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INTRODUCTION
1.1
Oxfordshire is in the midst of a profound demographic change: the population of the County is growing, and it is also growing older. In twenty years time, projections suggest that there will be more people in the County, that the proportion of those people who are aged over sixty-five will be considerable larger than it is now, and that there will be a particularly large increase in those aged over eighty-five.

1.2
This is good news: people are living longer, and many can now look forward to a considerable number of years of active life beyond the current age of retirement. Moreover, as friends, neighbours, carers, active citizens, and simply as individuals in their own right, older people make a tremendous contribution to society; an increase in their number is to be welcomed.




1.3
But this change presents us with challenges too: a higher proportion of older people in the population, particularly people who can be numbered amongst the ‘oldest old,’ will put a strain on those services that are most frequently used by older people – most notably those statutory health and care services provided by Oxfordshire County Council, Oxfordshire Primary Care Trust, and the Oxfordshire and Buckinghamshire Mental Health Partnership NHS Trust, among others. It also means that the ratio between those of retirement age, and those of working-age, will be different to what it is now.
1.4
It is appropriate, then, to think about the impact of demographic change on the various services provided in the county – including the impact on community and volunteering initiatives – and to start to plan, collectively, for this change. The challenge is by no means insurmountable, but it does demand that we start to engage in a serious dialogue about demographic change, that we take a look at how well prepared we are for it, that we think about what we can do to anticipate it, and that we start planning, now, for what we need to do to effectively meet it.

1.5
Thus, this review was commissioned by Oxfordshire County Council’s Health Overview and Scrutiny Committee, and Social and Community Services Scrutiny Committee, in December 2006. The scoping document setting out its original aims, and its indicators of success, is at Annex 1. Councillors Sue Haffenden, Zoe Patrick, Larry Sanders, Peter Skolar and Lawrie Stratford were appointed to undertake the review.
1.6
The review was carried out through primary and secondary research, and through a series of interviews with key witnesses. The panel who undertook the review would like to sincerely thank all those who gave of their time to provide evidence. The panel would also particularly like to thank Julie Dean and Michael Chard for their work on the review. 
1.7
After this introduction, Section 2 provides a summary of the review, and Section 3 outlines a series of ‘red flags’ which detail the areas and issues that the panel feel warrant most attention. Section 4 contains the background to the review, while Sections 5,6,7 and 8 are the substantive chapters. These last four discuss: Managing Future Care (Section 5) , Promoting Good Health and Good Mental Health (Section 6), Criteria New Criteria for Housing, Planning and Transport (Section 7), and Other Issues (including learning disability, physical disability, information and advocacy, and black and minority ethnic issues)  (section 8).  
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SUMMARY
2.1
Background
2.1.1
The population of Oxfordshire is growing; on current trends, the population of the county could increase by 20% by 2031, from 685,600 to 758,000 people.  

2.1.2
The population of the county is also ageing. On present trends, there will be 154,200 people aged over 65 in 2031 (66% more than in 2006); numbers of the very elderly (85 years plus) are projected to increase by almost 40% by 2016, and by 143% by 2031. This means that there will be a greater proportion of older people in the population by 2016, from just under 15% in 2006 to just over 20% in 2031, while a decrease is projected in the proportion of the population of working age, from 54% in 2006 to 48% in 2031.
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2.1.3
Demographic change will have a significant impact on services for older people and on service-provision in general: in 2005/06, for example, just under 50% of Oxfordshire’s total personal social services expenditure was spent on older people, which amounted to just under £1,000 per head of population aged 65 and over.   

2.1.4
It should be noted in passing, however, that this is not the only change afoot; up to 2017, Central Government expects positive net migration to account for half of UK population growth, and expects this trend to remain positive in the longer term. Migrants are overwhelmingly of working-age, and this should be taken as a corrective to viewing the phenomenon of population ageing outside of the broader demographic context. 

2.2
Emerging Themes
2.2.1
In general, the panel found that there was, throughout the various relevant agencies and their partners, a significant degree of awareness of the issues around demographic change, and they note that much work is already being done to account and plan for it. 

2.2.2
The single biggest theme to emerge from the review process was the importance of partnership-working in, and joining-up of, services for older people; where it existed, the benefits of partnership working were consistently lauded by review participants, although there were suggestions that partnership could be emphasised more at a grassroots level. The review also sees a need to join up strategies in a way that is not always intuitive – for example, harnessing the Local Transport Plan (LTP) to the Oxfordshire Primary Care Trust (PCT) Strategy.
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2.2.3
The need to promote and support independence and choice among older people by, for example, moving to deliver various services in, or close to, the home was the second theme to consistently emerge. The ethic of home-delivery cuts across services provided by health and social care, but should also be borne in mind as an element of housing and planning strategy.

2.2.4
The importance of prevention was the third recurring theme. As the number of older people grows, costs to various services can be reduced by taking steps to decrease morbidity – for instance, by taking simple preventative measures in health, and also by trying to attend to moderate, as well as critical, need in care service provision. 

2.2.5
The fourth theme to emerge consistently was inclusion; older people are not a homogenous group, and there are different sectors of older people who will either have different or greater needs, who will be harder to reach for service-providers, or who do not always avail themselves of the services available to them – be they older people living in rural areas, older members of black and minority ethnic communities, or older people living with a physical or learning disability. 

2.3
Caveats
2.3.1
With all of this said, it should be noted that the situation is subject to re-appraisal; future-proofing is an inexact science, and future ageing will not occur without other changes, such as significant technological or medical developments, or a change in cultural or social practices. Therefore, this review should be conceived of as a ‘living process,’ or one incident in an ongoing process that would need reviewing on a regular basis.

2.3.2
Furthermore, the panel strove to retain focus on the bigger picture of demographic change insofar as this was possible, and thereby to create a review that was self-consciously strategic in outlook. In producing this report therefore the Panel was striving to use the wealth of data obtained to identify and deepen awareness of areas and issues that require detailed examination, and not to seek to fully engage in that examination itself.
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2.3.3
Hence, what follows should be seen as a series of ‘red flags’ that are intended to raise awareness of the major issues identified by the review; these should be taken to be both suggestive rather than prescriptive, and exemplary rather than exhaustive.
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‘RED FLAGS’
3.1
As pointed out above, the following are intended to raise awareness of major issues of importance recognised by the panel that will need attention if the response to the demographic challenge is to continue to be positive and effective. A more specific list of flags can also be found at the beginning of each section – on pages 18, 32, 44/45 and 60/61.  
3.2
The Contribution of Older People
3.2.1
Efforts should be made to ensure that all communities are aware of the services that are available to older people and the importance of understanding the needs of older people and, perhaps more importantly, the contribution that they can make to society.
3.3
The Contribution of Informal Carers
3.3.1
Informal carers make a tremendous contribution to the wellbeing of their families, friends, neighbourhoods and communities and in fact this is the main level of care for most people. There are a variety of forms of informal care and it will be important to encourage, support and develop all of them– whether it be family caring, simple neighbourliness, or a more structured idea of volunteering. Support from the statutory authorities working together is vital to maintaining this level of informal support.
(see section 5.5).

3.4
Maintaining Independent Living
3.4.1
In order to help people to continue to live for as long as possible in their own homes both social care and the local NHS should give particular attention to:

· Continuing to develop the preventative agenda by promoting positive lifestyle change and reviewing the barriers to older people’s activity  
(see sections 6.3.3, 6.3.4.2). 
· Attending to critical needs in social care, but also attending to those needs that are less obviously acute
(see section 5.2.3.2). 
· Continuing, and spreading more widely, investment in specific preventative services – including, but not limited to, the falls prevention service
(see section 6.3.5). 
· Developing, and  increasing, the use of assistive technology 
(see sections 5.2.2, 6.2.6). 
3.4.2
Independence, choice and dignity of older people should be promoted and maintained by taking steps to increase the take-up of direct payments and personal budgets, with the appropriate support and advice.  
(see sections 5.3, 6.2.3). 
3.4.3
The move towards lifetime homes and neighbourhoods will have a significant part to play in enabling people to continue living at home and careful thought should be given towards how this could best be developed in Oxfordshire 
(see section 7.3). 
3.4.4
Extra care housing is part of the support which is available to more frail older people to enable them to continue living independently for as long as possible and, as such, the development and implementation of the extra care housing strategy should be pursued 
(see section 7.4).

3.4.5
Deteriorating mental health is often a barrier to people managing to live independently, particularly in old age. A significant increase in dementia and depression should be anticipated, although this could be ameliorated by the promotion of good mental health and by working against social isolation 
(see section 6.4).
3.4.6
A model of choice and independent living for older people with learning and physical disabilities needs to be promoted and sustained 
(see sections 8.2.6.4, 8.3.5).
3.5
Partnership Working 
3.5.1
Partnership working between health and social care, and between other agencies (statutory and voluntary), has developed well and is ahead of many other parts of the country. However it will be important to ensure that effective partnership working takes place between all agencies at the level of frontline services as well as at the institutional level 
(see sections 5.4, 6.5).
3.5.2
Joined-up planning will be vital to the development of strategies for responding to the demographic challenge. This is particularly relevant  to housing and to transport; for example, housing plans could and should be linked with relevant plans from other agencies – such as the PCT Health Strategy, the Local Transport Plan, District Council Community Plans and others 
(see sections 7.3.5, 7.4.12, 7.7.8).
3.5.3
Consideration should also be given to broader modes of partnership and linking-in; for example, the County Council could conceivably forge links with organisations such as the SPARC (Strategic Promotion of Ageing Research Capacity) initiative, a showcase for, and a funder of, ‘the latest research findings from design, engineering and biology to all stakeholders in older people’s issues.’
3.6
Access to Services
3.6.1
Access to services is obviously limited if people do not know about them; unmet need could be addressed to a major degree by ensuring that older people are made aware of, and have access to, all of the services and benefits that are available to them (see section 8.4.1).

3.6.2
Specialist advice and advocacy services for older people would be of great benefit in helping older people to access services, and to claim those benefits to which they are entitled. Imaginative provision of such services, for example by using GP surgeries as sites or signposts, could bring them to the attention of a wider group of people 
(see section 8.4.10).
3.6.3
With regard to access, particular note must be made of older people living in rural areas, and older members of Black and Minority Ethnic (BME) communities 
(see sections 5.6.1, 7.7.2, 8.5).

3.7
Continuing the Work; Planning a Conference
3.7.1
To carry the spirit of this document forward, it is proposed that a conference take place, on this topic, in Oxfordshire, in the new year. The conference would take the major themes of this paper as its point of departure, and would be an opportunity for all relevant agencies and bodies – both statutory and voluntary – to come together to discuss the issues in greater detail, and to begin the serious work of planning for the future.  
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BACKGROUND
4.1
To give a sense of general background, this section draws directly from a document commissioned from the Public Health Resource Unit for the review, The Impact of Demographic Changes on Services for Older People in Oxfordshire, and also on data provided by Oxfordshire County Council’s Data Observatory. 
4.2
Population Changes
4.2.1
The population of Oxfordshire is growing:

· An estimated 632,000 people were living in Oxfordshire in 2006.

· The population is projected to grow to 684,600 by 2016 (increase of 8%).

· If this trend continues, there could be 758,000 people living in the county by 2031 (an increase of 20% from 2006).
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4.2.2
This map uses a different data-set (Oxfordshire County Council ward population forecasts 2008), but it does give an idea of the pattern of change:
4.2.3
The population of Oxfordshire is also ageing:
· The number of over 65s will rise by 25%, from 92,700 in 2006 to 116,200 in 2016.

· If this trend continues there will be 154,200 people aged over 65 in 2031 (66% more than in 2006).

· Numbers of the very elderly (85 years plus) are projected to increase by almost 40% by 2016 and by 143% by 2031.

· There will be a greater proportion of older people in the population by 2016, from just under 15% in 2006 to just over 20% in 2031.

· A decrease is projected in the proportion of the population of people of working age, from 54% in 2006 to 48% in 2031.
[image: image32.emf]0

50,000

100,000

150,000

200,000

250,000

300,000

350,000

400,000

Urban > 10k Town and Fringe Village, Hamlet &

Isolated Dwellings

2006 2016

4.2.4
Again, the map uses the Oxfordshire County Council ward population forecasts 2008. But, also again, we can use it to observe a general pattern:
4.2.5
 Urban versus Rural population growth:
(Using Oxfordshire County Council ward level population forecasts 2008 and the Rural and Urban Area Classification 2004, DEFRA)
· 62% of Oxfordshire’s population live in urban wards

· 38% live in town and fringe areas or villages, hamlets and isolated dwellings.

· The town and fringe population is forecast to increase by 8.6% by 2016.

· 7.5% more people are forecast in urban areas between 2006 and 2016.

4.2.6
In Central Government planning, natural change (the rate at which births exceed deaths) is expected to account for half of population growth; the prediction is that the other half (up to 2017, but remaining positive in the longer term) will be made up of positive net migration, which is expected to bolster the working-age population.  

4.2.6.1
Oxfordshire Migration Indicator: National Insurance Number registrations:

· National Insurance Numbers (NINo) are allocated to adult overseas nationals entering the United Kingdom (UK). A NINo is generally required by any overseas national looking to work or claim benefits / tax credits in the UK, including the self employed or students working part time. The figures provide a measure of in-migration (inflow) for adult overseas nationals registering for a NINo, however do not reflect emigration (outflow, i.e. migrants who leave the UK) or the overall migrant population (stock).

· In 2006/07, there were 9,270 NINo registrations in respect of non-UK nationals in Oxfordshire (versus less than 4,000 in 2002/03).

· 30% of NINo registrations in Oxfordshire in 2006/07 were by Polish nationals.

· Between 2004/05 and 2005/06 a sharp increase in the number of NINo allocations is apparent. This coincides with the time when the 8 Accession countries joined the European Union.

4.3
Current Services for Older People
4.3.1
Older people use a wide range of health and social care services which are provided through a variety of routes.

4.3.2
NHS provision includes inpatient hospital care in acute and community hospitals, provision for people with mental health problems, and community and primary health care.  The most common reasons for use of acute hospital beds in older people are fracture of femur, mental health problems (particularly dementia and depression), cardiovascular problems (including heart failure and stroke), and respiratory problems.
4.2.3
Community hospitals can provide rehabilitation and intermediate care for people discharged from acute hospitals, and non-acute care for people admitted from the community.  Activity levels have remained fairly stable although the length of hospital stay appears to be increasing, possibly linked to earlier discharge from acute hospital care. There is wide variation in the capacity of District Nursing services across Oxfordshire, the majority of whose workload is with people aged 65 and over.  Primary health care providers such as GPs, practice nurses and community pharmacists spend a significant proportion of their time and resources caring for older people, but it is impossible to quantify this.

4.2.4
There are currently no data on total NHS expenditure on older people, but Oxfordshire PCT spend about £1,500 per head on inpatient care for people aged 85 and over.

4.2.5
Council-funded services provide a range of care, from preventive services (of which the council invests in a range), through support to older people at home, to residential and care home provision.  

4.2.6
There are an estimated 52,000 carers in Oxfordshire, many of whom will themselves be older people, and the Council invested about £1.4m in carer support services last year.



4.2.7
The Council provides over 3,000 day services places a week, about half of which are directly provided.
4.2.8
Support at home is provided through various services and tends to focus on people with higher level needs. In 2005/6 almost 5,800 older people were supported to live at home. There are plans to expand telecare services (which are technological adaptations to allow people to live at home).  A range of services are available to provide home improvements and minor repairs to help older people remain safe and independent in their own homes, and also to provide adaptations to facilitate the return home from hospital.

4.2.9
There are around 1100 units of rented sheltered accommodation in Oxford City, but data for Oxfordshire as a whole were not available.  However 18 units of extra care housing are provided in Abingdon, with plans for more within Oxfordshire.  

4.2.10
Over the last year, over 8,500 people will have received intermediate care services (which facilitate hospital discharge and help rehabilitation), more than half of which is domiciliary or day care.

4.2.11
There is a pooled budget for all bed based services for older people, for which the Council is lead commissioner. This includes funding for residential, nursing home and continuing care beds.  Data for February 2007 showed that over 1,700 long term care beds were being purchased, about 48% of which were residential care, 45% nursing care and the remainder continuing care. In addition about 100 additional beds were purchased for either transitional care, respite care or intermediate care. The total numbers of beds purchased are reported to be fairly stable. A consultancy report carried out for the Council in 2006 identified a total of 96 care homes with 3,650 registered beds within Oxfordshire. Over 2,000 of the beds can provide nursing care, and about 1,500 care only.  A maximum of 415 of the beds are available for people with dementia.

4.2.12
Current gross Council expenditure on personal social services for older people amounts to over £88 million, about a quarter of which is on nursing care placements, and one-fifth on home care.  The spend is equivalent to just under £1,000 per head of population aged 65 and over.  
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MANAGING FUTURE CARE
5.1 
Introduction
5.1.1 A seminal report by Derek Wanless for the King’s Fund, Securing Good Care For Older People: Taking a Long-Term View [hereafter: Wanless], stated that ‘the aims of social care fall into two broad groups: first, ensuring that people are able to live in safety and to satisfy personal care needs, including feeding, washing, dressing and going to the toilet; second, enhancing well-being and social inclusion, so that older people are able to engage socially, and maintain their self-esteem.’ 

5.1.2 To meet this end, Oxfordshire County Council currently provides or supports the following services: 

· Prevention and assessment services to older people, (6,443 assessments were made in 2006/07). 

· Services and forums for carers (of whom there were an estimated 52,600 in Oxfordshire in 2007).

· Daycare services (with an average of 312 places per day in 2006/07, rising to 373 in 2009/10). 

· Home support (including telecare services, home improvement agencies, etc. This reached 5,706 people in 2005/06).

· Intermediate Care services (330 beds purchased in Oxfordshire in 2005/06).

· Direct Payments (203 people were purchasing their own services in 2007).

· Care Home Support (pooled with the NHS; 1,750 beds were purchased in one month in 2007).

· Respite Care (37 beds were being provided across the county in 2007). 

· Residential care (in 2007, the County had 2,164 beds in the private sector, and 1,486 in the voluntary sector). 

5.1.3 
In 2005/06, the total spend – including residential services – was about one thousand pounds per head of population over 65 years, or a net total cost of about £88 million. 

5.1.4
To give an idea of potential increase, the Wanless report suggests that, assuming that the pattern of social care services and outcomes remain unchanged, the (national) spend will rise by 139% between 2002 and 2026 (note that this is a slightly dated figure, and may be an under-estimate). 

5.1.5
Another figure (also now dated), provided by the Joseph Rowntree Foundation in Future Costs of Long-Term Care for Older People, suggested that ‘long-term care spending in the UK would need to rise by around 315 per cent in real terms between 2000 and 2051, to meet demographic pressures and allow for real rises in care costs, if dependency rates, patterns of care and funding arrangements remain unchanged.’ 




5.1.6
The rest of this chapter concerns those areas that the County Council can start to address the coming gap in care provision. It focuses on:

· Using existing resources more efficiently (5.2).

· Creatively addressing rising cost (5.3).

· The distinction between health care and social care (5.4).

· The importance of carers and the voluntary sector (5.5).

· Potential unmet need (5.6).

5.1.7
The ‘red flags’ in this section are:
· Valuing carers, and involving volunteer organisations.

· Attending to quality-of-life issues.

· Attention to people with less acute care needs.

· Greater use of telecare, by all agencies, and with adequate backup.

· Higher take-up of individual budgets and direct payments, with appropriate advice and support.

· Exploration of equity release, and similar, schemes.

· Ensuring that the partnership ethic is expressed at the level of front-line service provision.

· Addressing unmet need in rural areas and among older members of black and minority ethnic communities.

5.2
Using Existing Resources More Efficiently
5.2.1
Oxfordshire County Council is moving, and should continue to move, largely away from investment in residential facilities, and towards services provided in the home. This is recognised by the Social and Community Services [SCS] Commissioning Strategy, which says, ‘[future] changes will include: a significant reduction by Social and Community Services in the use of registered residential care facilities; an increased investment in care in the home… increasing investment in intermediate care and rehabilitation services to take place in a range of settings in the community and in the service user’s own home.’ 
5.2.1.1
It should be noted, however, that this development does not preclude retaining the possibility of a care home for an individual who wants it, and for whom it is appropriate; the panel felt that the option should still be available, even in the context of the above move. 
5.2.2
As an important element of that strategy, Oxfordshire could, and should, make greater use of assistive technology, particularly telecare, which Age Concern, in The Age Agenda 08, describes as ‘an umbrella term for a range of networked systems used to monitor safety and health at home. Examples include environmental and movement sensors, and specific clinical measurements such as heart rate or blood pressure.’ 

5.2.2.1 Wanless suggests that the value of telecare can include deferring the move to a care home, reducing routine input from carers, speeding up hospital discharge, and helping to maintain a healthy lifestyle. It can also usually be deployed in existing homes. Wanless goes on to argue that ’there is enough evidence now to bring Telecare into the mainstream,’ while the Putting People First concordat between the Local Government Association and Central Government suggests that ‘telecare [should be] viewed as integral, not marginal.’ 
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5.2.2.2 In Oxfordshire, the trend towards telecare usage is very positive, but overall numbers of people using telecare are still quite low, According to The Impact of Demographic Changes on Services for Older People in Oxfordshire, a document commissioned for this review from the Public Health Resource Unit (hereafter: PHRU Document), telecare usage in the County concerned  77 people in 2005/06, 150 in 2006/07, and there were 360 projected for 2007/08. Indeed, the Social and Community Services Commissioning Strategy accepts that ‘Oxfordshire needs to further develop telecare and assistive technology. It is important to stress, however, that telecare should not be viewed as a substitute for human contact.  

5.2.3 A second element of this strategy is investment in prevention services.

5.2.3.1
Speaking about Social and Community Services, one expert witness told the panel that (this is a paraphrase) ‘Adult Social Care could make some efficiency savings [and/or] effect some reduction in demand for healthcare via health promotion and ill-health prevention e.g. in obesity and smoking prevention programmes or a Falls Programme (to strengthen muscles).’ In a separate contribution, another witness commented that [this is also a paraphrase] ‘one element of the way forward for the County is to promote health prevention.’ 

5.2.3.2 A move towards prevention is also supported by the Local Government Association, central Government, Age Concern, and the Wanless report, which notes, significantly, that ‘for people with low levels of need, there is some evidence that social care, often provided in the community, can delay the use of more intensive services such as nursing home care…However, the recent trend in service provision is a move away from relatively ‘low-level’ services towards more intensive ones.’ 

5.2.3.3 Indeed, the panel were informed of the possibility that ‘at the moment care is available for those believed to be critical or in substantial need [and] the latter could be taken out. Hants did this but later rescinded it and West Berks are currently in the process of doing it.’ 

5.2.3.4 Social and Community Services do provide ‘advice, information and signposting to a range of preventative services’ to those in moderate need, but it is important that sufficient resources are targeted at a meaningful prevention programme, so that today’s  moderate need does not (necessarily) become tomorrow’s critical case.  This is recognised in the SCS Commissioning Strategy.

5.3 
Creatively Addressing Future Cost
5.3.1
The older people of tomorrow may have different expectations than their contemporary counterparts; they may also be more open to different funding schemes. 
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5.3.2
Wanless notes that ‘the so-called baby-boomers (born 1945–54) are likely to present a cohort of more demanding social care users in the future, strongly objecting to age discrimination and insisting on greater choice and quality,’ while the charity, Counsel and Care, in its paper, A Charter for Change: Reforming Care and Support for Older People, their Families and Carers,  comments that ‘other evidence shows that new generations of older people – the “baby boomers” of the 1960s – are likely to be both more demanding of the services they receive and less tolerant of the way the funding system works than their parents and grandparents have been. Their individualism and liberalism means the “consumer” is replacing the “service user” and that is likely to have lasting implications for service provision and funding.’ 

5.3.3
On the condition that appropriate levels of specialist advice and support are available, the use of direct payments and personal budgets should be encouraged; in 2007, 203 people were in receipt of direct payments. Putting People First, a paper co-produced by Central Government and the Local Government Association, suggests that services-users will ‘increasingly shape and commission their own services.’ In What Older People Want From Community Health and Social Care Services, Age Concern argues that people will come to expect services that are ‘personal and holistic.’ 

5.3.3.1
Further use of direct payments and personal budgets should lead to greater efficiency in spending as well as increasing choice. They enable the substitution of some services that are routine, centrally-mandated and not necessarily required by everyone, by services that are occasional and idiosyncratic, but that can have a significant impact for their commissioner. 

5.3.4 The Caring Choices group, a coalition of 15 organisations across the caring spectrum (including the Local Government Association, the NHS Confederation, the Social Care Institute for Excellence and Age Concern), produced a survey document, Future Care Funding, in January this year, which found that ‘just over three-quarters [of the participants who took part in their events] also agreed that individuals should make a contribution to the cost of their own care, rather than expecting the state to pay for everything.’ 

5.3.4.1 They also found that ‘most participants were in favour of the idea that the state should support schemes, such as equity release, that help to unlock private resources.’ Though the potential ‘significant downsides’ (Wanless) to such schemes must be borne in mind, Oxfordshire County Council may want to consider, and while retaining attention to the attendant risk, supporting the use of thoroughly vetted, reliable and good value equity release schemes, among those who have the resources to take advantage of them, and are comfortable in so doing. 
5.3.4.2 However, Wanless does also note that: ‘there is a significant minority of the population for whom a mostly privately funded system – in the form of out-of-pocket payments, long-term care insurance or home equity release schemes – would in practice mean inadequate care.’ 

5.4
Addressing the Distinction between Health and Care Services
5.4.1
It is widely noted, in many areas, that the distinction between free services provided by the NHS and those means-tested services provided by local authorities strikes many people as both arbitrary and unfair, even as ‘health and social care remain poles apart’ (A Charter for Change, Counsel & Care). 

5.4.1.1
To give a sense of the confusion, here are some definitions from the Caring Choices document, Future Care Funding: ‘Long-term care refers to care given  to someone on a continuous basis due to a physical or mental condition. Some of this comes under health care, including nursing care. Social care helps people with everyday living, in ways other than through nursing care. This includes personal care: help for individuals to carry out essential daily activities, involving physical contact (such as eating and washing), but arguably also including basic aspects of living such as cooking. Other forms of social care include: domestic help, such as cleaning and shopping. Little wonder that ‘labels attached to different kinds of care by the system were felt by many participants to be artificial, drawing unnecessary distinctions between people who share a common need.’ 
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5.4.2
It may be that what is required, here, is clarity, in the first instance; ongoing resentments suggest that this is not in place. Given that, in a piece of qualitative research conducted for Age Concern, Who Should Pay for Care? Paying for Care in Later Life, ‘one participant dealing with both the NHS and social services felt like piggy in the middle with neither wanting to take on the responsibility for funding’ it needs to be ensured that all partners are contributing to services in a transparent and meaningful fashion, and also that the different responsibilities strike service-users as being both fair and comprehensible. 

5.4.2.1
This would also fit with the Department of Health’s National Services Framework for Older People, which has an aim of ‘ensur[ing] that older people are treated as individuals and [that] they receive appropriate and timely packages of care which meet their needs as individuals, regardless of health and social services boundaries’

5.4.3 In a meeting that the review panel conducted with members of the Patient and Public Involvement Forum, it was commented that ‘over the last 4 years SCS and Health had begun to work together. However, that was at a very senior level, and there ought to be much closer work at the coal face. The community nurses, for example, have no common place to meet to discuss patients.’ 

5.4.3.1 `This view was echoed by service users in the Age Concern survey, What Older People Want from Community Health and Social Care Services, which recommended ‘joining up health and social care at the point of service delivery so that an older person or carer has one point of call.’ It may be that ensuring partnership at an institutional level is not enough, and that it needs to be emphasised at the level of front-line service provision. And it may be that the partners need to come together to ensure emphasis at this level.

5.4.4 Under the terms of the Government’s recent Comprehensive Spending Review, a green paper on the future of care funding is expected by the end of this year. Writing for the website of The Guardian last year, Niall Dickson, Chief Executive of the King’s Fund, said that, ‘hidden in Tuesday's spending review was a major announcement on the future of long-term care. The result could change the lives of millions of older and disabled people and their carers. The government has signaled that there is an opportunity to reform the means-tested system for social and long-term care. It is a system widely acknowledged to be unfair and unsustainable - the fact that ministers have committed themselves to a major public consultation and a green paper will be the cause of much relief and rejoicing among those who have long campaigned for change.’ However, experts quoted in the same paper have recently speculated that the current financial situation may change this. 
5.5
Harnessing the Power of Informal Care
5.5.1
In Carers at the Heart of 21st-Century Families and Communities, the Government defines a carer as a person who ‘spends a significant proportion of their life providing unpaid support to family or potentially friends’. 

5.5.2
Wanless points out that, in particular, ‘the care of older people relies heavily on informal carers. There were around 5.8 million carers in England in 2000, between 3.4 million and 4 million of whom were providing care to people aged 65 and over…Older people themselves supply a disproportionate amount of informal care.’ 



5.5.3
The Carers UK assessment, Valuing Carers, estimates that replacing informal carers would cost the Government £87 billion annually (more than the entire annual cost of the NHS). They estimate the total potential cost in Oxfordshire at £661 million.  
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5.5.4
As per the 2008 draft Oxfordshire Carers Strategy, ‘in 2001 there were a total of 53,455 unpaid Carers in Oxfordshire, almost 9% of the population…In rural areas, the proportion of unpaid Carers grows to 9.8% …the IPC [Institute of Public Care] estimated that there will be 56,000 Carers in Oxfordshire in 2009, a rise of 6% from 2001, in line with projected population increases. The greatest increase in the number of unpaid Carers is estimated to be in the 55-64 age group. It anticipated by 2029 there will be 64,035 people identifying themselves as Carers. However, as there are inherent difficulties identifying Carers, numbers are likely to be considerably underestimated.’

5.5.5
Nationally, this contribution is not always valued and supported as much as it should be. Although it is a Government aim that ‘the needs of carers must, over the next 10 years, be elevated to the centre of family policy and receive the recognition and status they deserve’ (Carers at the Heart of 21st-Century Families and Communities), the Caring Choices group concluded from their discussion events that ‘there was an overwhelming view, often strongly expressed, that the current levels of support, financial and otherwise, for unpaid carers is totally inadequate.’ 

5.5.6
Nevertheless, in Oxfordshire, SCS are very aware of the contribution of carers, and provide a range of services to adult carers, including assessments, training, information, direct payments, breaks (through care coming into the home), the provision of free-to-access carers’ centres and a carers’ forum. Oxfordshire County Council direct funding amounts to £1,959,000 for services, breaks and support, with a further £605,000 secured from the budget settlement; it also core funds the carers’ centres and forum. Additional funds come from the PCT and Central Government. 

5.5.6.1
According to the Oxfordshire Carers’ Strategy, Social and Community Services’ priorities for 2009-2012 are to continue their commitment to providing breaks to carers, giving them information, looking out for their emotional and physical health, helping with access to work and training, ensuring their services are carer-led, and ensuring that they are equitable. 

5.5.7
Nonetheless, it is worth asking whether or not anything else can be done to make sure that carers feel like valued and esteemed members of the community, that they are completely sure that there is a strong commitment to their wellbeing from the County Council and key partners, and also that the contribution of the caring role is widely recognised by the public at large. Well-publicised carer-celebration events may be worth considering, for example, as may be the appointment of a Carers’ Champion. Given the value provided by carers, and the size of the burden they assume, it might also be worth conducting a review of the amount and proportion of funds spent on carers’ services, particularly as a ratio of spending on health care, and also as a function of the cost-saving that carers’ provide. 

5.5.8
It should also be remembered that the demographic challenge doesn’t just require the maintenance and support of existing carers, but will rely upon more and more people assuming some sort of caring role in the future. How can more people be encouraged into that role? How can the public status of caring be increased? Both Local and Central Government are engaged in this process by, for example, formally regarding the carer as an expert care partner, but we should nonetheless ask whether or not there are any further innovations that can be promoted within the county. 



5.5.9
As noted above, older people themselves provide a great deal of care; in their Age Agenda 2008: Public Policy and Older People, Age Concern put the value of unpaid care provided by the over-65s at £15 billion nationally. Oxfordshire County Council may wish to start making a distinction, for caring purposes, between the ‘young’ and ‘old‘ old, and try to foster a sense of mutual obligation between the generations – in which a ‘younger’ older person may become a provider of care, secure in the knowledge that they, in turn, will receive care as and when they need it in the future. 

5.5.10
The future will surely also require greater input from the broader voluntary sector. In an interview with the review panel, Oxford Community and Voluntary Action stated that ‘it would be appropriate for statutory organisations such as OCC to recognise that making funding available for voluntary coordinators provides good value for money’ and when asked if they felt there was anything else that the County Council could do, asked for ‘more funding, more consultation at the commissioning stage, more dialogue with voluntary organisations to identify what is wanted. This way services would provide what people want, and voluntary and community organisations can buy into these ideas and bid to provide the services.’ 

5.5.10.1In her report on Volunteering in the Public Services, Baroness Neuberger advocated just such ‘mainstreaming’ and integration of volunteers, and of volunteering agencies. A representative from Age Concern, also interview by the panel, pointed out that many people would feel less of a stigma in receiving help from voluntary organisations, and we might surmise, therefore, that their input would be broadly welcomed by service users.   

5.5.11
The County Council should also recognise that not all care is, necessarily, “care,” and that it is important to recognise and encourage low-level daily instances of entirely informal, spontaneous care – such as a younger person helping an older person carry their shopping home, or mowing the older person’s lawn while mowing their own – which is often provided as a simple, and reciprocal, by-product of neighbourliness or friendliness. It will be worth thinking creatively about how such acts can be encouraged; it is certainly, at least partly, a function of planning and housing, discussed elsewhere in this report. 

5.6
 Unmet Need 
5.6.1
 Despite the growth in numbers of older people, the County Council will still need to remember that there is a great deal of unmet need – and this still needs to be sought out, and addressed where found. The Social Care Institute for Excellence report, Obstacles to Using and Providing Rural Social Care, for example, pointed to ‘the comparative disadvantage that some rural people experience in regard to welfare services, education, employment, income, and life chances generally,’ while the survey, Beyond the Immediate, (which focused on Wiltshire), speaks about the need to (among other things) ‘create a greater sense of community within villages and neighbourhoods (and bridge the generation gap).’ There should be a recognition that the effects of demographic change may be particularly acute among older people in rural areas, and there should be a commitment to ensuring that adequate services are available. 

5.6.2
It is also likely that there is unmet need among older members of minority ethnic communities. A 2005 Social and Healthcare Scrutiny Review of Older People’s Needs Assessments with Particular Reference to Minority Ethnic Groups pointed out that ‘the numbers of older people from minority ethnic groups is relatively small, which presents real problems in ensuring adequate availability of culturally specific services’ and recommended, among other things, that the executive ‘explore a better general approach for reaching out to minority ethnic communities through the production of a much broader, multi-faceted strategy rather than relying exclusively on Community Development workers.’ Given that an important aspect of demographic change is that the number of older people from minority ethnic communities will rise significantly, it should be established whether or not this has been done, or is being done. This issue is discussed more fully in the chapter on ‘Other Issues.’ . 

5.6.3 Another aspect of unmet need concerns the provision of care that doesn’t obviously look like ‘care’ – that is, in addressing quality of life issues that, in themselves, may seem quite minor, but that add up to a significant aspect of many  older peoples’ lives. 

5.6.3.1 Much of this has to do with making sure that people have company and the opportunities for company, and also that have easy access to a rnage of community and leisure facilities. The Age Concern report, What Older People Want, says: ‘As was pointed out by one older person living alone with a mobility problem, she hugely appreciated the stair rail that was installed in her home when she needed it. But what she would like more than anything else is someone to talk to. For her, social care means seeing more than one person for more than ten minutes each week.’ Age Concern repeated this emphasis in another document, Who Should Pay For Care, noting that ‘Older participants considered the ‘social’ elements of personal care (regular visits ideally from ‘a familiar face’, providing company and conversation, listening, etc) crucial to maintaining quality of life and therefore 
crucial to maintaining life itself.’ 
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5.6.3.2 There is local anecdotal evidence of this too. Other expert witnesses related to Social and Community Services suggested that (this is a paraphrase) ‘many people will not have a social care need but may need social stimulation or company within their own community. The feedback from the FSR [Fundamental Services Review] was that people tend to go to their day service centre for the company most of all. Communities can provide company and a hot meal.’ 

5.6.3.3 These kinds of small quality of life issues – the need for company, leisure and cultural facilities – should not be left aside as we prepare for demographic change; together, they can make a tremendous difference to people’s lives, and, if ignored, will create a significant degree of unmet need in the future. 

6.0 
PROMOTING GOOD HEALTH AND MENTAL HEALTH
6.1 Introduction

6.1.1
While Oxfordshire County Council’s remit has traditionally extended only so far as those services which come under the aegis of Social and Community Services (SCS), primary health care services for older people in Oxfordshire are commissioned by the Oxfordshire Primary Care Trust (PCT). 

6.1.2
Throughout the County there are three acute hospitals, nine community hospitals, various continuing care facilities, and a host of general practitioners and community nurses. Service providers include the PCT itself, the Oxford Radcliffe Hospitals NHS Trust and the Nuffield Orthopaedic Centre NHS Trust.. Mental health services to the over 65s, meanwhile, are provided by Oxfordshire and Buckinghamshire Mental Health Partnership NHS Trust (OBMHT), while services for people with learning difficulties are provided by the Ridgeway Trust.

6.1.3
As the demographic picture changes, and home-based care, prevention, management, and partnership become central elements of future health provision, the County Council will have an important role to play in promoting and maintaining good health, and good mental health, for older people in the County. 

6.1.4 In the report, Impact of Demographic Changes on Services for Older People in Oxfordshire, the Public Health Resources Unit suggests that ‘significant numbers of the additional older people in the population will suffer ill-health or disability,’ and also that ‘a number of health conditions will be responsible for high levels of ill-health and disability among older people. These include dementia, stroke, heart disease, falls and arthritis.  For example, if patterns of population health remain the same as they are today, the numbers of people aged 65 and over with dementia are expected to rise by more than 60% to over 48,000 in Oxfordshire by 2029.’ 
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6.1.5 However, the report also notes that ‘these numbers could be reduced by effective preventive interventions such as comprehensive falls prevention services, flu immunisation, and prevention of cardiovascular disease, together with promoting healthy lifestyles and physical activity for older people.’

6.1.6
The Oxfordshire PCT Strategy 2007-2013 also notes that ‘an increase in the numbers of people who are in what is normally a less-healthy and more dependent period of their life will increase demand on the NHS,’ and also that ‘the number of over 85s living in Oxfordshire will increase by 126% (approximately 14,000 individuals) by 2029 - and we know that not only is per capita health spend highest in this age group, but some of that spend is avoidable or could deliver better health outcomes.’

6.1.7
In the Director of Public Health (DPH) for Oxfordshire’s Annual Report II, this theme is repeated: ‘the economic impact on services will be severe,’ it is suggested, and so ‘it is critical that we agree a model for promoting independence and preventing ill health community by community, rural and urban, across Oxfordshire. We need to find a way to let a thousand flowers bloom within a clear framework - and we need to show whether it is effective, affordable and sustainable. Turning this around, we need to find a way of assisting our citizens to stay independent and healthy for longer that really works.’
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6.1.8
In the terms laid out by these three reports and strategy documents, Oxfordshire County Council, though it does not have a direct role in the provision of frontline primary care services, has, nonetheless, a significant role to play in preparing for, and reducing, the impact of demographic change on the County’s health services. 

6.1.9 The rest of this chapter concerns four strategies for the assumption of this role:

· Independence and Management in the Home (6.2)

· Taking Simple Preventative Measures (6.3).

· Reducing the Impact of Dementia and Depression (6.4).

· Engaging in effective partnership with Oxfordshire PCT (6.5).

6.1.10
The ‘red flags’ in this section are:
· Encouraging people to take charge of their own health.

· Helping older people to be more active.

· Starting a mental health promotion programme specifically aimed at older people.

· Tackling social isolation.

· Prioritising Falls Prevention.

· Promoting lifelong learning, including for leisure and pleasure.

· Increasing the use of direct payments, with appropriate levels of advice and support.

· Using technology to allow more people be treated at home.

· Ironing out the kinks in the partnership chain.

6.2
Independence, and Management in the Home
6.2.1
The NHS Annual Report 2006/07 points out that ‘we have to face up to the challenge of promoting health, preventing illness and supporting independence to meet the needs of an active and ageing population.’ And this is certainly the goal of the Council’s regional partners, too: for example, it is an aim of the Oxfordshire PCT Strategy that ‘the older person can make proactive choice in their care,’ while the South-East England Health Strategy argues that ‘organisations across the South-East need to work together in a partnership which places the older person at the centre of services, based on an ethos that promotes independence, choice, dignity and respect.’ 

6.2.2 What can the council do to help older people take ownership of their health needs, and to make independent choices about their care? Partly, this requires a cultural change that doesn’t view dependence as an inevitable consequence of ageing. But it also has concrete solutions: for example, the Local Area Agreement has, as a goal, to ‘enhance the independence and quality of life for older people and vulnerable people to sustain healthy living,’ partly by ‘increas[ing] by March 2009 the number of older people receiving direct payments to 150 per 100,000 adult population from a predicted baseline of 90 per 100,000 in 2005/06.’ 

6.2.3 As discussed in Chapter 5, direct payments are certainly one part of the answer, but the Council has to ask what other changes it can make to promote an image of choice-making, independent older people (where appropriate). 
6.2.4
One way of doing this, certainly will be to aid in the delivery of health interventions to the home. The panel were consistently told that this move should be developed, to encourage independence and to prevent institutionalisation: a witness from Adult Social Care, for example, told the panel that ‘we are trying to push people in the direction of home rather than going to the community hospitals, where there is a danger of becoming ‘institutionalised.’’ Another witness from Oxfordshire Primary care Trust (PCT), said that, ‘if an older person remains in an institution for too long, h/she gets confused and loses their confidence. From a clinical point of view, if a home loses the risk of infection etc – acute care could be given where needed.’ This was also a finding of Age Concern Wiltshire’s Beyond the Immediate survey, which found that, ‘if unable to manage 87% [of older people] would prefer to stay in their own home with support.’
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6.2.5 
However, this agenda may not be being pushed as much as it might be: a witness from the Public Health Resources Unit pointed out to the panel that, ‘at the moment we are getting patients being shunted backwards and forwards. We must consider how we assist them in managing at home,’ and another witness from the PCT told the panel that ‘we want to spend less on acute care and manage more people at home than in A&E - measured against Hampshire, Berkshire and Buckinghamshire we measure in the middle.’ 

6.2.6

Thus, one issue that the Council needs to examine is: what needs to be done to allow more people to receive healthcare at home? And how can this be done without inadvertently isolating people?

6.2.7
Technology is certainly an important part of the answer. In his most recent Annual Report, the Chief Executive of the NHS claimed that ‘technology is…rapidly changing our ability to treat more and more people with conditions like diabetes out of hospital and closer to their own homes, helping to reduce the average length of stay in hospitals from 8.2 days in 2000/01 to 6.6 days in 2005/06 – that’s nearly a 20 per cent fall in five years, by changing the way we work…Developments in IT offer opportunities for information sharing, decision support, remote diagnosis and treatment.’ And in his next-stage review of the NHS, High-Quality care For All, Lord Darzi suggests that ‘in future, the NHS will not be confined to hospitals, health centres or GP surgeries but will be available online and in people’s homes, whilst the most specialist care will be concentrated to allow excellence to flourish.’ 




6.2.7.1
In this light, and given that it is a goal of the Oxfordshire PCT that ‘health care…be delivered as close to the patients’ homes as is practical and where possible within their home,’ and also assuming that care in the home is at least partly conditional on technology, then there must be a role for the council in ensuring that the technology is actually available to older people, that they can use it, and that  they are confident in using it. Do most older people have access to high-speed internet connections, for instance? Is the local infrastructure in place to allow this to happen? And is there an adequate IT training service aimed at the older population? The Council should seek to answer these questions, and address any gaps that are identified.  

6.3
Taking Simple Preventative Measures
6.3.1 Certainly under the broad rubric of prevention, Oxfordshire County Council can play a significant role in promoting and instituting relatively small-scale measures, that can, nonetheless, have a significant impact on the general health of the older population. 

6.3.2 As the Oxfordshire Director of Public Health notes in his most recent Annual Report, ‘common conditions in the elderly such as heart disease, stroke and hip fracture are amenable to preventative action.’ Similarly, in his next-stage National Health Service, High-Quality Care For All, Lord Darzi noted that ‘the NHS has a responsibility to promote good health as well as tackle illness,’ and also that ‘achieving this goal requires the NHS to work in partnership with the many other agencies that also seek to promote health.’ And the Oxfordshire Primary Care Trust Strategy also suggests that ‘there is likely to be a big increase in demand for general medical, rehabilitation and old age psychiatry services if preventative and early intervention action is not taken across the whole local health and social care system.' 

6.3.3
One area where the County Council can take a lead is in the promotion of lifestyle changes; the PHRU document points out that ‘there is good evidence that health promotion activities among older people can bring about significant improvements in health, independence and wellbeing.’ 
6.3.3.1
An expert witness told the panel that ‘the proportion of NHS costs dedicated to care in the last year of life can be reduced by 25% by helping people to be thinner, stop smoking, reduce their alcohol intake, be fitter and move house sensibly.’ They went on to note that ‘we now have the knowledge and technique, as long as there is investment in this kind of help.’ Smoking and high blood pressure, for example, are significant risk factors for cardiovascular problems, such as stroke, which are among the most common reasons that older people require treatment in acute hospitals. 

6.3.3.2
So the Council should consider whether or not is investing sufficiently in the promotion of healthy lifestyle changes among the older population. 

6.3.4
A second important preventative measure is, not just encouraging, but consciously enabling, older people to stay active and keep fit. 

6.3.4.1
Age Concern’s Age Agenda 2008 suggests that ‘only 21% of men and 16% of women aged 65-74 are physically active at the level which is recommended to maintain good health.’ This is despite the fact that, according to the South-East England Health Strategy, ‘there is clear evidence that increasing physical activity levels among older people can result [in] a range of benefits including reducing the number of falls, increased self-confidence, reducing social isolation and mild depression.’ 

6.3.4.2 It would therefore be worth the Council’s investment to establish how many older people in the county are relatively inactive, and what the barriers are to that activity: it may be a question of self-confidence, or it may be to do with a more general sense of security in the environment. Age Concern, for example, suggest that ‘many [older people] are reluctant to go out because of fears of falling, traffic or the anti-social behaviour of others.’ Either way, it seems that a commitment to making sure that older people are confident enough to be active in their daily lives would be a worthwhile investment.

6.3.5
Falls prevention should be another focus. The Department of Health’s National Services Framework for Older People makes the case for falls prevention being one of its key interventions: ‘this includes both public health strategies to reduce the incidence of falls in the population and the identification, assessment and prevention measures taken for those at most risk of falling.’ 

6.3.5.1
An expert witness on falls prevention told the  panel that ‘one third of those over the age of 65 will fall once per year. This rises to 60% for the over 80’s’.’ This is significant in terms of its immediate effect – remembering that, according to the PHRU document, ‘fracture of femur has accounted for the most bed days for older people in each of the last three years.’  

6.3.5.2
Falling also has knock-on effects for older people’s health and quality of life, as confidence is affected: the same witness went on to point out that ‘often the first fall will happen outside, which will result in [the older person] not going out of their home.’ The witness suggested that engaging in falls prevention among older people boosts confidence, pointing out that the Falls Prevention Service ‘go out to many community groups and day centres and try to focus on confidence. This is measured at the beginning and at the end (to see if there are any improvements) and a balance score is then taken. There is a measured, significant improvement in their confidence.’ 
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6.3.5.3
However, it should be noted, in passing, that it came to the panel’s attention that there was some evidence that falls prevention is not entirely effective: for example, a meta-analysis by Gates et al. in the British Medical Journal ‘found little evidence to support the effectiveness of multifactorial interventions to prevent falls and injuries in older people in community and emergency care settings.’ However, it may be prudent to use this conclusion not to abandon a strategy of falls prevention within the county, but, instead, to not necessarily assume, without evidence to that fact, that the strategy is working. This conclusion might also be used to take steps to see whether the strategy is as effective as hoped, and, if not, to see what can be done about improving it. 

6.3.5.4
However, effectiveness should be measured in terms of, not only reducing falls (which was the measure that Gates et al. used), but also in building confidence and in encouraging activity among older people.

6.4 Reducing the Impact of Dementia and Depression

6.4.1 The county needs to anticipate a serious increase in cases of both dementia and depression. 

6.4.2 According to Oxfordshire PCT’s Mental Health Needs Assessment of Older People in Oxfordshire, depression and dementia are the 2nd and 6th most important contributors to acute inpatient bed-days among older people in the County, while the PHRU Document points out that ‘unspecified dementia and depressive episodes have accounted for by far the highest number of admissions to OBMHT over the last five years.’ 

6.4.3 On depression, Age Concern’s Promoting Mental Health and Wellbeing in Later Life claims that it is ‘the most common mental health problem in later life. There are currently up to 2.4 million older people with depression severe enough to impair quality of life. This number will increase to at least 3.1 million over the next 15 years, unless action is taken.’  It is also reasonable to assume that there is a significant level of undetected depression.
6.4.4 On dementia, the Department of Health’s Transforming the Quality of Dementia Care says that ‘there are approximately 570,000 people with dementia in England…The Dementia UK report estimates the cost of dementia for the UK as a whole to be about £17 billion per year, and projects that the number of people with dementia will double to 1.4 million in the next 30 years.’ 

6.4.5 Moreover, the National Services Framework for Older People points out that ‘under-detection of mental illness in older people is widespread, due to the nature of the symptoms and the fact that many older people live alone.

6.4.6 Care for older people with mental health problems in Oxfordshire is largely provided by the Oxfordshire and Buckinghamshire Mental Health trust (OBMHT), and they will spend about £8 million this year delivering services to older people. These services include both inpatient facilities and dedicated community teams, liaison nurses, a crisis service in which age is not a barrier to access, and also a contribution to the County Council’s day-service centres.

6.4.7
Even allowing for the existence of this service, the Council should consider how it can help to ameliorate the contributing factors to mental illness that fall within its remit: in Promoting Mental Health and Wellbeing in Later Life, Age Concern suggest that ‘the majority of the changes that older people identify as important to their mental health and well-being can most effectively be addressed by activities at the local, community level. Local authorities and the NHS, voluntary organisations, commercial and business representatives, faith and other community groups can collaborate in the development of healthy ageing programmes which explicitly promote mental health and well-being.’ 

6.4.8
On that note, in their October 2007 document, Mental Health Needs Assessment of Older People in Oxfordshire, the PCT pointed out that there is currently (i.e., as of October 2007), no mental health promotion programme for older people in the County. If indeed there is still no such programme, and in light of the figures above, the Council should work with the Primary Care Trust to start one, and also consider the appointment of a champion specifically for older people’s mental health 

6.4.9
With regard to specific contributory factors, social isolation is certainly a significant risk factor for mental health problems, yet in Living Well in Later Life, their Review of Progress Against the National Services Framework for Older People, the Commission for Healthcare Audit and Inspection said that they ‘found little evidence that communities were developing systematic ways of tackling loneliness and social exclusion among older people in order to promote good mental health.’ Preventing social isolation is a long-term issue to do with planning (see the relevant section of this report), but it is also an immediate issue to do with day-services – and also less formal routes for older people to be actively involved in the day-today lives of their communities. The council should consider whether it is doing enough to combat isolation among older people, particularly in rural parts of the County. 
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6.4.10
Another contributing factor, according to Age Concern in Promoting Mental Health and Wellbeing in Later Life,  involves perceiving that your views don’t matter. They propose that the community ‘recognise the skills and knowledge that older people have to contribute and provide opportunities for older people to share these with people of all ages’ by, for instance, promoting lifelong learning among older people, and providing community opportunities for older adult learning (and, indeed, teaching). 

6.4.11
Is also important not to view these kinds of health problems as inevitable and/or untreatable: the National Services Framework for Older People suggests that ‘mental health problems may be perceived by older people and their families, as well as by professionals, as an inevitable consequence of ageing, and not as health problems which will respond to treatment.’ This can affect early recognition of the problem, and can lead to people struggling, unaided, with conditions that can be treated. The council might have a role in making sure that older people, and their friends and families, treat the early signs of mental health problems seriously, and that they pursue advice and treatment (again, under the rubric of a mental health promotion programme). 

6.5
Engaging in Effective Partnership with Oxfordshire PCT
6.5.1
‘Strengthening working in partnership’ is one of the major recommendations of the Audit Commission’s Living Well in Later Life document, which says that ‘the effectiveness of partnership arrangements for services for older people is improving. However, partner organisations should ensure that partnerships have robust governance arrangements with clear lines of accountability, in line with the Local Government Act, 2000.’ 

6.5.2
The Local Area Agreement 2006/09: Working Together for a Better Oxfordshire, underlines this commitment with a declaration that ‘we will work in partnership to develop a countywide public health strategy that links across local government and the NHS, ’ while, in the section of its Strategy document titled ‘a better deal for older people,’ Oxfordshire PCT commits itself to ensuring that 'the health needs of this population group are met through effective partnership working between primary care, secondary care, mental health services, the voluntary sector and social care.’ 
6.5.3

The South-East England Health Strategy also notes that ‘unless the health of the population continues to improve, caring services will experience unprecedented demand for services.’ Thus, it is very much in the council’s interest to significantly reduce the impact on care services by continuing to making a strenuous effort to work in tandem with the Oxfordshire PCT. 

6.5.3
There are indications that this shared commitment is widely recognised, and that it is being realised in the County: in his most recent Annual Report, the Director of Public Health noted that ‘three key strategies were aligned much more closely during 2007-8. These were the strategies of the County Council, the PCT and the Sustainable Community Strategy, hosted by the Oxfordshire Partnership. This is clear evidence of strengthening joint work.’ 




6.5.4
One expert witness told the panel that ‘the relationship between Health and Social Services in Oxfordshire is the envy of many counties – it is the best relationship in the South Central region,’ while another said that ‘we cannot fault the partnership working between the voluntary services, OCC and ORH (although that witness did go on to note that ‘there are obstructions’). During another interview, a group of expert witnesses agreed from the outset that ‘that there was symmetry between Health and Social Care in that the people who each cared for fell within the age boundaries for chronic health. However, each other’s approach had been fragmented and was separate – it was an important driver to get it right.’ One commented that ‘they were moving to a more collaborative arena, rather than being exclusive. For example, funding was available via LAA’s and  the community partnerships.’ 

6.5.5
The creation of the Health and Wellbeing partnership, though not exclusively aimed at older people, has been another positive development. 

6.5.6
This positive evidence is mostly at the institutional level, however; we need to also be sure that the ethic of partnership informs the day-to-day grassroots operations of the various partners; in her interview with the panel, for instance, one witness with a stake in the area noted that there were sometimes difficulties getting staff to be allowed time off for training for their joint service. It may be useful to establish some central point for ironing out these breaks in the chain – which will be a disjointing and discouraging experience for the patient, client or staff member, whatever the commitment to partnership at a higher level. 

7.0
CREATING NEW CRITERIA FOR HOUSING, PLANNING AND TRANSPORT
7.1
Introduction
7.2
Attention to issues of housing, planning and transport may be the single most important aspect of this review; nevertheless, it is difficult to get a grasp of their implications, specifically in relation to older people, over the long term.

7.2.1
As discussed in the earlier chapter (5) on Managing Future Care, the County Council provides nearly 3,000 day services places a week, about half of which are directly provided. Support at home is provided through various services and tends to focus on people with higher level needs.  In 2005/6 more than 5,800 older people were supported to live at home. 
7.2.2
At this stage last year, the County Council indicated that it planned to expand its telecare services (please refer to Chapter 5, section 2, on using existing resources more efficiently for a description of these services).  A range of services is also available to provide home improvements and minor repairs to help older people remain safe and independent in their own homes, and also to provide adaptations to facilitate return home from hospital.

7.2.3
Although the panel did not have complete data for Oxfordshire as a whole available at that time, we know that there are, for instance, around 1,100 units of rented sheltered accommodation in Oxford City,18 units of extra care housing in Abingdon and an un-quantified number of sheltered housing units in South Oxfordshire, although 25 of them are unoccupied.  

7.2.4
In 2001, areas of Burford, Witney, Wantage, Appleton and Cumnor, North Hinksey and Wytham, Henley and Wheatley had higher rates of residents over the age of 75, a distribution that was influenced by location of care homes for the elderly. Rural areas of Oxfordshire generally tend to have higher proportions of older people.  

7.2.5
The Panel have had access to a range of statistics including that between 2006 and 2031 Oxfordshire’s total population is expected to grow by 20% with over 85s expected to grow by 40 % by 2016 and 143 % by 2031. 

7.2.6
The rest of this chapter discusses those problems and areas that the County Council, its partners and other agencies need to address in respect of housing, planning and transport (infrastructure), and their relationship to the challenges presented by an ageing population in Oxfordshire. It focuses on:

· Developing the move towards lifetime homes and lifetime neighbourhoods.

· Implementing Oxfordshire County Council’s Extra Care Housing  [ECH] Strategy.

· Considering, as per Oxford City Council’s model, a “mapping” exercise that would join housing development to service provision.

· Attending to the needs and expectations and opportunities for older people, in the future, with regard to their own housing.

· Ensuring that the level of transport position allows older people to lead active, independent lives in their communities, and beyond
· Focusing on community-led planning
7.2.7
The ‘red flags’ in this section are:
· Making choice a major priority. 

· Allowing for the increased expectations of the ‘baby boom’ generation.

· Recognising the relevance of the concept of ‘affordable homes’ for older people.

· Making maps that link housing to transport links, shops and recreation facilities.

· Noting the relative scarcity of explicit reference to older people in major housing and transport planning documents.  

· Making sure the next local transport plan takes account of demographic change, and of the needs of older people.

· Taking account of, and running in conjunction with, other agencies’ strategies, where relevant.

· Stressing the importance of a  multi-agency approach to Extra Care Housing, and the need for joined-up planning.
· Using  community-led planning and ‘place-shaping’ initiatives to address older people’s needs.
7.3
Developing the move towards lifetime homes and lifetime neighbourhoods
7.3.1
The concepts of lifetime homes and lifetime neighbourhoods include, for example, encouraging design that allows a house to age with an occupant, so that older people can stay independent in their own homes for as long as possible, living securely in well-planned, diverse neighbourhoods.

7.3.2
The thrust of the evidence gathered is indicative that planning for future service provision will need to take into account principles such as providing greater independence and choice for older people and respecting the dignity of older people, as well as key priorities for recent changes in services, such as supporting more people to live independently in the community, reducing inappropriate acute hospital admissions and length of stay, and providing services which support people with long-term needs.  Future service developments may, and indeed ought to, include new models of housing to provide more support for older people living independently and the use of new technologies including telecare (as referred to above) to support people at home.  

7.3.3
A model of future demand produced by the London School of Economics (LSE) took into account expected demographic changes and made a number of other assumptions to predict long term demand for older people to 2031. They assumed that there will be no major changes in current trends such as in rates of dependency of older people, receipt of different types of care, and division of funding responsibilities between agencies. Their conclusions were that residential and nursing home places would need to expand by around 65% and numbers of hours of home care by around 48%.  The model estimated that long-term care expenditure would need to rise by around 148% in real terms from its level in 1996 to 2031. 
7.3.4
Given the emphasis in this section on an analysis of the concepts of lifetime homes and neighbourhoods, the Panel noted that the Oxfordshire PCT Strategy for 2007-13 has 3 commissioning priorities over the next 3 years, one of which is “Providing a better deal for older people”, focusing on older people’s physical and mental health services.  This includes “improving our understanding of the economic impact of the growing population and of how we might get a better return for older people on the investment if we make services for them.” Through the delivery of its 3 commissioning priorities, the PCT expects to deliver change in commissioning and service delivery that will include investment in a range of services; for instance, health promotion and prevention work.   

7.3.5
It is important that we take into account the impact of strategies such as these, which are already being implemented, in our analysis of housing, planning and infrastructure pressures up to 2030. It is conceivable that some of the pressures to provide services will be alleviated by, as implied elsewhere, effective health promotion and prevention  (this is suggested as one element of the way forward in the chapter on Managing Future Care). Sections 4 and 5 of the PCT’s strategy deal in some detail with older people and the various pressures around managing the demographics.
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7.3.6
Whilst affecting all of the UK, the demographics of the ageing population is “disproportionately significant in Oxfordshire”; a 126% increase in over 85s by 2029 and a likely big increase in demand for general medical, rehabilitation and old age psychiatry services is anticipated.  Securing a better deal for older people is being identified as important for various reasons.  The PCT’s Strategy suggests that what will be different in 2013 compared to now, is that  more older people will be receiving the support they need to maintain independent living in their own homes and there will be increased investment in health promotion.  

7.4
Implementing Oxfordshire County Council’s Extra Care Housing Strategy
7.4.1
What is needed, here, is a commitment to ensuring that provision is sufficient, and that housing units are planned as part of sustainable communities. 
7.4.2
The Oxfordshire County Council’s Developing an Extra Care Housing Strategy recognises the increasing number of the “very elderly” population and the implications this has for their housing, health and care needs. The strategy aims to contribute to maintaining “their health and independence by promoting and supporting various models of new or remodelled sheltered housing provision”.  Among the key elements of the strategy that are worth drawing attention to are that it should help to promote the health and independence of older people in their own homes, and provides more choice when they are looking to rent or purchase specialist accommodation.  

7.4.3
Various models are envisaged but it is particularly important to acknowledge that a multi agency approach is foreseen as necessary to achieve the objectives of the strategy, and including the Council redirecting its care purchasing budgets from residential care to ECH.  It is estimated that ECH will save the Council between £250 and £300 per place per week compared to current residential care placements. 

7.4.4
ECH is “a type of housing, care and support that falls somewhere between traditional sheltered housing and residential care.”  It involves the provision of accessible, specially designed housing, flexible care delivered by a dedicated on-site care team and the option to provide additional support services on-site.  Flats would be provided for purchase or rent and it should also be able to provide short term services such as respite care and intermediate care.

7.4.5
The principles behind ECH derive from the views expressed by older people that “older people want their own front door to their community, companionship and safety.  It is…important to help people stay in a property that can help them maintain their independence through social interaction.”  This was echoed in evidence from discussions with the County Council’s Heads of Sustainable Development and Transport that “elderly people do not want to move out of their neighbourhoods as they age.  But the houses that they live in are not equipped for ageing.  For instance, all new builds ought to be built with walk in showers or adapted; there is a high incidence of falls among older people”.  So far as new housing is concerned, District Councils have a limited amount of leverage on how houses are built.  The County Council would welcome Building Regulations that would require modifications such as the above. Their view is that it ought to be possible to have more houses built that are adaptable to ageing.  There is a good example in Bristol where independent flats and a nursing home are built on the same site, with a range of graded facilities provided because there are, indeed, wide differences in health, independence, mobility etc between one 85 year old and another.




7.4.6
The policy drivers and the reasons for developing an ECH strategy based on the evidence that the County Council had access to, can be summarised as:

· Older people are more economically active; 

· Many older people are owner occupiers and residential care is often the last option considered;

· Older people see the need for services to maintain ordinary living and want to live in their own homes;

· There will be, as we have acknowledged elsewhere, proportionately fewer working people to care for the older population and consequentially, severe economic impacts
7.4.7
In light of this, extra care housing will be an efficient way of delivering scarce social and health care workers and it may offer genuine ageing in place and reduce the risk of entering a residential care home or hospital.

7.4.8
Last year the Oxfordshire Chief Planning Officers Group had a meeting at which the Director of Social and Community Services urged that the principles of ECH should become embedded with the Districts’ Planners and thence, in developing Local Development Frameworks, these could be borne in mind.

7.4.9
There are a variety of ways of developing ECH, including co-housing schemes and virtual extra care services backed up by telecare etc.

7.4.10
(OCC) envisages a mixed community model of ECH with 10-15 years estimated to bring the strategy to fruition.  It is projected that around two thirds of the demand for residential care to 2026 can be replaced by the provision of extra care or intensive home support. Cost savings estimated are £200 per person a week and revenue savings of some £3m per annum.

7.4.11
At the time of its development during 2007, the next steps proposed included multi agency involvement in the strategy – the PCT, the County and the District/City Councils, plus the voluntary sector.  ECH is “an important strand to delivering SCS’s strategic shift away from residential care……it is a housing issue as well as a social and personal care issue.”

7.4.12
It is there fore vital to join up planning by ensuring that housing plans run parallel with different plans for other agencies, such as the Oxfordshire Primary Care Trust (PCT) strategy; and also to use this to inform the Local Transport Plan (LTP).

7.4.13
Another document to consider here is Concept Management Solutions Framework for an Oxfordshire Extra Care Housing Strategy (Jan 2008) which “seeks to develop a multi agency strategy for responding to the demographic challenge of an increase in the proportion of older people in the county’s population”.

7.4.13.1This document provides a definition of ECH. The means to achieve it, the policy drivers and reasons are probably already covered adequately, but among these, the Panel noted that “the majority of older people in the future will be asset rich with equity to release and ECH will release housing that is currently under occupied”.  It’s not intended to have a one size fits all strategy and so the ECH market will be based on choice. The consultant’s report again emphasises that there will be significant revenue savings in the switch to ECH from residential care – a worst case scenario gives savings in the order of £200 per week. Detailed proposals by the consultants include setting up a multi agency steering group to drive the strategy forward 
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7.4.13.2The panel would endorse this document’s conclusions and recommendations in so far as they include developing the ECH strategy, replacing a large amount of residential care with ECH on a phased basis, putting medium/long term capital and revenue plans in place and developing the private market.

7.5
Considering, as per Oxford City Council’s model, a “mapping” exercise that would join housing development to service provision
7.5.1
The City Council’s ‘mapping exercise’ proposed joined housing development to service provision, so that development is inextricably linked to care services, retail outlets, opportunities for recreation etc. 

7.5.2
The Panel wished to include at least one local case study as indicative of the housing, transport, and planning pressures in practice.

7.5.3 The Oxford City Council Older People’s Housing Strategy’s (2006-09) main emphasis is on the future provision of extra care housing: “All of the evidence suggests that people do not want to move into sheltered housing…people want to remain in their own homes…”  The City Council’s policy insists that 15% of private developments are built to “lifetime homes” standards and that “it tries to put these into affordable housing…” 
7.5.4 The Panel was advised, elsewhere, that so far as new housing development is concerned District Councils have a certain amount of leverage on how houses are built, although what planning input can achieve and control is often misconceived by people.  Nevertheless the Districts  and the City Councils have been urged to acknowledge the principles of ECH in Local Development Frameworks and the City’s is a practical example of such an approach being taken forward.

7.5.5
The strategy recognises that many older people are owner occupiers.  Consultation with older people had shown that what they want fits well “with local and national strategies which focus on quality services, providing choice, integrated services, meeting diversity, promoting independence and involving people fully in decision making.”

7.5.5.1
The strategy concentrates on these key areas: 

· Improving the quality of housing, 

· “strategic outcomes” that include bringing the housing stock up to a “decent homes” standard by 2010,

· opportunities being taken during regeneration, to evaluate the needs of older people,

· investment in safety initiatives that impact on older people’s lives.

7.5.6
There are clearly gaps in the range of available housing: at the moment there is a lack of affordable home ownership options for sheltered housing and a lack of extra care.  Therefore, key strategic priorities include carrying out the recommendations from the City Council’s Sheltered Housing review, more opportunities for affordable home ownership in sheltered housing; looking at demand, funding and possible models for developing extra care in Oxford, increasing the usage of sheltered housing in common rooms, and community support to those living outside of sheltered housing.

7.5.7
Critically, to achieve improved joint working with other agencies, strategic outcomes included carrying out the mapping exercise that heads up this section of the report, between health, social services and housing to identify all relevant services and referral routes and more joint working at all levels.  “Involving older people” entails involving them as active citizens rather than as recipients of services.

7.5.8
Such an approach is supported by the Head of Transport who considers that it is feasible for transport mapping to overlay other demographic and statistical mapping by the Data Observatory.

7.6
Attending to the needs and expectations and opportunities of older people, in the future, with regard to their own housing

7.6.1
Analysis of these needs suggests that as the 'baby boom' generation ages, expectations of what can be provided will be higher, but also that this cohort might be more open to private provision.

7.6.2
The Joseph Rowntree Foundation: Housing with Care for Later life (2006) suggested that if older people are offered attractive housing choices this could facilitate the release of much needed family homes, both in social and the private rented sector.  Nevertheless, a key point made is that “housing with care is not a panacea” for all older people’s housing, care and support needs.  The future of long term care will no doubt see a combination of more community and family care, more domiciliary care, more care villages including sheltered or extra care housing and more care homes 

7.6.3
N Appleton – Older Home Owners and Equity Release (2003) stated that many older people wanted to use some of their equity to help fund or even enhance their standard of living.  But, at the time there was a lack of fit between products and the potential market and this was the most fundamental deficiency of equity release.  There had also been a lot of negative publicity during the late 1980s and this had caused a general reluctance to enter equity release arrangements for longer term care.  The document concluded with the notion of building confidence again: ‘the direct involvement of one or other of the main national organisations representing the interests of older people would doubtless do much for the confidence among potential consumer.’
7.6.4
The CLG’s Strategy for Housing and an Ageing Society (Feb 2008) amply demonstrates the changing needs and expectations of older people: It was reported that they have expressed a desire for adaptable homes for life, that space is vital for visitors and carers; housing design should be user friendly, low maintenance and safe with access to green, private space and a safe neighbourhood; access to independent information and advice, support to enable people to stay in their own homes and being listened to, are necessary.  CLG say that if we do nothing to change the current housing situation, occupied places in care homes and hospitals would need to increase by 150% from around 450,000 to 1,130,000 by 2051.  (The Panel has other and different figures but they are indicative of the same trends, elsewhere).  It also draws our attention to the growing number of and older people with, learning disabilities.



7.6.5
The Housing Green Paper “Homes for the future” recognised local authorities and their partners as the key to identifying and addressing need at the local level and calls on Local Authorities to take a more strategic approach to housing as part of their “place shaping” role. The concept of “Lifetime homes” is to the fore; over the years homes have not been built with changing lifetime needs in mind, so most housing today is not designed for the natural growth and changes with families nor for disabled and older people; similarly the concept of “lifetime neighbourhoods” as “just as our homes have not been built with an ageing population in mind, neither have our streets, neighbourhoods or public spaces”. 

7.6.6
In the CLG document, one’s attention is also focused on the principles of more homes and better planning and it is here that the South East Regional Plan has relevance.

7.7
Ensuring that the level of transport position allows older people to lead active, independent lives in their communities, and beyond.  

7.7.1
Aspects of this analysis demand consideration not only of statutory plans and provision, but also of other concepts/practices such as well-run voluntary ‘dial-a-ride’ schemes).

7.7.2 It is a matter of record that there are higher density pockets of elderly people in some rural areas of the county than elsewhere.  The likelihood of running commercial bus services to cater for the elderly in these areas is almost nil.  It means that for particular journeys, there is a great deal of reliance on volunteer drivers.  The Panel received a considerable amount of evidence concerning the detail of transport provision, including “Dial-a-Ride”,  vehicles used and the street and environmental constraints during the review.  The pressures will become more pronounced in the years ahead as the elderly population rises.  Whilst there is an option of directing large amounts of money to support rural bus services, the trend over recent years has actually been to withdraw commercial services because of the increasing reliance on, and use of, cars in these areas.  It would be a risky scenario if there is a number of very elderly people driving cars in the future so increased funding for bus services might gain support.  Alternatively, elderly people might be encouraged to move into towns but it is acknowledged in the majority of evidence elsewhere, that they often wish to remain in their familiar neighbourhoods.  It would require very attractive alternative accommodation for them to decide to move. 
7.7.3
The Commission for Rural Communities “The housing and support needs of older people” drew the Panel’s attention to older people having made it clear that enabling choices around meeting housing needs in rural areas is not just about housing but about making critical linkages with other key features of rural living, such as transport and access to a range of services; older people’s housing needs are inextricably linked with other infrastructure needs.  
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7.7.4
Furthermore, the Commission said that “the availability of affordable housing was viewed as important for people of all ages”.  The concept of “affordable homes” features in several of the major infrastructure/planning documents, strategies and the like, but as the Commission recognised, it is just as much a concept that is relevant for older as for younger people and key workers. . It might be possible to require a percentage of homes built in larger developments to be built for ECH and older people.  However, housing policy has tended towards higher densities and therefore, more town centre flats.

7.7.5
The Commission’s document also emphasises that in terms of taking a policy overview, a key development has been the emergence of, and growing significance of, regional governance and also an expectation of more joined up work between agencies.  In its conclusions and recommendations, the document emphasises the need for several things to happen; needs assessments being undertaken as part of surveys by rural housing enablers, local initiatives, and data being collated to inform regional housing strategies. Maximising the potential of the existing housing stock, the housing market and future housing provision – especially the place of older people in housing market planning at both regional and local authority levels, is critical.  And transport is recognised as “the most significant issue facing older people in the countryside”; policies and investment aimed at promoting accessibility for older people are likely to have knock on effects in terms of helping to sustain housing options. 

7.7.6
A range of  expert witnesses involved in the review discussed with the Panel, the current situation with respect to transport for the elderly.  As regards Social & Community Services, the Panel was informed about the Fundamental Service Review of Day Services for Older People and the HALCROW transport review about 5 years ago.  The latter emphasised the point that given the increasing dependency of older people, volunteer drivers were not the solution. SCS also drew attention to funding, access issues - in terms of routes, the types of vehicle, distances that older people might travel, dial a ride, client journeys and details of service (held on SWIFT). Of particular interest, they were questioned about any areas in the County where there didn’t seem to be adequate transport assistance.  It was identified that there were no gaps in provision.  However, existing services depend on the historical demand.  In South Oxfordshire around the Sonning Common area, there is very little public transport available. There is no dial a ride option for disabled people in the District at all. All bus contracts are up for renewal in March 2009 so SODC may opt in to consultations this time around and may therefore consider introducing dial a ride, as the other districts do, later on.

7.7.7
It is the Panel’s understanding that there is a co-ordinated approach by County Council Services.  Social & Community Services commissions services for elderly people whilst Environment & Economy funds, contracts and puts in place both the socially necessary and commercial services.
7.7.8
In major strategic planning, housing and transport plans there are few references to strategies focusing on the needs of elderly people. 

7.7.8.1
 Nevertheless, there are some; in the South East Regional Plan, ageing was identified as a priority because of the considerable increase in the number of older households and the increasing population of older people in the South East.  Supporting an Ageing population is dealt with by a specific policy (C11):

· The need to adapt the existing housing stock and make provision in new developments to support older people living independent lives in their own homes; (in other words, developing Extra Care Housing).

· The provision of reasonable access to services through the provision of public transport and the extension of communications and IT.

· The provision of leisure, recreational and community facilities that help older people maintain a healthy lifestyle.

· Facilitating access to training and development opportunities that support available employment for the workforce beyond existing retirement age.

7.7.8.2
When it was published in 2006, the inadequacy of infrastructure provision to keep pace with new developments was identified as the single most critical issue to have emerged throughout the Plan’s preparation.  The Core Strategy is focused around the need to nurture and enhance the region’s assets over the period to 2026, maintain its high quality of life, increase its prosperity and meet its reasonable needs through a sustainable programme of better management of assets, efficiency of resource use and increased adaptation and mitigation.  Development is focused on the urban areas of the region.  The core of the Plan comprises of cross cutting issues.  These include infrastructure and services to support new developments and “supporting an ageing population”.

7.7.8.3
 It is recognised that this will increase the demand for health and social facilities and the pressure for development in focused spots, and the need “to plan specifically to take into account these special needs.”  The section of the Plan concerning Central Oxfordshire and the recent Proposed Modifications do not explicitly link up with the over-arching issues of demography and general population growth and migration. However, the “potential to grow” and the guide figure of an additional 18,000 new jobs, that “at least 40% of all new housing in the sub region should be affordable” and policy CO65 Transport will impact: “Oxfordshire County Council will provide a co-ordinated approach to the effective management and development of transport networks in Oxfordshire.  This will be done in order to meet both strategic and local access requirements.” 

7.7.9
The Oxfordshire Structure Plan sets out a range of overall aims and 
objectives.  Included among these is that “the Government aims to create sustainable communities…(with) …homes… that people can afford.” Key aspects of Regional planning Guidance  relevant to Oxfordshire include that “the development of housing should provide a better mix of sizes, types and tenures” and “increased ability to meet travel needs.”  It also draws attention to the problems in 
Oxfordshire of high house prices, lack of affordable housing, 
traffic 
congestion, deprivation, poverty, isolation, limited public transport 
and poor access – all of which have a direct bearing on both 
the 
population at large and the elderly.  

7.7.10
The Local Transport Plan’s (LTP) aims and objectives acknowledge that “exceptional economic and population growth …has not been sufficiently matched by physical infrastructure”.  An important proviso put on the Plan is that it only covers a short period, 2006-11, whilst the South East Plan looks forward to 2026; so the LTP looks at the wider policy context and in doing so it “takes account of household and demographic growth, which on all forecasts is likely to continue at the levels of the last 10 years, but with the fastest growth in elderly age groups”, the proposed location and numbers of new housing  and Oxfordshire’s further growth as a regional hub.

7.7.10.1As a “red flag”, the Panel’s attention was drawn to the process of preparing the next LTP and the intention of the Environment & Economy Scrutiny Committee to establish a task group of Members to inform its development.  
7.8
Community-led Planning
7.8.1
The County Council’s engagement with community-led plans has developed from the Oxfordshire Sustainable Community Strategy, and is co-ordinated by the Partnership and Communities Team.  Among the key issues highlighted during the Team’s Summer special conference in 2008 was the joining up of local evidence and proposals, identified through community consultation, with agencies’ strategies and service plans.  One case study of engagement occurs in East Hendred where the community plan is investigating a sheltered housing project which is seen as offering an opportunity to SCS to trial a new kind of scheme, linked to a broader community service for the support and care of older people.  

7.8.2
The Partnership and Communities Team is looking to develop the concept of “place shaping” in its work programme for community-led planning, which will be produced towards the end of November 2008. Whilst wishing to leave communities free to focus on what they agree are local priorities, the relationship of their Plans to, for instance, the circumstances of the elderly and service provision, is beginning to come up in discussions with SCS.  There is potentially some leverage through the Community-led planning process to provide a framework for, and to adequately reflect, the circumstances of older people in their communities. 

7.8.3
Among other case studies reflecting attention to older people is Faringdon, where the Community Plan sought more home support services.  Furthermore, areas that communities are identifying in their plans include local community shops, access to services, community luncheons, health walks, footpath improvements, all of which have a bearing on the situation of the elderly and indeed, these arise from their requirements, and those of the broader community. 
7.8.4 
Given their ambition of using the community-led planning process in the service led-agenda, the Partnership & Communities Team, and their stakeholders, should be involved in discussions of planning that relate to older people – including in the conference that this review recommends.
8.0



OTHER ISSUES   
8.1
While it has been made clear that no review of this nature can hope to be exhaustive, the panel still felt that there were issues to do with demographic change and older people’s services that didn’t come easily under the headings of Health, Care or Housing & Planning, that were not broad enough for a chapter in themselves, but which were still of sufficient  importance that the panel felt that they should be flagged nonetheless. 

8.1.1
This section discusses  four such issues:

· Learning Disability.

· Physical Disability and Sensory Impairment.

· Information and Advocacy.

· Black and Minority Ethnic (BME) Issues.

8.1.2
The ‘red flags’ in this section are:
· Promoting independent living for people with learning disabilities.

· Considering quality-of-life indicators for adults with learning disabilities. 

· Making allowance for independent living for older people with physical disabilities.

· Developing and consolidating specialist information and advice services, possibly within the context of locality teams.

· Looking at GPs’ surgeries as a locus of this development and consolidation.

· Examining the quality and extent of current and future advocacy services, and welfare rights and benefits advice.

· Reviewing barriers to access for older members of BME communities.

· Providing specific information to older members of BME communities.

· Ensuring that cultural misunderstandings do not lead to poorer service.

8.2
Learning Disability

8.2.1
Expert witnesses, outlined the structure of the learning disability service for the panel, noting that funding comes from an OCC/NHS pooled budget of £61.5m in total, with OCC (taking the lead) contributing 55%, and the NHS 45%. 

8.2.2
The budget supports two thousand people with profound and associated physical and mental health care problems whose predominant needs are learning disability; its provisions include care services, day services, supported living arrangements, access to training and employment, community transport and adult placement. From 17 and a half to 18 years of age there is a transition process into adult care and this care then continues until death. It was noted that these latter numbers are continuing to grow, and that more children with profound physical problems were coming through, who may need support into an old age of 75 or 80.

8.2.3
On the link-up between OCC and Oxfordshire NHS, it was pointed out that this was one of the first such partnerships in the country, and the interviewees praised the strength of the working relationship. A witness from the Ridgeway trust, also noted, with regard to learning disability services in Oxfordshire, that ‘there is good partnership working, and good integrated community services.’

8.2.4
The panel were also informed that people with a learning disability often ‘age’ earlier, with some developing dementia in their forties or fifties, but living until their seventies or eighties; thus, there are increasing number of people with learning disabilities who are ‘ageing’ earlier and living longer. 

8.2.5
There are two issues to be considered: one concerns an older person caring for a younger family member with a learning disability, and finding it increasingly difficult to manage that care; and the other concerns old-age services for people with learning disabilities themselves, who are, in turn, now living into old age in much greater numbers.  

8.2.6
With regard to the first, OCC’s Learning Disability Day Services Carers Review noted that ‘more than 75% of carers [of people with learning disabilities], care for their own son or daughter who live with them at home.’ As both parties age, this creates obvious difficulties. A witness who spoke on advocacy in Oxfordshire told the panel that ‘the Oxfordshire Advocacy Development Group ‘have done some work specifically in relation to older carers of people with a learning disability. Often there is a fear of letting go of their care and support - there is a fear that their child might be put in an institution, as may have happened 30/40 years ago…they are also quite ignorant of what assistance is out there.’ 

8.2.6.1
Yet another witness on the Local Disability Service gave it as their personal view  that ‘we can support people in the community very well. If we give the right service at an earlier age, they [people with learning disabilities] could continue to live in houses longer and then, as their needs change, we will meet them.’ They went on: ‘most of our services are based on independent living. Only a quarter of our budget is spent on residential care – for the rest of the country that figure is 40%.’  
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8.2.6.2
However, they also noted that an additional thirty housing placer per annum would be needed if more people with learning disabilities were not going to have to continue living with their parents, and that this had been discussed with local planners. 

8.2.6.3
In the 2005 update of its seminal Valuing People document on people living with learning disabilities, the Department of Health noted that ‘some Councils have done good work to make plans with people living with older family carers. This has been helped by excellent work from the Foundation for People with Learning Disabilities – paid for by the Department of Health, and it goes on to note that ‘good progress with older family carers is often linked with having dedicated posts to do this work.’ 

8.2.6.4
If independent living is a successful model for people with learning disabilities to live relatively autonomous and fulfilling lives, without relying on the daily care of ageing parents, and if its expansion is supported by people with learning disabilities and their families, then consideration should be given as to whether enough is being done to support and sustain the model, given the impact of demographic change on the numbers of older people with learning disabilities in Oxfordshire. 

8.2.7
In terms of the second issue, a witness from the Ridgeway Trust told the panel that, increasingly, ‘people with a learning disability are living the same time as the rest of the population [whereas] in the past they tended to die in early adulthood and there was a reduction in surgical intervention.’ 

8.2.7.1
With regard to that adulthood, they also pointed out that ‘two of the most important issues which we are exercised by is transport and job seeking. In fact people with a learning disability prove to be very loyal employees, who like working in teams, which gives them a valuable social context. Sadly, many employers do not have open minds and in reality, people with a learning disability are probably discriminated against.’ They also noted that ‘there is a noticeable increase in the number of people with a mild learning disability using transport systems both locally and nationally, but not if they are physically disabled. For them to live comfortably within the community they must have access to a good, frequent, network of public transport which makes good provision for the disabled…but the issue is about making transport providers a little bit more aware of problems faced by people with a mild or moderate learning disability, with, say, hearing problems. OCC is in the best position to do this because most of the contracts are placed by them.’ 

8.2.7.2
If people with learning disabilities are going to live longer lives, then both they and their families will, increasingly, have reasonable quality-of-life aspirations that deserve to be met – these aspirations might involve space and support for independent living, a good transport service that responds to their needs, the reasonable chance of employment, and the opportunity to develop and sustain strong social networks. 
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8.2.7.3
Taking note of the action plan that followed the Carers’ survey carried out by the council’s Learning Disability Day Services (which addressed issues of transport, contact with day services, problem-solving and information-giving) there may be scope for a review of these – and other – quality-of-life indicators for people with learning disabilities, with particular reference to older adulthood.    

8.3
 Physical Disability and Sensory Impairment
8.3.1
Particular provision must also be made for older people living with physical disability and/or sensory impairment, whose needs will not necessarily be coterminous with those of the broader population of older people. 

8.3.2
To give an idea of how many older people can be anticipated to be living with physical disabilities in the decades to  come, Social and Health care predicted that, in 2008-09, there would be 35,671 adults aged 18-64 with moderate disability, and 11,059 members of the same group living with a severe disability, in the County. As this cohort ages, and also as some older people develop disabilities once they have actually reached old age, we can easily imagine a very significant number of older people living with moderate or sever physical disabilities in Oxfordshire in the decades to come. 

8.3.3
The Government Office for Disability Issues recently published a document, Independent Living: A Cross-Government Strategy About Independent Living For Disabled People, that noted: ‘Disabled people, (including older disabled people), have challenged the meaning of ‘independence.’ Independent living does not mean doing things for yourself or living on your own. Instead it means:

· Having choice and control over the assistance and/or equipment needed to go about your daily life

· Having equal access to housing, transport and mobility, health, employment and education and training opportunities.’ 

8.3.4
Locally, it seems that this ethic does indeed inform service provision for older people with physical disabilities and sensory impairments: the Social and Health Care Older People and Adults With a Physical Disability Main Service Purchasing and Delivery Plan stated that, up to 2008, ‘in Oxfordshire, the underlying principles in commissioning and providing services for older people and adults with a physical disability are to provide choice and control for individuals and their carers, to promote opportunities for independent living, and deliver person centred, high quality services.’

8.3.4.1
The commissioning intentions for services for older people with a physical disability up to 2008 were: to enable people to stay at home, promote independence, increase opportunities for choice, improve participation and increase efficiency. Equally, Social Care for Adults – Main Service Plan for Older People and Adults with a Physical Disability also noted that ‘the focus of these services is to promote independence and enable people, wherever possible, to be supported in their own homes. We will increase opportunities for people to have choice and greater autonomy over how they want to live their lives.’ 

8.3.5
It is important that these aspirations continue to be carried through. A greater number of older people also means a greater number of older people living with physical disabilities and sensory impairments, and it will significantly undermine any strategy towards  independent living, care in the home, individual budgets, and so on, for older people, if sufficient provision is not made for this demographic. 

8.3.5.1
Indeed, a social inclusion scrutiny review from 2004, Are We Included? Why Not?, pointed out that ‘a person could ‘be excluded from the day to day norm of living standards by fact of a physical disability’ and a report by Age Concern, Improving services and support for older people with mental health problems, noted that ‘physical disability and illness are the most consistent risk factors for depression in later life. Seventy per cent of older people living in the community have a longstanding disability or illness, and half of them feel limited by it.’ 

8.3.6
The Main Service Plan for Older People and Adults with a Physical Disability goes on to state that, ‘we will promote a co-ordinated, strategic approach to invest in independent living for older disabled people…the Office for Disability Issues, in collaboration with other government departments, will develop and publish a cross-government toolkit that provides a “one-stop” information resource on independent living for older people at a national, regional and local level,’ and it is recommended that this aspiration is, at both the bureaucratic and grassroots levels, joined up with independent living strategies that encompass the entirety of the growing population of older people.

8.4
Information and Advocacy 

8.4.1
It should be noted that older people are not always fully aware of the services that are available to them, that they don’t necessarily have sufficient information about the depth and breadth of services, that they don’t always feel that their opinion on service-provision is given sufficient weight, and that it cannot be assumed that there will be someone available  to advocate for an older individual who is in the midst of a complex interaction with a local authority provider. 

8.4.2
Therefore, an increase in the number of older people also means greater scope for information and advocacy services, specifically directed at older people. 



8.4.3
A document co-produced by OCC, Age Concern and Oxfordshire NHS, Ageing Well  in Oxfordshire, aimed at older people themselves, stated that: ‘there are many benefits, allowances, discounts and concessions you may be entitled to, even if you have personal savings. It is important to try and work out what these are.’ But working out what they are may be easier said than done, and there may be a gap in the level and quality of advice available. 

8.4.4
Moreover, as the move towards personal budgets develops, and particularly if OCC becomes involved in the consideration and/or promotion of equity release and similar schemes, the provision of high-quality specialist financial advice for older people will become more and more important. 

8.4.5
A witness from Age Concern pointed out to the panel that ‘with regard to Self Directed Support, there is an intense need for Information and Advocacy services for older people. There is a danger of other organisations offering bad advice and people acting as brokers. It is imperative that these services are of a good quality, are properly funded and properly vetted. OCC has a huge responsibility.’ 

8.4.6
In a similar vein, another witness told the panel that ‘SCS already provide a money and advice service. Citizen’s Advice are struggling to attract volunteers to work for them – this whole area is under-resourced. The very fact  that we cannot provide money advice leaves the vulnerable open to loan sharks or shoddy service.’

8.4.7
The panel were also told, by still other witnesses, that ‘there needs to be specialist advice for older people and children – quite often what is given is wrong information and the level of expertise is too low. Nobody else is picking it up in a professional sense. They are coming to the Advice Centres and the CABs [Citizens’ Advice Bureaus] with difficult questions. A lot of training and specialist knowledge is required – we have moved from having volunteers on the telephone, the questions are too harrowing.’ 

8.4.8
It is therefore vital that, in the near future, there is good-quality, specialist financial advice available to older people throughout the County, and there also appear to be evidence that the extant service may not be well-placed to meet the increased demand that will be placed upon it.

8.4.9
On the question of increasing or developing the available service, it was put to the panel by interviewees that, outside of it own provision, OCC does not provide funding for everybody providing an advice service; and it was suggested in response that there was a risk of duplication of advice services. 

8.4.10 However, f there is duplication in some areas, and significant gaps in others, then this suggests that it would be useful for some sort of process of consolidation to occur – consolidation of organisation, that is, at the level of the groups providing the service, and consolidation in funding at the level of the Council. 

8.4.10.1In their recent, Transforming Lives - Tackling Poverty & Promoting Independence & Dignity through Information & Advice, Age Concern suggested that ‘health professionals were also an important source of information and signposting,’ and went on to advocate ‘offering training and information to [health] professionals to encourage signposting and building positive relations between them and voluntary sector older people’s organisations.’ This also came up during the interviews, when the panel were told that ‘providing there is enough time and resources with which to do it, we think it [giving advice in GPs’ surgeries) could work very well. We would need time to get the doctors on board, together with the district nurses. We would also need space in surgeries to talk to clients. It is something that we have wanted to do for a long time and we consider that it is a very good way to do outreach. We got very involved with some work with the GPs and the PCT at the Manzil Way surgery, but nothing came to fruition. We were very disappointed about this because we believe that it would work very well.’ 

8.4.10.2It is suggested that using sites of health provision as a possible points of consolidation should be looked into. 

8.4.11
The provision of advocacy services should also be examined. Statutory advocacy provision currently comes through the Independent Mental Capacity Advocate (ICMA) Service. However, given its ‘mental capacity’ criteria, there may be room for an advocacy service for older people who do not necessarily lack for mental capacity, but who may lack for friends or family to talk a development over with, who are unused to dealing with large bureaucracies, or who are unsure of the intricacies of their rights and entitlements. 

8.4.12
The panel were told that ‘people tell [the Oxfordshire Advocacy Development Group] via the helpline that apart from the work of OADG there is very limited advocacy out there.’ Another witness added:‘ ’advocacy is included in all guidance but it is the most underfunded across the county. It is a crucial service - to listen to voices of the most vulnerable people in the country – receivers of services are often the most hard to reach,’ and a third said that ‘these numbers [older people without a family member to act in their interest] are increasing. We are seeing more people living a long way away rather than in the adjacent town or street.’

8.4.13
It is surely likely that this latter tendency will only increase in the long-term, and it is therefore imperative that, in the potential absence of concerned family members, and to ensure that their voices are heard within the context of personal budgets etc., older people have recourse to a high-quality advocacy service. As was pointed out to the panel, ‘this is a huge gap – there is a huge capacity for support for people who cannot make decisions or who lack the capacity to do so. For example, for those who are not in social housing or care/nursing homes and who have not received medical treatment.’ 

8.4.14
One suggestion made was that ‘whether there could be space for independent advocacy within a service agreement’ and this is, perhaps, something that should be looked into. 

8.5
Black and minority ethnic (BME) issues
8.5.1
Another issue that needs to be flagged is the ageing of sections of the black and minority ethnic populations within Oxfordshire. 

8.5.2
As noted by, for instance, the Oxfordshire Carers’ Strategy, the ‘numbers of Older People from Black and Minority Ethnic communities in Oxfordshire are increasing above the rate of the general population.’ In Oxfordshire, in 2005, Social and Health Care predicted that in 2008-09 of the 4,000 increase in persons aged over 65 (from 2005), 1,146 would be from a black or minority ethnic group; and of the 1,200 increase in persons over 85, that number would be 107. As Ageing Assets points out, ‘the BME population of the region [the South-East] is about 5%,with the large majority under 50 at present. However, these communities will age, and efforts need to be made to improve understanding of their contributions and needs.’

8.5.3
A scrutiny review, Assessing Needs Equally, that addressed ‘older people’s needs assessments with particular reference to minority ethnic groups,’ was produced in 2004. Its eleven recommendations included exploring ways to provide translation services, exploring a better approach for reaching out to minority ethnic communities, increasing the recruitment of care workers from minority ethnic groups, and producing an annual ‘audit of change.’ Demographic change should lend both extra weight and urgency to these recommendations. 

8.5.4
The increase in the number of older people from black and minority ethnic communities is particularly pertinent with regard to health and care services, where members of black and minority ethnic groups may experience different barriers to access – Opportunity Age notes that ‘too often older people find difficulty accessing services and benefits, and this can be compounded for members of black and minority ethnic groups.’ 
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8.5.4.1
For example, in the provision of care services, according to the Oxfordshire Carers’ Strategy, ‘The National Black Carers and Carers’ Workers Network reports that cultural concepts of caring do not translate well into some BME community languages, with the consequence that people do not always understand they might be entitled to support.’ Therefore, bearing the earlier scrutiny review in mind, OCC should establish the degree to which linguistically and/or culturally appropriate information about services for older people is available, the degree to which services are, or can be, provided with the same sense of propriety, and also the relative success or failure of service providers working within communities where service take-up is often quite low.  

8.5.4.2
In February 2008, the Community Development team proposed to address the low participation of BME groups in caring services, direct payments and learning disability support, and this proposal is to be welcomed.   

8.5.5
With regard to health, Opportunity Age goes on to note that ‘there are also specific issues about health and healthcare that affect BME elders. For example, people of Asian background have higher rates of diabetes than their White counterparts, and those of African Caribbean background have a greater propensity to develop hypertension. Both conditions increase the risk of heart disease and stroke in old age. DH [the Department of Health] is giving high priority to supporting BME groups in addressing cardiovascular risk… We also need to be sensitive to cultural differences that, if not acknowledged, can lead to poor diagnosis, incorrect treatment and poor overall service from the NHS.’ OCC, in partnership with Oxfordshire PCT, should consider providing health information that is specifically directed at particular minority ethnic communities, and also strive to ensure that cultural misunderstanding does not lead to a lower quality of service. 

8.5.6
Assessing Needs Equally did point out that ‘the numbers of older people from minority ethnic groups is relatively small, which presents real problems in ensuring adequate availability of culturally specific services,’ but as this number grows some of the problems should recede, and the need for creative strategies to address need should come sharply into focus. 
9.0



CONCLUSION
9.1
Demographic change is a phenomenon of a growing and an ageing population; it presents Oxfordshire with great opportunities, but also with considerable challenges.

9.2
The aim of this document has been to point to those areas, particularly within care, health, planning and some others, where analysing now should make a significant difference in the future.
9.3
This review has tried to flag those areas where the challenges and opportunities are most striking and where further work should be conducted; that work is beyond the remit of the current document, but it is hoped that such work, insofar as it is necessary, will take this review as a jumping-off point.




9.4
That suggests that this document should not be taken as the end-point of this process; in fact, it should be located in the middle – looking at the work already done, and pointing to those areas where there is, perhaps, some more to do.

9.5
Finally, to keep the conversation going, it is hoped that this document will provide the basis for a conference on the topic of demographic change, to be planned for the new year. The conference will address all of the issues discussed here, and perhaps some other too –  and it will include all of the relevant partners and stakeholders, from both the statutory and voluntary sectors.

9.6
By continuing the process in this way, Oxfordshire should find itself well-placed to meet the demographic challenge well into the future.
“There will be 154,200 people aged over 65 in 2031 (66% more than in 2006).”





“The single biggest theme to emerge from the review process was the importance of partnership-working.”





“What follows should be seen as a series of ‘red flags.’”





“There is enough evidence now to bring telecare into the mainstream.”





“The older people of tomorrow may have different expectations than their contemporary counterparts.”





“One participant dealing with both the NHS and social services felt like piggy in the middle with neither wanting to take on the responsibility for funding.”





“Replacing carers would cost the Government £87 billion annually.”





“As was pointed out by one older person living alone with a mobility problem, she hugely appreciated the stair rail that was installed in her home when she needed it. But what she would like more than anything else is someone to talk to”





“These numbers could be reduced by effective preventive interventions.”





“We need to find a way of assisting our citizens to stay independent and healthy for longer.”





“87% [of older people] would prefer to stay in their own home with support.”





“There is likely to be a big increase in demand for general medical, rehabilitation and old age psychiatry services if preventative and early intervention action is not taken across the whole local health and social care system.”





“Engaging in falls prevention among older people boosts confidence.”





“The number of people with dementia will double to 1.4 million in the next 30 years.”





“Social isolation is certainly a significant risk factor for mental health problems.”





“The joining up of local evidence and proposals, identified through community consultation, with agencies’ strategies and service plans.”





“More older people will be receiving the support they need to maintain independent living in their own homes.”





“There will be significant revenue savings in the switch to ECH from residential care.”





“Enabling choices around meeting housing needs in rural areas is not just about housing but about making critical linkages with other key features of rural living, such as transport.”





“We can support people in the community very well.”





“Aspirations might involve space and support for independent living, a good transport service that responds to their needs, the reasonable chance of employment, and the opportunity to develop and sustain strong social networks”





“Using sites of health provision as a possible points of consolidation should be looked into.”





“Members of black and minority ethnic groups may experience different barriers to access.”
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