmful alcohol use than most minority ethnic groups, whilst also having a
higher proportion of people eating the recommended portions of fruit or vegetables per day.
Obesity is more prevalent in Black ethnic groups compared with White groups (and lower in
other minority ethnic groups), and Black and Asian children experience higher rates of
childhood obesity. Along with Asian groups, Black groups are also more likely to report being
physically inactive.

. Some differences in health by ethnicity may be attributable in part to different cultural
practices; as cultures assimilate, this health gap may lessen. Cancer rates in South Asian
groups, for example, may be becoming more alike to those of White ethnicities.

° Deprivation: Risk factors for poorer health tend to cluster in more deprived communities, in
which ethnic minority groups are over-represented (minority ethnic groups comprise 22% of
people in deprived areas yet only 15% of the total population).

4 Religion or belief
Religious views and beliefs may influence health, such as in:

. attitudes towards contraception, unwanted pregnancies and abortion, reproductive medicine
and neonatal care;

o the types of treatments, medicines and vaccines able to be used (e.g., ingredients in some
medicines and vaccines may be forbidden in some religions);

. the effect of fasting on those with long-term conditions or those breastfeeding;

. spiritual interpretations of diseases and possible stigma attached to health problems, such as
mental health conditions; and

. the impact on mental health of religious prohibitions of some sexual orientations and gender
reassignment.

5 Sex

Sex plays a significant role in health and disease outcomes, with differences observed in life
expectancy, causes of mortality and prevalence of lifestyle risk factors.

Some differences are attributable to biological and genetic factors, such as the prevalence, clinical
presentation and response to treatment (including differing pharmacokinetics and
pharmacodynamics) of various diseases. Other differences may be the result of gender and the
social environment, such as behavioural/lifestyle differences affecting risk exposure.

Importantly, a significant female health gap has been identified in the UK, with research showing
that women tend to experience poorer care and health outcomes than men. In addition to
biological sex differences that affect health and response to treatments, a recent national survey
collecting women’s views identified barriers to good health, including:



° not feeling listened to by healthcare professionals, including experiences of problems not
being taken seriously, having to self-advocate to receive a diagnosis (often over long periods
of time), limited opportunities to ask questions about treatment after a diagnosis and
treatment preferences being ignored;

. poor access to information on women’s health topics, such as menstrual wellbeing,
gynaecological cancers and conditions, and the menopause; and

° inconvenient locations and timings for access to services.

5.1 Attitudes to health and perceptions of services

Attitudes towards health and illness also play a part in differential use of services, with men being
less likely than women to visit a pharmacy or GP and at risk of delaying seeking healthcare
(although women have also been found to often underestimate their risk of cardiovascular disease
and seek treatment for heart attacks later than men). Discomfort in the pharmacy environment
may play a part in avoiding behaviour in men, which may be due to perceptions that pharmacies
are for older people or are feminine environments, and that they lack privacy.

Embarrassment or discomfort may also be a barrier to access in women in some cases; a recent
review of young women’s views and experiences of emergency hormonal contraception (EHC)
provided by community pharmacies, for example, found concerns around not wanting to be
overheard, being embarrassed at having to ‘confess’ needing EHC and perceptions of possible
judgemental attitudes from pharmacists.

5.2 Life expectancy and disability-free life expectancy

Women can expect to live longer than men on average, although women will tend to spend more
of their lives living with disability or in poorer health than men. In West Sussex, female life
expectancy is 3.6 years longer than males (83.9 years in females compared to 80.3 years in males)
but disability-free life expectancy in females is only 61.5 years, compared to 65 years in males.

5.3 Causes of mortality

Data on the top ten causes of death by sex are available from the Global Burden of Disease (GBD)
study (most recently updated in 2019) and reported at local West Sussex level:

e Men and women share the same top two causes of death, which are cancers and
cardiovascular diseases, although ONS analyses of causes of death show different burdens of
these diseases by sex at different ages. In 2015, cancers killed more women aged 35-49 than
men and more men in those aged 50-79. Heart disease and strokes killed nearly double the
number of men than women aged 50-79.

e Men and women differ in the third top cause of death in the GBD study, with chronic
respiratory diseases (such as COPD and other lung conditions) for men and neurological
disorders (such as dementia, epilepsy, motor neurone disease, and multiple sclerosis) for
women. The greater burden of neurological diseases in women likely reflects the longer life
expectancy of women compared to men, although there is evidence that women have a
greater risk of dementia and Alzheimers Disease than men, even when age-corrected.



e The tenth biggest cause of death for each sex in the GBD was not included in the other sex’s
top ten; self-harm and interpersonal violence was the tenth most common cause of death in
men (three-quarters of all self-harm and interpersonal violence deaths were in males), whilst
musculoskeletal disorders was the tenth most common cause in women (three-quarters of all
deaths from musculoskeletal disorders were in women).

In people aged 5-49 years, ONS analyses also show that external causes, including accidents and
suicides, are the leading cause of death and more common in men than women. In 2015, male
deaths from external causes were more than three times as common than female deaths from
external causes, with 80% of the deaths that were recorded as suicides being in males.

5.4 Lifestyle factors

Population surveys generally find a greater number of men self-reporting risky health behaviours
compared to women, although women tend to have lower physical activity levels than men
(particularly pronounced in Black, Asian and Other ethnicities).

° Smoking — the last pre-pandemic Annual Population Survey (2019) found that more men
smoked than women (15.9% vs. 12.5%) and slightly more men vaped than women (6.1% vs.
5.4%).

. Alcohol —the 2019 Health Survey for England found that women were more likely to report
not drinking in the last week or drinking at a lower risk level for alcohol-related harm (14 or
fewer units a week) compared to men. Drinking at increasing or higher risk was more
common in men.

° Obesity/diet — although obesity levels are high in both sexes, the 2019 Health Survey for
England found being overweight or obese to be more common in men (68% vs. 60%).

5.5 Mental health

Women and girls are more likely than men to experience common mental health disorders and
eating disorders and prevalence of these is increasing. This is a particular issue in younger women
and is apparent before adulthood; at age 17, 22% of females in the Millennium Cohort Study had
high levels of psychological distress, including symptoms of depression and anxiety (as did 10% of
males). This study also found greater proportions of females reporting self-harming (28% of 17
year olds) and increasing numbers of males self-harming (increasing form 9% at age 14 to 20% at
age 17).

6 Pregnancy and Maternity

There are several common conditions that may occur in pregnancy, for which pharmaceutical and
non- pharmaceutical (e.g., lifestyle and dietary changes) interventions may be recommended.
These include nausea and vomiting, heartburn, pelvic pain, symptomatic vaginal discharge and
vaginal bleeding. Some pregnant people may also be at risk of venous thromboembolism,
gestational diabetes, pre-eclampsia and hypertension.

Mental and physical health issues may also emerge in the post-natal period, the former including
depression and anxiety disorders, severe mental illness and sleeping problems, and the latter



including post-natal bleeding, and bladder and bowel function. Other health issues depend on the
type of birth, such as wound healing and infection risk in caesarean births.

Some commissioned services specifically address the needs of pregnant women, such as smoking
cessation programmes aimed at reducing the number of women who smoke during pregnancy.

7 Sexual Orientation and Gender Re-assignment

The following section summarises issues relating to these protected characteristics. We have
grouped these together as a number of key evidence sources are the same, for example surveys
conducted in relation to Lesbian, Gay, Bisexual, and Transgender (LGBT) young people. Wherever
possible we present the findings in relation to the specific protected characteristic.

For clarification definitions in the Equality Act 2010 are as follows:

e Sexual Orientation means a person's sexual orientation towards (a) persons of the same sex,
(b) persons of the opposite sex, or (c) persons of either sex.

e Gender re-assignment - A person has the protected characteristic of gender reassignment if
the person is proposing to undergo, is undergoing or has undergone a process (or part of a
process) for the purpose of reassigning the person's sex by changing physiological or other
attributes of sex.

LGBT people report being less satisfied with their life than the overall population.

Studies have found that the prevalence of mental health problems is significantly higher in LGBT
people than the general UK population, although evidence is lacking around the physical health
outcomes of LGBT people. This is compounded by poor experiences and discrimination,
experienced and anticipated, in health services.

7.1 Mental health

A YouGov survey of around 5,300 LGBT people, undertaken on behalf of the Stonewall charity,
found high levels of depression, anxiety, self-harm, suicide, addiction and eating disorders in these
groups. These appear to be compounded by the intersection of other characteristics, with LGBT
people who are also of black or minority ethnicities, disabled or living in lower income households
often reporting worse outcomes, in addition to younger LGBT and non-binary people:

. Depression and anxiety — Half of all LGBT respondents experienced depression in the last year
and three-fifths experienced anxiety. The self-reported prevalence of these was highest in
trans people, and younger (aged 18-24 years), black or minority ethnicity, and lower income
LGBT people.

° Self-harm — LGBT groups reporting the highest levels of self-harm were 18-24-year-olds
(48%), non-binary people (41%), trans people (35%) and disabled people (28%).

° Suicide — Around half of non-binary, trans and LGBT people aged 18-24 years reported that
they thought about suicide in the last year (compared to 31% of non-trans LGB people).

° Addiction — one in ten LGBT reported experiencing some form of addiction in last year, rising
to 19% in LGBT people who are disabled.



° Eating disorders — 12% of respondents experienced an eating disorder in last year. This was
higher in non-binary, black or minority ethnicity and trans LGBT people (ranging from around
a fifth to a quarter in these groups).

In relation to trans people, one study reported some evidence of a ‘pathologisation” of mental
health, whereby mental health problems are attributed to the person’s gender identity.

7.2 Health behaviours

Use of alcohol, drugs and smoking varies with age, with younger LGBT people reporting greater use
of drugs and smoke, whilst older LGBT people report more alcohol consumption. According to a
YouGov/Stonewall survey:

e 15% LGBT respondents smoked almost every day, with a higher prevalence in LGBT people
in lower income households than those in higher income households (21% vs. 12%,
respectively).

e 16% of LGBT respondents drank alcohol almost every day, with a higher prevalence in GBT
men compared to LGBT women (20% vs. 13% respectively).

e 13% of younger LGBT respondents (aged 18-24 years) took drugs at least once a month.

7.3 Access to and experience of health services

There is evidence that LGBT people are more dissatisfied with health services compared to the
heterosexual population. As identified by the 2018 National LGBT Survey and a 2016 review of
inequalities of LGBT groups in the UK:

. Long waiting lists for mental health and gender identity services.

o Specific LGBT health needs not being taken into account or adequately understood by
healthcare professionals — e.g., the need for timely access to post-exposure prophylaxes
(PEP) for HIV prevention. (This lack of understanding and support, including lacking
knowledge in GPs of the available services and routes to access, was found by the Stonewall
survey to be a particular problem for trans people).

° Experiences or fear of discrimination, with the result that many LGBT people avoid
healthcare services (18% of respondents to the National LGBT Survey said that they avoided
treatment due to discrimination concerns).

° The above may result in LGBT people preferring and engaging more with specialist LGBT
services over mainstream services.

. The Stonewall report also found concerns around discrimination and invasive questioning
meaning that some LGBT aren’t open with healthcare providers about their sexuality or
gender identity.

7.4 Safety and discrimination

In addition to discrimination, experienced or anticipated, in healthcare, LGBT reported a greater
risk from hate crime in everyday life. Two-fifths of respondents to the National LGBT Survey
reported experiencing an incident due to their sexuality or gender orientation in the last 12 months



(such as verbal and physical attack); the review of LGBT inequalities identified gay men, younger
LGBT people and those from black and ethnic minority groups to be at particular risk of hate crime.

7.5 Homelessness and access to housing provision

Although some may perceive LGBT people as being more at risk of homelessness, the review of
LGBT inequalities found only weak evidence. Homo-, bi- and trans-phobic abuse, however, was
found to be a significant reason for homelessness, with young people who were ‘coming out’
identified as an at-risk group.

8 Marriage and civil partnership

No specific health needs were identified in relation to marital status.
Health Issues of Additional Groups (Non-Protected Characteristics)
9 Gypsy, Traveller and Roma communities

A recent government inquiry into the inequalities faced by Gypsy, Roma and Traveller communities
found that these groups, although poorly represented in data collection, have the poorest health
outcomes of all ethnic groups, in addition to the poorest education, employment and criminal
justice outcomes.

Evidence collected in this inquiry described poor access to healthcare, including GP services,
immunisation services, maternity care and mental health provision. Reasons for this poor access
included discrimination, difficulties navigating the NHS, language and literacy barriers, lack of trust,
and a reluctance to seek medical attention until health problems had become serious.

Data from the 2011 census showed that twice as many Gypsy and Traveller people described their
health as “bad” or “very bad” compared to the British group, whilst more recent data found Gypsy
and Traveller people were less likely to be satisfied with access to a GP and the service received
compared to White British groups.

The age profile of Gypsies and Travellers is younger than the national average, with (at the time of
the 2011 census), nearly 40% aged under 20 years and only 6% aged 65 and above. In older Gypsy
and Traveller people, health-related quality of life scores are lower than the average score.

10 Refugees and Asylum seekers

The adverse and traumatic experiences of refugees and asylum seekers can have significant
impacts on the health of these groups. This includes:

e physical issues and disabilities, such as bodily and head injuries and epilepsy;

e mental health problems, such as depression and post-traumatic stress disorder (PTSD);
e malnutrition and anaemia;

e untreated noncommunicable diseases; and

e communicable diseases.

The high burden of disease in these groups is often compounded by poor access, delays and
exclusion from healthcare in the receiving country. In the UK, refugees and asylum seekers with an



active application or appeal are entitled to free primary and secondary care on the NHS, whilst
refused asylum seekers are not necessarily entitled to free secondary NHS care.

However, practical issues, such as language barriers, access to interpreters, poor awareness about
the services available, difficulties in accessing transport (including those relating to language), real
or anticipated discrimination, and culturally insensitive communication and care can act as barriers
to access. Moreover, the care provided may not be adequate for the health challenges faced by
refugees and asylum seekers, particularly with regards to traumatic experiences and higher rates of
poor mental health.

There are also particularly vulnerable people within refugee and asylum-seeking groups, such as
children and older people, those with disabilities, and those who are pregnant.

11 Those living in more deprived areas (including children living in poverty
11.1 Overall effect of deprivation

As discussed in the 2010 Fair Society, Healthy Lives: The Marmot Review of health inequalities,
there is a clear social gradient in health, whereby those who face greater deprivation in their lives
experience poorer health outcomes. This is apparent right at the start of life, with infant mortality
rates being significantly higher in the 10% most deprived areas compared with the 10% least
deprived, and through the life-course, with inequalities in life expectancy, healthy life expectancy
and disability-free life expectancy between the most and least deprived. Indeed, those from the
more deprived groups are more likely to experience long-term health conditions, have more than
one long-term health condition and develop these earlier in life, and are more likely to die from an
avoidable cause (such as cancers, CVD etc.) than their least deprived peers.

11.2 Behaviours and wider determinants

The prevalence of risky health behaviours is often greater in more deprived groups, with the
exception of alcohol use:

° Smoking — nearly three times more prevalent in the most deprived 20% of the population,
compared to the least deprived 20% and smoking before or during pregnancy is more likely in
mothers from routine and manual occupations. Child health is further affected by lower
levels of health protective behaviours; mothers from routine and manual occupations are
also less likely to breast-feed than their wealthier peers.

. Alcohol use — drinking alcohol at increasing and higher risk levels has been found to be more
common in the least deprived groups.

° Obesity — adults living in the most deprived areas are most likely to be obese. This is a
particular issue in women, with obesity in 39% of those living in the most deprived areas,
compared to 22% in those living in the least deprived areas.

Risky health behaviours tend to cluster in more deprived areas, and are influenced by the poorer
social, economic and environmental conditions that more deprived communities experience (the
wider determinants of health). These conditions include less access to green space, higher
concentrations of fast-food outlets, more limited availability of affordable healthy food,
overcrowding, fuel poverty, air pollution and many others. The long-term impacts of this are



apparent in children in deprived areas being twice as likely to be obese as their less-deprived
peers, for example.

11.3 Causes of mortality

More deaths in those living in the deprived areas are due to heart disease, lung cancer and
respiratory diseases, compared to those living in less deprived areas. Risk factors, such as smoking,
are higher amongst deprived groups.

11.4 Access to and experience of health services

. Some groups in the population face systematic differences in the quality of healthcare
received and barriers to accessing it; these groups often overlap with those who may be
more likely to live in more deprived communities, such as people of minority ethnicities,
asylum seekers and refugees, and Gypsy, Roma and Traveller communities.

° More deprived areas in England have been found to have fewer GPs per head (and people
from these communities have a lower likelihood of reporting good experiences of GP visits)
and may not receive enough planned care compared to those living in less deprived areas,
indicated by the greater likelihood of emergency hospital admissions compared to elective
care.

11.5 Mental health

Rates of mental ill health are greater in those who are more deprived and may be compounded by
poorer conditions in their living environment (e.g., safety) and by unstable and low pay jobs.

Children from more deprived families also exhibit greater risk of mental health issues, with those in
the lowest fifth of income distribution groups more than four times as likely to experience severe
mental health problems compared to those in the highest fifth.

Attempted suicides in young people from more deprived backgrounds have been found to be
double those of less deprived backgrounds, although there appears to be no difference in
prevalence of self-harming linked to deprivation.

12 Unemployment

Compared to those in work, long-term unemployment is associated with lower life expectancy and
poorer physical and mental health. Lack of employment, education or training in young people
(NEET) is also associated with poorer health and the risk of low income later in life.

13 Carers

Estimates of the numbers of unpaid or informal carers in the population vary (e.g., extrapolating
from the 2011 census, an estimated 93,000 people are unpaid carers in West Sussex, representing
10.8% of the population, whilst the GP Patient Survey puts this figure at 18% of the population). All
measures identify a greater proportion of carers being women, however, with more carers in the
middle-aged groups (45-64 years).

Approximately a fifth of carers do 50 or more hours of unpaid care a week, with greater numbers
of women and carers aged over 65 doing these longer hours. According to the 2011 census, Gypsy



and Irish Travellers are amongst those providing the greatest level of unpaid care, with the
proportion of this ethnic group providing 50 hours of more of unpaid care greater than any other
ethnic group.

As the population ages, the number of older people who are informal carers is growing, particularly
in those aged 85 and over. This group may not recognise themselves as carers, however, and may
be at increased risk of isolation, loneliness and mental health issues.

13.1 Health and long-term conditions

The self-reported health of people providing unpaid care becomes worse with increasing hours of
care given.

Long-term conditions are more prevalent in carers than non-carers (in West Sussex in 2019, 62.5%
of carers reported a long-term condition, compared to 50% of non-carers) and carers are at risk of
poorer mental and physical health. Analysis of the 2021 GP Patient Survey by the Carers UK charity
found:

e Physical health — carers were more likely to report musculoskeletal issues (arthritis or
ongoing back or joint problems) and high blood pressure than non-carers and a greater
proportion of carers reported problems with their physical mobility.

e Mental health — a greater proportion of carers reported a long-term mental health
condition than non-carers.

Additional research conducted by Carers UK identified the significant negative impacts on mental
health due to caring, with around 70% of carers experiencing mental health issues, such as stress
or depression, due to caring and around 80% of carers reporting feeling lonely or socially isolated
due to their caring role.

13.2 Access to healthcare
In West Sussex, according to the 2019 GP Patients’ Survey:

e Fewer carers reported an overall good experience of making a GP appointment compared
to non-carers and reported lower satisfaction with the type of appointment offered.

e More carers than non-carers attempted to access an NHS service when their GP practice
was closed, either for themselves or someone else.

e More carers than non-carers have a preferred GP, although fewer carers reported seeing
their preferred GP always or almost always.

14 Students

West Sussex is home to the University of Chichester, with other universities just over the county
border in Brighton and Hove. Students are often a transient population but may spend more time
living at their university address during the academic year, so are encouraged to register with a
local GP (including at the student health centre attached to their university) to enable swift access
to healthcare, if needed. This is particularly pertinent for students who have an ongoing health



condition that may need management or medicine, such as those with diabetes, epilepsy or
asthma. Particular health issues for students include:

14.1 Mental health

The recorded prevalence of mental health issues in students has increased significantly in recent
years, with females more likely to report mental health conditions than males. Whilst some of this
increase may be attributable to a rise in reporting, as awareness of mental health issues increases
and stigma decreases, there is evidence that these rises still do not show the full picture of poor
mental health in student populations; although the number of UK university applicants sharing a
mental health condition with the Universities and Colleges Admissions Service (UCAS) increased by
450% in the last decade, a UCAS survey of first year students found nearly half of respondents had
a mental health condition but had not disclosed this to their university. Aside from concerns
around disclosure negatively affecting their application, reasons for this reluctance to share
included concerns around stigma, not having a formal diagnosis and feeling that their condition
was not serious enough to disclose.

Surveys of student health show large proportions of respondents reporting depression, anxiety
disorders, loneliness and being worried often or all the time, as well as concerning behaviours such
as thinking about self-harm and using alcohol or recreational drugs to cope with problems.

14.2 Sexual and contraceptive health

Younger people, particularly university students, tend to exhibit higher rates of risky sexual health
behaviours, which puts them at greater risk of poor sexual health outcomes, including increased
risk of contracting sexually transmitted infections (STls), and, for females, at greater risk of
unwanted pregnancies.

Rates of STls are higher amongst young people; the rate of chlamydia, for example, is significantly
higher in young adults than other age groups (in 2017, over 60% of chlamydia diagnoses in England
were in 15-24 year olds). Young people may not screen regularly for STls, however, which may
increase the risk of onward infection transmission and further complications such as pelvic
inflammatory disease, ectopic pregnancy and infertility.

Despite their increased risk of sexual health issues and access to on-campus sexual health services,
many students may delay or avoid accessing services. Key barriers to accessing sexual health
services include lack of awareness of available services, misconceptions of who services are for
(e.g., age requirements and gender), inconvenient locations or opening times and personal
perceptions. The latter is perhaps the most significant, and covers concerns about
confidentiality/privacy, embarrassment at ‘being seen’, perceived stigma, and concerns that
providers may not take them seriously and understand or respect their needs.

There is some evidence that LGBT students may be less likely to access on-campus sexual health
services compared to non-LGBT students, which may relate to uncertainty in when and for which
ilinesses to access sexual health services in the students and lack of knowledge in LGBT health
issues in the providers.



14.3 Vaccination

Inflows of people from different areas of the country at the beginning of the academic year
increase the risk of some infectious diseases being transmitted within the student population, so
vaccines are offered before young people begin their further studies to protect against meningitis,
mumps and flu:

° MenACWY vaccination — 17- and 18-years olds in Year 13 and first-time university students
up to age 25 are eligible.

° MMR vaccination — although most young people will have received the two doses of the
MMR vaccine as part of the NHS childhood immunisation schedule, universities and colleges
encourage students who are unsure of their vaccination status to ask a GP for a catch-up
vaccine.

o Flu vaccination — those with serious long-term conditions and who have asthma and take
inhaled steroids are advised to get a flu vaccination.

15 Homelessness and Rough Sleepers

People who sleep rough or experience homeless have significantly poorer health outcomes
compared to the general population, with these groups often having multiple co-occurring health
conditions and dying younger on average.

As outlined in the Local Government Association’s guide on the impact of homelessness for local
authorities, some groups are at particular risk of poor outcomes:

° Groups already experiencing inequalities and difficult conditions are more at risk of
homelessness, including young people leaving care, offenders, and people at risk of domestic
violence.

° Children experiencing homelessness are at particular risk of long-lasting harm, with an
increasing risk to health and wellbeing the longer a person is homeless.

° Young people are particularly vulnerable to harm and poor health, with increased risk of
numerous issues, including mental health issues, self-harm, drug and alcohol use, sexually
transmitted infections, and unwanted pregnancies. This group may face exploitation, abuse
and other harms.

15.1 Physical health

The prevalence of most causes of long-term poor physical health is greater in homeless people,
with the Homeless Link charity’s 2014 Health Needs Audit finding that around 40% of homeless
people report one or more long-term physical health problem.

Compared to the general population, the prevalence of infectious diseases (such as Tuberculosis
(TB), Human Immunodeficiency Virus (HIV) and Hepatitis C) is greater in rough sleepers, as is the
risk of certain conditions, such as musculoskeletal disorders, skin and foot problems, dental
problems and respiratory illnesses.

Older adults who are homeless may have existing health conditions made worse by homelessness
and are more likely to experience depression and dementia.



Risky health behaviours, such as smoking and alcohol use, are also more likely in homeless people.
Homeless Link’s 2014 audit found that:

e over three-quarters of homeless people smoke,
e two-thirds drink alcohol at a higher risk level each time they drink, and
e just over a third do not eat at least two meals a day.

15.2 Mental health and substance misuse

The prevalence of mental health issues is significantly higher in homeless people (nearly double
that of the general population) and may often be part of a ‘dual diagnosis’ with substance misuse
problems. Homelessness and rough sleeping combined with substance misuse may increase the
risk of additional poor health outcomes and comorbidities, including greater risk of blood-borne
viruses.

15.3 Causes of death

Causes of death in homeless people differ from those of the general population. In 2020, nearly
40% of deaths were related to drug poisoning, around 12% to alcohol-specific causes (a figure
which has been rising over the last decade) and nearly 11% to suicide.

A 2019 analysis of deaths of homeless people in England found nearly a third of deaths were due to
conditions that were amenable to timely healthcare, such as TB and gastric ulcers. This study also
showed significant morbidity from cardiovascular disease, cancer and digestive diseases, and
double the likelihood of death from a stroke, compared to people living in the most deprived areas
who had a home.

15.4 Access to services

Homeless people are reported to visit accident and emergency departments and be admitted to
hospital at significantly higher rates than the general population (particularly for those who are
homelessness and dependent on alcohol), whilst access to primary care is significantly lower in
homeless people.

A third of rough sleepers are not registered with a GP and many ascribe this to not having a fixed
address; Homeless Link’s audit also found not having identification or proof of address, having
missed a previous appointment and behaviour as reasons for which homeless people had reported
being refused access. Those with mental health issues and co-occurring substance misuse
problems may also face additional barriers in accessing substance misuse treatment services.
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