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1. Introduction 

 
This document has been produced to provide an overview of the current situation for older 

people in Carlisle across a wide range of subject areas closely mirroring the Office for Health 

Improvement & Disparities (OHID) 2022 report “State of Healthy Ageing in the North West”1. 

 

It brings together information from a range of sources to provide the current picture as part of 

the baseline for working towards becoming an ‘age friendly community’ in line with guidance 

from the Centre for Ageing Better2.  
 

Age-friendly communities are places where age is not a barrier to living well and 

where the environment, activities and services support and enable older people to: 

• have opportunities to enjoy life and feel well 

• participate in society and be valued for their contribution 

• have enough money to live well 

• feel safe, comfortable and secure at home 

• access quality health and care. 

 

There is not one universal experience of ageing. Ageing is a life-long process and how an 

individual ages can be modified by a vast number of external influences throughout life3 

These include, but are not limited to: 

• lifestyle – diet, smoking, physical activity, alcohol, stress  

• economic factors – income, employment  

• physical environment including living conditions  

• social environment  

• cultural and personal factors  

• health and social care systems  

 

 

For this report, the term ‘older people’ has been defined as those over the age of 65 years. 
In some sections, data relating to a lower age group has been included, either by necessity 
or to inform. 

 
Content from the Office for Health Improvement and Disparities (OHID) North West report 
has also been used widely within this document, adapting any North West references to 
make the report more relevant to Carlisle including any recommendations.   

 
1 OHID (Office for Health Improvement & Disparities). (2022). State of Healthy Ageing in the North West 
2 Centre for Ageing Better (2022) https://ageing-better.org.uk/becoming-age-friendly-community  
3 WHO (World Health Organisation) (2015) World Report on Ageing and Health: World Health Organisation. 

https://ageing-better.org.uk/becoming-age-friendly-community
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2. Population 

 
The current population of Carlisle is 110,000, 47,609 people in Carlisle are over the age of 

50, this accounts for 43.9% of the population and is higher than England average which is 

only 37.7%. 23,900 people in Carlisle are aged 64 years and over, this accounts for 21.7% 

of the population, this is higher than the national average of 18.4%4. 

 

Chart 1: Population persons aged 65+ for Carlisle (2021)5 

 

 

Between 2011 and 2021 there has been an increase of 20.1% in people aged 65 years and 

over, a decrease of 2.5% in people aged 15 to 64 years, and an increase of 1.3% in children 

aged under 15 years. Super ageing is when there is an increase in the number of people in 

the older age groups, and a decrease in the number in the younger age groups. Carlisle is 

the only area in Cumbria that has seen an increase in younger ages since 2011.  

 

Chart 2: Population change (%) by age group in Carlisle, 2011 to 20216  

 

 

 
4 Cumbria Observatory https://www.cumbriaobservatory.org.uk/population/reports/#/view-
report/9925e741b4b449c090dd87016ce0eae9/E07000028/G2  
5 Cumbria Observatory https://www.cumbriaobservatory.org.uk/population/reports/#/view-
report/9925e741b4b449c090dd87016ce0eae9/E07000028/G2  
6 ONS, population change https://www.ons.gov.uk/visualisations/censuspopulationchange/E07000028/  

https://www.cumbriaobservatory.org.uk/population/reports/#/view-report/9925e741b4b449c090dd87016ce0eae9/E07000028/G2
https://www.cumbriaobservatory.org.uk/population/reports/#/view-report/9925e741b4b449c090dd87016ce0eae9/E07000028/G2
https://www.cumbriaobservatory.org.uk/population/reports/#/view-report/9925e741b4b449c090dd87016ce0eae9/E07000028/G2
https://www.cumbriaobservatory.org.uk/population/reports/#/view-report/9925e741b4b449c090dd87016ce0eae9/E07000028/G2
https://www.ons.gov.uk/visualisations/censuspopulationchange/E07000028/
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Over the next decade the population of Carlisle is projected to slightly increase by 0.5%, this 
compares to +5% nationally. Numbers of those aged 0-15yrs and 16-64yrs are projected to 
decrease by -8.1% and -4.2% respectively (England -1.6% and +2.7%); numbers of people 
aged 65+ are projected to increase by +20.7% (England +19.6%)7.  While the district’s age 
profile is projected to become older, it is worth bearing in mind that the projections do not 
factor in local developments for example St. Cuthberts Garden Village an ambitious proposal 
that could include the development of around 10,000 new homes, changing the 
demographics locally.  
 
 
It is estimated that by 2040 there will be 32,300 people aged 65 years and over living in 
Carlisle, an increase of +33%. For those much older (aged 90 and over) the estimated 
increase is +83%.  
 
 
Table 1: Population projections for Carlisle over 65, projected to 20408

 
  

 
7 Cumbria County Council, Statistical Summary Carlisle July 2021. 
https://www.cumbria.gov.uk/elibrary/Content/Internet/536/671/4674/17217/43937115157.pdf   
8 POPPI (Projecting Older People Population Information System). (2022). Population aged 65 and over, 
projected to 2040 - Carlisle 

https://www.cumbria.gov.uk/elibrary/Content/Internet/536/671/4674/17217/43937115157.pdf
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2.1. Distribution of Older People  
When considering the distribution of older people across the district, it is apparent that they 

live in more rural areas of Carlisle; for example, the Wetheral & Corby ward has the largest 

proportion of people aged 65 years and over, accounting for 29.3%, this compares to 15.1% 

in the Cathedral & Castle ward. 

 

The heatmap below presents the distribution of people aged 65 years and over across 

Carlisle by ward area (the darker shaded areas are areas with the greater proportions of 

older people). 

 
Heatmap 1: Percentage of the total resident population who are aged 65 and over, 2019 (%)9 

 
 
Table 2: Carlisle district - Percentage of older people by ward area (descending)10 

Ward Percentage of older people (65+) 

Wetheral & Corby  29.3% 

Stanwix & Houghton  27.4% 

Dalston & Burgh  27.4% 

Brampton & Fellside  26.9% 

Sandsfield & Morton West  26.6% 

Longtown & the Border 26.0% 

Belah & Kingmoor  23.1% 

Newtown & Morton North  19.3% 

Botcherby & Harraby North  18.9% 

Harraby South & Parklands  17.6% 

Currock & Upperby  17% 

Denton Holme & Morton South  15.4% 

Cathedral & Castle  15.1% 

 

 

 
9 Public Health England, Local Health Tool https://www.localhealth.org.uk/  
10 Public Health England, Local Health Tool https://www.localhealth.org.uk/  

 

https://www.localhealth.org.uk/
https://www.localhealth.org.uk/
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The situation changes considerably when looking at where people aged 65 and over are 
living alone. Most older people living on their own live in the more urban areas of Carlisle 
(see Heatmap 2 below). The majority of older people who live alone are living in wards of: 
Cathedral & Castle ward (46.7%); Denton Holme & Morton South (40.7%); Currock & 
Upperby (40.2%); Botcherby & Harraby North (37.7%); and Newtown & Morton South 
(36.6%); all areas are above the national average (31.5%). 
 
Heatmap 2: People aged 65 and over living alone, 2011 (%)11 

  
 
 
The situation changes again for those aged 85+ with the largest proportion of people living in 
the ward of Stanwix & Houghton 4.4% (above the national average of 2.5%). 
 
Heatmap 3: Percentage of the total resident population aged 85 years 
and over, 2019 (%)12 

 

  
 

 
 

11 Public Health England, Local Health Tool https://www.localhealth.org.uk/  
12 Public Health England, Local Health Tool https://www.localhealth.org.uk/  

 

 

https://www.localhealth.org.uk/
https://www.localhealth.org.uk/


 

9  

 

2.2. Sex  
51% of Carlisle’s all age population is female, 49% is male.  As Carlisle’s population get 
older (65+) there are more females (23.3%) than males (21.1%). 
 
Chart 3: Population estimates for males and females for 202013 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

 
13 Cumbria Observatory, ONS Population estimates. https://www.cumbriaobservatory.org.uk/population/reports  

  

https://www.cumbriaobservatory.org.uk/population/reports
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2.3. Ethnicity  
5,335 residents in Carlisle district identified as being from an ethnic minority (including White 
minorities) in their 2011 Census (5%). This data is now out of date and does not accurately 
reflect the ethnic profile of Carlisle’s residents.  It is expected that ethnicity data will be 
available from the 2021 Census allowing for further and more recent analysis.  
 
In the absence of ethnicity data, population migration data from 2005-2015 suggests 
migration accounts for an estimated net increase of +3,200 (all ages) across Cumbria, with 
Carlisle being a particular area of growth. Some areas across the district are more diverse 
than others, for example in the former ward of St. Aidan’s 5.3% of residents English is not 
their first language, while 25% of school pupils at a local primary school are from minority 
groups. Apart from Black and Asian minority ethnic groups, the ward also has Nepalese and 
Eastern European residents, and a group of Syrian refugees that have resettled. Carlisle is 
the home to largest mosque and Halal shop in Cumbria.  
 
Chart 4: Detailed ethnicity groups for Carlisle14 

 
The National Insurance Number allocations (NiNo) to adult overseas nationals shows that in 
Carlisle, people moving in from EU8 countries (Estonia; Czech Republic; Slovakia; Hungary; 
Latvia; Lithuania; Poland; and Slovenia) accounted for the greatest number of NINo 
registrations from 2011/12 to 2016/17, while people moving in from EU2 countries (Bulgaria 
and Romania) accounted for the greatest number of NINo registrations from 2017/18 to 
2019/20. However, in 2020/21 registrations from all EU countries decreased considerably as 
registrations from South Asia increased to account for the greatest number of registrations in 
the year. Over the last 10 years the greatest numbers of NINo registrations in Carlisle were 
for people originating from the countries listed below. 
 
Table 3: Carlisle: Top 5 Countries by Number of NINo Registrations: 2011/12 to 2020/21 15 

Rank Country NINo Registrations 
 

1      Poland 1,135 

2      Romania 802 

3      Bulgaria 278 

4      Portugal 230 

5      India 191 

 
People from diverse ethnic community’s face challenges due to an accumulation of 
disadvantages built up over the life course. The health status of different ethnic groups 
diverge at around the age of 30, continuing into old age16. 
 
The disadvantages span across a large number of areas in life with recent research finding 
that older ethnic minorities are more likely to live in deprived areas, have lower incomes 

 
14 Cumbria Observatory, ONS Population estimates. https://www.cumbriaobservatory.org.uk/population/reports  
15 Cumbria Observatory (2022) Pharmacy Needs Assessment 
16 Centre for Ageing Better (2021), https://ageing-better.org.uk/publications/ethnic-health-inequalities-in-later-life   

https://www.cumbriaobservatory.org.uk/population/reports
https://ageing-better.org.uk/publications/ethnic-health-inequalities-in-later-life
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and/or savings, and are less likely to own their home outright17. 
 
Older people from diverse ethnic communities are more likely to experience language 
barriers than their younger counterparts. They are also less likely to access services due to 
structural issues such as cultural inappropriateness, long standing mistrust of authorities, 
and experiences of racism, discrimination & stigma18. 
 
  

 
17 Centre for Ageing Better (2020), https://ageing-better.org.uk/news/ethnic-inequalities-among-over-50s-
revealed-new-research  
18 OHID. (2022). State of Healthy Ageing in the North West 

https://ageing-better.org.uk/news/ethnic-inequalities-among-over-50s-revealed-new-research
https://ageing-better.org.uk/news/ethnic-inequalities-among-over-50s-revealed-new-research
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2.4. Sexual Orientation 
Based on the UK rate, there are an estimated 241 people aged 65 years and over in Carlisle 
who identify as lesbian, gay or bisexual (LGB). According to the UK annual population 
survey 2019, for the first time there has been an increase in the number of older people (65 
and over) identifying as lesbian, gay or bisexual, rising from 0.7% in 2018 to 1.0% in 2019.  
 
Research shows that older lesbian, gay, bisexual and transgender (LGBT+) people are 
especially vulnerable to loneliness, particularly if living in rural or coastal areas. This is 
because they are more likely to be single, live alone, and have less contact with relatives. 
Other research also shows that older LGBT men & women have poorer self-rated health and 
are more likely to have other conditions that impact their health & wellbeing. They also have 
worse outcomes in relation to physical health, loneliness, social isolation, mental health, and 
experiences of violence. 
 
Experiences of stigma, discrimination and abuse over the years also mean that over 80% of 
older LGBT+ people do not trust professionals to understand their culture or lifestyle. As a 
consequence, the LGBT+ community are less likely to engage with local services. There is 
limited data available about older trans people, but we know they face a unique set of 
challenges in navigating health and other services19. 

 
  

 
19 Age UK. (2021). https://www.ageuk.org.uk/discover/2021/february/the-health-and-care-needs-of-older-lgbt-
people/  

https://www.ageuk.org.uk/discover/2021/february/the-health-and-care-needs-of-older-lgbt-people/
https://www.ageuk.org.uk/discover/2021/february/the-health-and-care-needs-of-older-lgbt-people/
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2.5. Disability and Limiting Long-term Illness 
According to the Equality Act 2010, a disability is a physical or mental impairment that has a 
‘substantial’ and ‘long-term’ negative effect on someone’s ability to do normal daily 
activities20.  
 
People with disabilities are likely to have poorer health and wellbeing, and face barriers to 
accessing services, as well as good quality education, employment, pay and housing. They 
are also more likely to be socially isolated and/or lonely, and vulnerable to crime.21  People 
with disabilities are most likely to have social care needs, particularly in older age. 
 
48% of Carlisle’s older people (65+) are estimated to have a long-term illness whose day-to-
day activities are limited at least a little; 25% have day-to-day activities that are limited a 
little; while 23% are limited a lot22.  
 
The number of older people living with a limiting long-term illness in Carlisle is projected to 
increase over time (up to 2040) in line with the overall increase in the older population (see 
Table 4). 
 
Table 4: Carlisle district: Limiting long-term illness - 
People aged 65 and over with a limiting long-term illness, by age, projected to 204023 

 
 
  

 
20 OHID. (2022). State of Healthy Ageing in the North West 
21 OHID. (2022). State of Healthy Ageing in the North West 
22 OHID (2022) Productive Healthy Ageing Profile - Carlisle 
23 POPPI (2022). Limiting Long Term Illness - Carlisle 
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Learning Disability 

It is estimated that 506 people aged 65 years and over in Carlisle have a learning disability, 
this is expected to grow to 680, by 2040. 24  
 
The older population with a moderate or severe learning disability is also projected to grow. 
Currently estimated at 68 older people in Carlisle, this figure is predicted to rise to 86 older 
people, by 2040. 25  
 
This group have very specific care needs as they will often develop conditions associated 
with ageing at a younger age, particularly dementia and sensory impairment.26  
 
However, this group is less likely to access healthcare generally and may find it difficult to 
express their needs and be heard, particularly if they are living independently or with family. 
Symptoms for dementia can also be hard to distinguish from those associated with learning 
disabilities. 27 
 
 
Table 5: Carlisle District: Learning Disability - 
People aged 65 and over predicted to have a learning disability, by age 28 

  
 
Research has shown that on average, people with a learning disability and autistic people 
die earlier than the general public, and do not receive the same quality of care as people 
without a learning disability or who are not autistic. 29 
 

  

 
24 POPPI (2022). LD – Moderate or severe 
25 POPPI (2022). LD – Moderate or severe 
26 OHID. (2022). State of Healthy Ageing in the North West 
27 OHID. (2022). State of Healthy Ageing in the North West 
28 POPPI (2022) Learning Disability - Carlisle 
29 NHS (2021) Learning from Lives and Deaths: https://leder.nhs.uk/  

https://leder.nhs.uk/
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Autism 

Currently 228 older people in Carlisle have autism, this will increase to 305 by 2040, but 
many older people with autism will have inaccurate diagnoses due to autism not being 
included in the main European or American classification of diseases manuals until the late 
1970s and early 1980s. They may be viewed as simply odd or eccentric. For some, their 
difficulties adapting to change are dismissed as a product of being older, and therefore 
‘stuck in their ways’, or are attributed to mental health problems or dementia, which can lead 
to inappropriate treatment.30 
 
Chart 5: Carlisle district - Autism  
People aged 65 and over predicted to have autistic spectrum disorders, by age 31 

 

 
 
 
A significant transition faced by many people with autism as they get older comes when their 
parent carers are no longer able to support them at home. Many autistic people continue to 
live at home with carers well into adulthood, and parent carers are therefore likely to be 
nearing and entering old age while still providing care to people with often very high needs.32 
 
Older people make up 63% of unpaid carers and who have unmet care needs themselves33 
(see Section 4.2 Carers). 
 
  

 
30 SCIE (2022) Autism: Improving access to social care for adults, Growing older with autism. Social Care 
Institute for Excellence 
31 POPPI (2022) Autism - Carlisle 
32 National Audit Office (2009) ‘Supporting people with autism through adulthood: report by the Comptroller and 
Auditor General (HC 556)’, London: The Stationery Office. 
33 OHID (2022). State of Healthy Ageing in the North West 
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2.6. Intersectionality 
Intersectionality is the interconnected nature of social categorisations applied to a given 
individual or group, regarded as creating overlapping and independent systems of 
discrimination or disadvantage. 
 
Intersectionality has received an increasing amount of attention in health inequalities 
research in recent years. It suggests that treating social characteristics separately—mainly 
age, gender, ethnicity, and socio-economic position—does not match the reality that people 
simultaneously embody multiple characteristics and are therefore potentially subject to 
multiple forms of discrimination34.  
 
Intersectional differences interact with one another to influence our vulnerability to poor 
health and are associated with unequal ageing because the power, resources, and life 
chances associated with intersectional positions/identities are important social determinants 
of health35.  

 
 
  

 
34 Holman et al (2020) Understanding unequal ageing: towards a synthesis of intersectionality and life course 

analyses 
35 Marmot et al (2020) Health equity in England: The Marmot review 10 years on. Institute of Health Equity, 

London 
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3. Poverty & Deprivation 

 
Poverty and deprivation have a huge impact on health. It is the root cause of most, if not all 

inequalities throughout the life course. As a result, those living in the most deprived areas 

have the worst health outcomes, creating a cumulative impact for those who experience 

deprivation throughout life36. Poverty and deprivation are considered wider determinants of 

health.   

 

The Joseph Rowntree Foundation advises that pensioner poverty rates are rising, while data 

suggests that poverty among older women is rising slightly faster than poverty among older 

men. From 2013/14 to 2022 the rise for men was between 12% to 16%, for women this 

increases from 14% to 20%. Older women have higher poverty rates as they generally live 

longer than men, and more often have a less complete National Insurance contribution 

history and gaps in their employment history37. 

 

Poverty can be measured by using the English Indices of Deprivation; this measures relative 

levels of deprivation across small areas or neighbourhoods known as Lower-layer Super 

Output Areas (LSOAs) in England. The Indices considers a number of measures and 

indicators across a range of domains; for older people it is useful to consider a number of 

these domains including:  

 

• Index of Multiple Deprivation 

• The Income Deprivation Affecting Older People Index 

• The Barriers to Housing and Services Domain 

• Health Deprivation and Disability Domain 

 

The domains of deprivation are combined and weighted to calculate an overall Index of 

Multiple Deprivation (IMD) score for each LSOA; so that all LSOAs in England can be ranked 

according to their overall level of deprivation relative to other LSOAs. High ranking LSOAs 

can be referred to as the ‘most deprived’ or as being ‘highly deprived’ to aid interpretation. 

However, there is no definitive threshold above which an area is described as ‘deprived’. 

The IMD measure deprivation on a relative rather than an absolute scale, so an LSOA 

ranked 100th is more deprived then an LSOA ranked 200th, but this does not mean it is twice 

as deprived. The purpose of the IMD is to provide the best measure of the distribution of 

relative deprivation at a snapshot in time. 

 

  

 
36 OHID (2022) State of Heathy Ageing in the Northwest  
37 JRF (2022) UK Poverty 2022: The essential guide to understanding poverty in the UK 
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3.1. The Index of Multiple Deprivation 2019  
This combines information from the seven domains to produce an overall relative measure of 

deprivation. This is an all-age index heavily weighted towards income, employment, and 

skills.  

 
 
Heatmap 4: Carlisle City - Index of Multiple Deprivation (IMD) 2019 by LSOA38 

  
 

 

Heatmap 5: Longtown - Multiple Deprivation   Heatmap 6: Brampton - Multiple Deprivation39  

               
 

The following LSOAs fall within the 10% most deprived in the country:  
 
Table 6: Carlisle LSOA’s within the 10% most deprived in the country 

LSOA Ward Electoral Division 

Carlisle 009A Newtown & Morton North Belle Vue ED 

Carlisle 011F Harraby South & Parklands Harraby South ED 

Carlisle 009D Denton Holme & Morton South Morton ED. 

Carlisle 011A Botcherby & Harraby North Botcherby ED 

 
38 Department of Communities & Local Government, http://dclgapps.communities.gov.uk/imd/iod_index.html  
39 Department of Communities & Local Government, http://dclgapps.communities.gov.uk/imd/iod_index.html  

http://dclgapps.communities.gov.uk/imd/iod_index.html
http://dclgapps.communities.gov.uk/imd/iod_index.html
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The following LSOAs fall within the 20% most deprived in the country: 
 
Table 7: Carlisle LSOA’s within the 10% most deprived in the country 

LSOA Ward Electoral Division 

Carlisle 006B, 008B, 
008A 

Castle & Cathedral Castle ED 

Carlisle 006C, Castle & Cathedral split between Castle ED & 
Currock ED 

Carlisle 001B Longtown & the Borders Longtown ED 

Carlisle 010A Currock & Upperby Currock ED 

Carlisle 012E Currock & Upperby Upperby ED. 

Carlisle 009C Newtown & Morton North Morton ED 

Carlisle 011C Botcherby & Harraby North Harraby North ED 
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3.2. The Income Deprivation Affecting Older People Index (IDAOPI)  
This measures the proportion of all those aged 60 or over who experience income 

deprivation. This is a second supplementary indices which is a sub-set of the Income 

Deprivation Domain. Income deprivation affecting older people can be seen in the more 

urban areas of Carlisle and within rural LSOAs for both Brampton and Longtown. Heatmaps 

7-9 show a graphical representation of income deprivation for older people where values are 

depicted by color. The dark blue colour represents those LSOA’s that are within the 10% 

most deprived.  

 
The following LSOAs fall within the 10% most deprived for income deprivation for older 
people in the country:  
 
Table 8: Carlisle LSOA’s within the 10% most deprived for income deprivation for older people in the 
country 

LSOA Ward Electoral Division 

Carlisle 009A Newtown & Morton North  Belle Vue ED 

 
The following LSOAs fall within the 20% most deprived for income deprivation for older 
people in the country: 
 
Table 8: Carlisle LSOA’s within the 20% most deprived for income deprivation for older people in the 
country 

LSOA Ward Electoral Division 

Carlisle 006B Castle & Cathedral Castle ED 

Carlisle 006C Castle & Cathedral split between Castle ED & 
Currock ED 

Carlisle 010F Castle & Cathedral Currock ED 

Carlisle 011A Botcherby & Harraby North Botcherby ED 

Carlisle 011F Harraby South & Parklands Harraby South ED 

 
Heatmap 7: Carlisle City - Income Deprivation Affecting Older People Index (IDAOPI) 2019 by LSOA40 

  

 
40 Department of Communities & Local Government, http://dclgapps.communities.gov.uk/imd/iod_index.html  

http://dclgapps.communities.gov.uk/imd/iod_index.html
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Heatmap 8: Longtown - (IDAOPI)   Heatmap 9: Brampton - (IDAOPI) 

    
By assigning LSOAs to wards (best fit) in the district, Table 10 below provides the number of 
older people living in areas with the greatest levels of income deprivation.  
 
Table 10: Older People in Deprivation, Number of older people (descending) 201941 

Ward (best fit) Number of older people living in areas of 
deprivation 

Newtown & Morton North  406 

Denton Holme & Morton South 367 

Currock & Upperby 340 

Botcherby & Harraby North 309 

Cathedral & Castle  307 

Harraby South & Parklands  306 

Longtown & the Border  252 

Brampton & Fellside  225 

Sandsfield & Morton West  216 

Stanwix & Houghton  181 

Wetheral & Corby 159 

Belah & Kingmoor  135 

Dalston & Burgh  94 

 

  

 
41 Public Health England, Local Health Tool https://www.localhealth.org.uk/  

https://www.localhealth.org.uk/
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3.3. The Barriers to Housing and Services Domain  
This measures the physical and financial accessibility of housing and local services. The 

indicators fall into two sub-domains: ‘geographical barriers’, which relate to the physical 

proximity of local services, and ‘wider barriers’ which includes issues relating to access to 

housing such as affordability and homelessness. 

 

Barriers to housing and local services affects the more rural areas of Carlisle with 7 out of 68 

LSOA’s for Carlisle falling within the 10% most deprived neighbourhoods in the country, and 

3 LSOA’s falling in the 20% most deprived. 

 

Heatmap 10: Carlisle District - Barriers to Housing and Services by LSOA42   

   
 

 

Table 11: 10% most deprived LSOA’s by Barriers to Housing and Services Domain43 

LSOA Ward Electoral Division 

Carlisle 001D Longtown & the Border Longtown ED 

Carlisle 002D Brampton & Fellside split between Brampton ED and Corby & 
Hayton ED 

Carlisle 007A Brampton & Fellside Corby & Hayton ED 

Carlisle 007C Longtown & the Border Houghton & Irthington ED 

Carlisle 005C Dalston & Burgh Dalston & Burgh ED 

Carlisle 013A Dalston & Burgh Dalston & Burgh ED 

Carlisle 004C Belah & Kingmoor split between Dalston & Burgh ED and 
Houghton & Irthington ED 

 
  

 
42 Department of Communities & Local Government, http://dclgapps.communities.gov.uk/imd/iod_index.html  
43 Department of Communities & Local Government, http://dclgapps.communities.gov.uk/imd/iod_index.html  

http://dclgapps.communities.gov.uk/imd/iod_index.html
http://dclgapps.communities.gov.uk/imd/iod_index.html
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Table 12: 20% most deprived LSOA’s by Barriers to Housing and Services Domain44 

LSOA Ward Electoral Division 

Carlisle 001A Longtown & the Border Longtown ED 

Carlisle 013B Dalston & Burgh Wetheral ED 

Carlisle 001C Longtown & the Border Longtown ED 

 
 
  

 
44 Department of Communities & Local Government, http://dclgapps.communities.gov.uk/imd/iod_index.html  

http://dclgapps.communities.gov.uk/imd/iod_index.html
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3.4. Health Deprivation and Disability Domain  
This measures the risk of premature death and the impairment of quality of life through poor 
physical or mental health. The domain measures morbidity, disability, and premature 
mortality but not aspects of behaviour or environment that may be predictive of future health 
deprivation. 
 

Health and disability deprivation is more prevalent in the more urban areas of Carlisle with 

11 LSOAs featuring in the 10% most deprived LSOAs within the country and 8 LSOAs within 

the 20% most deprived within the country. 

 

Heatmap 11: Carlisle District - Health Deprivation and Disability45 

  
 

Heatmap 12: Carlisle District - Health Deprivation and Disability46 

 
 

 
45 Department of Communities & Local Government, http://dclgapps.communities.gov.uk/imd/iod_index.html  
46 Department of Communities & Local Government, http://dclgapps.communities.gov.uk/imd/iod_index.html  

http://dclgapps.communities.gov.uk/imd/iod_index.html
http://dclgapps.communities.gov.uk/imd/iod_index.html
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Table 13: 10% most deprived LSOA’s by Health Deprivation and Disability by LSOA47 

LSOA Ward Electoral Division 

Carlisle 006C Castle & Cathedral Split Castle ED & Currock ED 

Carlisle 001F Harraby South & Parklands Harraby ED 

Carlisle 009D Denton Holme & Morton 
South 

Morton ED 

Carlisle 009A Newtown & Morton North Belle Vue ED 

Carlisle 010A Currock & Upperby Currock ED 

Carlisle 001B Longtown & the Border Longtown ED 

Carlisle 008A Castle & Cathedral Castle ED 

Carlisle 009B Newtown & Morton North Belle Vue ED 

Carlisle 011C Botcherby & Harraby North Harraby North ED 

Carlisle 008B Denton Holme & Morton 
South 

Castle ED 

Carlisle 011A Botcherby & Harraby North Botcherby ED 
 

Table 14: 20% most deprived LSOA’s by Health Deprivation and Disability by LSOA48 

LSOA Ward Electoral Division 

Carlisle 006A Castle & Cathedral Castle ED 

Carlisle 012C Currock & Upperby Upperby ED 

Carlisle 006B Castle & Cathedral Castle ED 

Carlisle 012E Currock & Upperby Upperby ED 

Carlisle 009C Newtown & Morton North Morton ED 

Carlisle 011B Botcherby & Harraby North Harraby North ED 

Carlisle 011E Harraby South & Parklands Harraby North ED 

Carlisle 010F Castle & Cathedral Currock ED 
 

 

How conducive an area is to good health relative to other areas can be measured using the 
Access to Healthy Assets & Hazards (AHAH) index. It is comprised of 4 domains:  

• Retail environment (access to fast food outlets, pubs, off-licences, tobacconists, 
gambling outlets), 

• Health services (access to GPs, hospitals, pharmacies, dentists, leisure services), 
• Physical environment (Blue Space, Green Space - Passive), and 
• Air quality (Nitrogen Dioxide, Particulate Matter 10, Sulphur Dioxide). 

 
 
According to the AHAH 9.8% of Carlisle’s residents live in LSOA’s least conducive to health 
and is ranked 14/37 in the North West. Older people confined to these areas during COVID 
restrictions may have suffered worse impacts of lockdown49.  
 

  

 
47 Department of Communities & Local Government, http://dclgapps.communities.gov.uk/imd/iod_index.html  
48 Department of Communities & Local Government, http://dclgapps.communities.gov.uk/imd/iod_index.html  
49 OHID. (2022). State of Healthy Ageing in the North West 

http://dclgapps.communities.gov.uk/imd/iod_index.html
http://dclgapps.communities.gov.uk/imd/iod_index.html
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3.5. Food Insecurity 
Food secure households are considered to have sufficient, varied food to facilitate an active 

and healthy lifestyle. Households with low or very low food security are “food insecure”. Food 

insecure households have a risk of, or lack of access to, sufficient, varied food. There are 

various complex factors that determine whether a household is food secure. Household food 

security can be broken down into affordability, access, utilisation, and stability. Affordability, 

access, and utilisation provide three key links in the chain, or tests, for households to get 

food on their plates. Simply, these are whether they can fill shopping bags, pay for them, and 

prepare nutritious meals. Stability is determined by the consistency with which the previous 

three tests are met.50. 

 

Households where the head is younger are less likely to be food secure than households 

with older heads of household. 3% of households with one adult over state pension age are 

food insecure, this reduces to 1% of households when there are two adults over state 

pension age51.  

 

Chart 6: United Kingdom Food Security Report 2021: Food Security at a household level by age 

 
However, household food security is not evenly spread across society, 6% of people on 

pension credit are food insecure. If the person has a disability, the percentage of food 

insecurity rises to 12% insecure and 19% if the household has a total gross weekly income 

of less than £20017. From the Income deprivation affection older people we know people are 

more likely to be in the Electoral Divisions of Belle Vue, Castle, Currock, Botcherby and 

Harraby South.  

 

Household food security does not only depend on food affordability, but also on the ability of 

consumers to physically access food shops. Those households without access to a car or 

means of private transport as well as less mobile individuals such as disabled people or the 

elderly are potentially vulnerable. Travel distances are higher in rural areas, which typically 

have a more dispersed population17. 

 

What this data does not show is the cost and selection of food available to consumers in 

 
50 Department for Environment, Food & Rural Affairs (2021) United Kingdom Food Security Report 2021: Food 

Security at a household level 
51 Department for Work & Pensions: https://www.gov.uk/government/statistics/family-resources-survey-financial-

year-2019-to-2020  

https://www.gov.uk/government/statistics/family-resources-survey-financial-year-2019-to-2020
https://www.gov.uk/government/statistics/family-resources-survey-financial-year-2019-to-2020
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their nearest food shop. Groceries at convenience shops can be more expensive than in 

larger supermarkets, resulting in higher food costs for a household. Some food shops may 

also have a smaller selection of food, which could limit consumers’ choice and ability to meet 

all their nutritional requirements17. Issues that may affect older adults include dehydration 

and malnutrition, the majority (93%) of people at risk of malnutrition are living in the 

community. 52 

 

  

 
52 PHE (2017) https://www.gov.uk/government/publications/helping-older-people-maintain-a-healthy-
diet-a-review-of-what-works/helping-older-people-maintain-a-healthy-diet-a-review-of-what-works  

https://www.gov.uk/government/publications/helping-older-people-maintain-a-healthy-diet-a-review-of-what-works/helping-older-people-maintain-a-healthy-diet-a-review-of-what-works
https://www.gov.uk/government/publications/helping-older-people-maintain-a-healthy-diet-a-review-of-what-works/helping-older-people-maintain-a-healthy-diet-a-review-of-what-works
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3.6. Fuel Poverty 
A household is said to be in fuel poverty when its members cannot afford to keep adequately 

warm at a reasonable cost, given their income.  

 

In 2019, 14.7% of households in Carlisle (7,502 households) were classed as fuel poor53, 

similar to the Cumbria rate of 14.4% (England 13.4%). This is based on low-income, poor 

energy efficiency and high energy prices. In 2018, Longtown and the Border had the highest 

proportion of people experiencing fuel poverty, 17.2%.  

 

Table 15: Carlisle district - Households in fuel poverty by ward (descending)54. 

Ward % Households 

Longtown & the Border  17.2 

Brampton & Fellside  15.4 

Dalston & Burgh 14.4 

Cathedral & Castle  13.5 

Currock & Upperby 13 

Wetheral & Corby  12.1 

Newtown & Morton North  11.8 

Denton Holme & Morton South 11.3 

Botcherby & Harraby North  10.8 

Harraby South & Parklands  10.5 

Stanwix & Houghton 9.6 

Sandsfield & Morton West 9.1 

Belah & Kingmoor 8.9 

 
There are many variables to fuel poverty including energy efficiency characteristics (such as 
rurality, dwelling type, age of dwelling, size of dwelling, central heating, loft insulation); and 
household characteristics (such as tenure, housing sector, household size, long term health 
conditions, vulnerability); as well as household income and fuel payment type.  
 
Fuel poverty is higher among single person householders (e.g. old person living alone). This 
is because income is proportionately lower, yet fuel costs are only slightly lower. 
 
In 2019, the average fuel poverty gap (the reduction in fuel costs needed for a household to 
not be in fuel poverty) was estimated to be £216. 55 

  

 
53 Department for Business, Energy & Industrial Strategy: https://www.gov.uk/government/statistics/sub-regional-

fuel-poverty-data-2020  
54 Cumbria Observatory: https://www.cumbriaobservatory.org.uk/deprivation/reports  
55 Department for Business, Energy & Industrial Strategy. https://www.gov.uk/government/statistics/fuel-poverty-

detailed-tables-2021  

https://www.gov.uk/government/statistics/sub-regional-fuel-poverty-data-2020
https://www.gov.uk/government/statistics/sub-regional-fuel-poverty-data-2020
https://www.cumbriaobservatory.org.uk/deprivation/reports
https://www.gov.uk/government/statistics/fuel-poverty-detailed-tables-2021
https://www.gov.uk/government/statistics/fuel-poverty-detailed-tables-2021
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4. Wider Determinants  

 
The wider determinants of health are a diverse range of social, economic and environmental 
factors which influence people’s mental and physical health. Systematic variation in these 
factors constitutes social inequality, an important driver of health inequalities56. 
 
Poverty and deprivation are also wider determinants of health (see Section 3). 

 
The review of Health Inequalities for Older Populations in Rural and Coastal Areas identified 
a number of important drivers of health inequalities for older people57.  
 
It found that, while mortality is lower in rural areas, older people living in rural and coastal 
areas are more likely to have poorer physical and mental health. The main drivers of 
inequalities in ageing in these areas are thought to be: 

• Social exclusion & isolation 

• Access to, and awareness of health & other community services 

• Financial difficulties (e.g., fuel poverty & housing issues) 

• Lack of transport & distance from services 

• Low levels of physical activity & mobility 

• Existing poor health (the healthiest populations are those of working age moving out 
of rural areas) 

 
Despite these inequalities there are also a number of strengths, assets and sources of 
resilience in rural and coastal areas, which can support healthy ageing if available, these 
are: 

• Community networks & services 

• Family support & informal care 

• Environmental factors, including less crime, more green space, access to a car or 
other transport, home visits, sitting/ befriending services 
 

The report stated five issues which need action: 

• Gaps in public transport provision (See section 4.1) 

• The digital divide (See section 4.1) 

• Loneliness and social isolation (See section 4.3) 

• A lack of support networks among people who move to rural and coastal 
communities (See section 4.3) 

• Gaps in support for carers (See section 4.2) and people with dementia (See section 
5.3) 
 

  

 
56 Public Health England, Wider Determinants of Heath, 2018 
57 OHID. (2022). State of Healthy Ageing in the North West 
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4.1. Connectivity: travel (inc active travel); technology; rurality & volunteering 
 
Travel  

The urban area of Carlisle City has seven day a week public transport services with services 
running from early morning until late evening, although many rural areas due to the sparse 
population have no service. The Council supports a Voluntary Social Car Scheme and 
demand responsive Rural Wheels Scheme to fill gaps in these areas. There are a number of 
section 22 permit “Community Bus operations” across Cumbria, including the Border 
Rambler Rural Transport Services based at Irthington, Carlisle58. 
 
The following table is from the 2021 Cumbria Bus Service Improvement Plan, in June 2022 
Stagecoach announced a list of Carlisle network changes including reduced frequencies, 
route alterations and in some instances, services axed, changing the results of the below 
table, an updated table has not been developed.  
 
Table 16: Carlisle Urban Population within 400 metres of a Bus Service59 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
As we get older, we are more likely to cite ‘health’ as our reason for not taking public 
transport, highlighting the need for more accessible services. However, in every age group 
the proportion of people who don’t use public transport because it’s either unavailable, 
unreliable, infrequent or inconvenient has increased. This is particularly true in rural areas 
where the average minimum journey time by public transport or walking is 29 minutes – 
approximately twice as long as in urban areas60. 
 

Chart 7: Carlisle & Cumbria: Journey time to reach key services61 

 
  

 
58 Cumbria County Council, (2021). Bus Service Improvement Plan https://cumbria.gov.uk/buses/nbs/bsip/  
59 Cumbria County Council, (2021). Bus Service Improvement Plan 
60 OHID. (2022). State of Healthy Ageing in the North West 
61 Cumbria Observatory, PHE PHOF Journey time to reach key services for Carlisle 

  

https://cumbria.gov.uk/buses/nbs/bsip/
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Chart 8: Carlisle: Journey time to reach key services62 

During the COVID-19 pandemic, many older people, especially those shielding, have 
avoided public transport. For those without a car, this has restricted their ability to get out & 
about & remain independent. Some have even felt a burden to others23. 
 
The PHE report on health inequalities in coastal and rural areas recommends protecting and 
promoting public and community transport in rural and coastal areas may enhance 
outcomes. In particular, awareness of community schemes and options could be improved, 
especially in areas where public transport does not operate63. 
 
Infrastructure 

The Carlisle District Local Plan identifies local transport infrastructure including:  
 

• Carlisle Railway Station redevelopment funded through the £20m Borderlands 
Inclusive Growth Deal. Northern Gateway – partial pedestrianisation off Court 
Square; Station Building and Interior- enhancements to the platforms from the north 
and the undercroft; Southern Gateway –a new southern entrance and car parking 
facility; and Enabling Streets and Junctions – junction improvements to improve 
access to the station.  

 

• The West Coast Main Line provides a north/south high-speed rail link serving the City 
providing access to Birmingham, London, Glasgow and Edinburgh, as well as links 
via Northern Rail to Manchester Airport, Manchester, Glasgow and Edinburgh. There 
are rail links to Newcastle and the Cumbrian Coast providing access to Barrow and 
Lancaster. The historic Carlisle/Settle line, which is important for tourists, commuters 
and freight, links Carlisle to Leeds.  

 

• Lines of disused railways with the potential for future use as green corridors for 
walking and cycling, or to facilitate the reinstatement of public transport services 
including the Carlisle - Longtown - Borders railway.  

 
62 Cumbria Observatory, PHE PHOF Journey time to reach key services for Carlisle 
63 PHE (2019) An evidence summary of health inequalities in older populations in coastal and rural areas. 
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Active Travel 

Carlisle has recently received a share of £1.5 million to carry out pilot projects for Active 
Travel schemes. The funding will be used to: 

• Establish a series of Active Travel Events - educating a wider audience on ways to 
get more active 

• Create opportunities for engaging with e-bikes and adaptable bikes 
• Recruit Lead and Support Officers to manage the programme 
• Implement hire and loan cycle schemes  
• Raise awareness with existing providers of their ongoing operations, and repurposing 

of unwanted/abandoned cycles  
• Enhance cycle parking in places like leisure centres, retail outlets, central hubs, 

health settings, and schools 
• Establish a central digital information platform, signposting referrals and visitors to 

existing partners' wide range of services. 
 
Data for Active Travel isn’t available based on an age basis or at Carlisle level, but we can 
see below that Active Travel within Cumbria has declined in recent years and data from 
Active Lives surveys tells us that older adults are far more likely to be inactive but that is not 
necessarily due to age and physical ability64.  
 
Chart 9: Cumbria participation in the last 28 days by Activity (Active Travel)65  

 
 
The Centre for Ageing Better have commissioned Sustrans to conduct an evidence review 
and primary research examining the preferences for, barriers to, and enablers of active 
travel among 50–70 year olds66.  
 
Sustrans believe that Active travel is vital for ageing better and quote Marmot’s reports67 
spell out how walking and cycling can help address both health inequalities and our 
response to the pandemic68.   

 
64 Sport England (2022) https://www.sportengland.org/know-your-audience/demographic-knowledge/older-adults 
65 Sport England (2022) Active Lives https://activelives.sportengland.org/  
66 Centre for Ageing Better (2021) Blog: Ageing Better commissions team led by Sustrans for research project on 
active travel https://ageing-better.org.uk/news/ageing-better-commissions-team-led-sustrans-research-project-
active-travel 
67 Marmot et al (2020) Health Equity in England: The Marmot Review 10 Years On  
https://www.health.org.uk/publications/reports/the-marmot-review-10-years-on  
68 Sustrans (2021) Active travel is vital for ageing better https://www.sustrans.org.uk/our-
blog/opinion/2021/january/active-travel-is-vital-for-ageing-better  

https://www.health.org.uk/publications/reports/the-marmot-review-10-years-on
https://www.sustrans.org.uk/our-blog/opinion/2021/january/active-travel-is-vital-for-ageing-better
https://www.sustrans.org.uk/our-blog/opinion/2021/january/active-travel-is-vital-for-ageing-better
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Technology 

The Cumbria Digital Infrastructure Strategy 2020-2569 recongnises that the coronavirus 
pandemic has only served to reinforce the importance of digital connectivity. From getting 
the latest information and health guidance, home working, education and learning, online 
access to food and supplies, staying connected to family and others and to maintain supply 
chains – we all now depend on the ability to connect remotely across distance. 
 
Historically digital connectivity in Cumbria has been poor in comparison to the rest of the UK 
because: 

• Geographical challenges. 

• General rurality 

• Increased cost of deploying and maintaining infrastructure with a low return on 
investment. 

• Isolated properties and dispersed communities 

• Lower density of residential properties, particularly in rural areas. 

• Perceived planning barriers. 

• High incidence of flood blockages in undercarriage ducting. 
 
sets out the following targets for improving access.   
 
Chart 10: Current digital infrastructure footprint and target coverage of Cumbria  

 
 
The perception is that many older people have learnt to use more technology through the 
pandemic to be able to talk to their relatives and friends. However, “not everyone can or 
wants to use the internet or has a smartphone and we know from national survey data there 
has not been a sea change in the proportion of older people using the internet.70”  
 
Some older internet non-users want to use the internet more frequently and for more tasks, 
but poor IT skills, lack of trust in the internet, and poor/no access to equipment and/or 
broadband inhibit this desire24.  
 
The proportion of older people who use the internet regularly has nearly doubled since 2013, 
from 29%, to 54% in 202071, but still 11% of people in the UK aged 65-74, and 39% of those 

 
69 Cumbria County Council, Digital Infrastructure Strategy 
70 Age UK, 2021, Policy briefing: Living in a digital world after covid19 the experiences of older people who don’t 

live their lives online 
71 ONS, Internet Users: 2020 
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aged 75+ have never used the internet72.  
 
In January to February 2020, 87% of all adults shopped online within the last 12 months, up 
from 53% in 2008; those aged 65 years and over had the highest growth, rising from 16% to 
65% over this period73. 
 
Within the older age groups, women are less likely to use the internet, and 45% of the 75+ 
who are disabled have never used the internet. Across all ages, data also show that 
Bangladeshi, White & Pakistani ethnic groups are less likely to have used the internet at 
all26. 
 
The PHE evidence summary of health inequalities in older populations in coastal and rural 
areas suggests that:  
 

• technology (such as video conferencing) for use in care home environments can 
improve older people’s access to health care specialists  

• telehealth and internet-based interventions can improve the health of older rural 
patients  

• internet-based interventions hold the potential for reducing isolation for caregivers 

• wearable device-based walking programmes for older adults can improve physical 
activity in rural older adults  

 
The report recommends that consideration could be given to expanding the use of 
technology for easier access to training and development of health and social care staff 
working in rural and coastal areas. While there is potential for technology to assist with 
diagnosis and decision making, minimise patient and staff travel and improve training and 
continuing professional development options for staff, infrastructure and broadband 
coverage at present limits the potential solutions available, and there is evidence that some 
older patients may be reluctant to engage with technology. A balance where digital 
interaction could enhance rather than replace face-to-face care may be most appropriate74. 
 
  

 
72 OHID. (2022). State of Healthy Ageing in the North West 
73 ONS, Internet Access – households and individuals, Great Britain: 2020 
74 PHE (2019) An evidence summary of health inequalities in older populations in coastal and rural areas. 
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Rurality 

Carlisle is the largest urban centre in Cumbria and the principal settlement in the largely rural 
district of Carlisle. Other key settlements include the towns of Brampton, and Longtown 
along with a vast rural geography extending from the border with Scotland at Kershopefoot 
through Dalston to the South to the fringes of the Lake District and from the Solway Firth to 
Northumberland75. The District of Carlisle covers an area of approximately 1,042 sq km 
which gives a density of 105 persons per sq kilometre76.  
 
The Rural-Urban Classification defines areas as rural if they are outside settlements with 
more than 10,000 resident population, and as urban if inside such settlements. Carlisle is 
considered Urban (73%) with significant rural population (27%).  
 
Chart 11: Rural-urban classification of Carlisle77 

 

 
The Rural-Urban Classification is considered by Middle Layer Super Output areas (MSOA) 
the following areas make up the Urban City and Town: Belle Vue & Burgh, Garlands & 
Dalston, Kingmoor, Houghton & Whiteclosegate, Central Carlisle, Currock & Upperby, 
Denton Holme & Harraby Green, Botcherby & Harraby, Longsowerby & Caldewgate.  
Whilst Wetheral, Corby & Geltsdale, and Longtown & Border are categorized as rural village 
and dispersed and, Brampton & Irthing is considered rural town and fringe. 
 
Heatmap 12: Rural-urban classification of Carlisle78   

  
 

 
75 Cumbria County Council, Carlisle Local Plan 2019-22 
76 ONS, Population profiles for local authorities in England, 2019  
77 Cumbria Observatory, DEFRA Rural-urban classification, 2011  
78 Public Health England, Local Health Tool https://www.localhealth.org.uk/  

https://www.localhealth.org.uk/
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The PHE report on health inequalities in older populations in coastal and rural areas found 
that the main drivers of inequalities in rural areas included social exclusion and isolation, 
access to and awareness of health and other community services, financial difficulties 
including fuel poverty and housing issues, a lack of transport and distance from services, low 
levels of physical activity, and mobility or existing poor health as the healthiest populations 
were those of working age moving out of rural areas. 
 
They make a number of recommendations including strengthening support in rural areas 
through the provision of village services, such as lunch clubs, welfare rights information and 
advice services, befriending schemes, community warden support, and village agents to 
signpost older residents with unmet needs to services and community resources. 
 
They also recognise that local community services (such as pubs, post offices, libraries) are 
important assets and where these are in danger of closure, consideration could be made to 
allow these to be run by local community cooperatives. This may also nurture a sense of 
community and neighbourliness. A resident-run local shop with café facilities is a strategy 
which could increase errand-related and social trips in rural areas79 
 
 
  

 
79 PHE (2019) An evidence summary of health inequalities in older populations in coastal and rural areas.  
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Volunteering 

Connectivity is also about social connections and, encouragingly, as age increases, people 
are more likely to volunteer regularly and feel they belong to their neighbourhood.  
 
Volunteering has been advocated by the United Nations, and governments around the world 
as a way to engage people in their local communities and improve social capital, with the 
potential for public health benefits such as improving wellbeing and decreasing health 
inequalities80. 
 
The report on benefits of making a contribution in later life found consistent evidence that 
older people who help others are happier as a result81. By doing something that matters for 
others, they gain increased self-esteem and a sense of purpose. Older volunteers who 
receive positive feedback are less likely to be depressed, and there’s even evidence 
that people who volunteer regularly are likely to live longer82. 
 
Evidence suggests that people who volunteered had their risk of dying reduced by as much 
as 22%83. 
 
The last volunteering census by Cumbria CVS was undertaken in 2009 which identified that 
68% of volunteers within Cumbria were over the age of 50. People in Carlisle volunteer for 
an estimated 1 hour and 55 minutes (1 hour and 20 minutes excluding Carlisle Diocese 
data).   Of note is the apparent correlation between organisation size/income and volunteer 
age profile. Large organisations (annual income over £500,001) appear to have significantly 
larger numbers of older volunteers; with 78% of their volunteers being 50 years or more84. 
 
During COVID, the number of volunteers with the largest drop in formal volunteering in was 
within the 65-74 age group as many older people were isolating. There was little increase in 
informal volunteering85. 
 
Chart 12: Changes in volunteering demographics over the past year, April 2021 (%)86 

 

 
The PHE report on improving health inequalities for older adults in rural and coastal 
communities found that evidence suggests that home based, volunteer and outreach 
programmes may improve outcomes for adults living in rural areas87.   

 
80 Jenkinson et al (2013) Is volunteering a public health intervention? 
81 Centre for Ageing Better (2016) The benefits of contributing to your community in later life 
82 Jenkinson et al (2013) Is volunteering a public health intervention? 
83 Age UK (2013) Volunteering may help you live longer  
84 Cumbria CVS (2009) Cumbria Third Sector Census 
85 Goodall, C. (2021) NCVO AGM 2021 – Volunteering Workshop, Cumbria CVS 
86 Goodall, C. (2021) NCVO AGM 2021 – Volunteering Workshop, Cumbria CVS 
87 PHE (2019) An evidence summary of health inequalities in older populations in coastal and rural areas. 
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4.2. Carers 
Data relating to Carers comes from the 2011 census, it suggests that in 2020, there were 
3,136 Carers over the age of 65 in Carlisle88. This is approximately 13% of all residents over 
the age of 65 within the district. Only 1 in 4 Carers are registered as a carer with their GP 89.  
 
The recent State of Caring report found that an estimated 63% of unpaid carers in the UK 
are aged 55+ But unpaid care does not yield the benefits of volunteering90.  
 
The people they care for are largely older parents, spouses and partners. Some older adults 
actually became new carers during the pandemic. And nearly half a million people – around 
600 every day in England – have had to give up work to care for others over the past two 
years.91 
 
An estimated 34% of unpaid carers are also in full or part-time paid work, meaning they get 
no respite time. In addition, unpaid carers often experience poor physical and mental health, 
as well as having a variety of unmet care needs themselves. These can include financial 
issues that cause anxiety and stress, with the average carer fronting over £114 a month of 
their own income to support those they care for.92 
 
Respondents of the State of Caring report 79% identify as female, 19% identify as male and 
0.5% describe their gender identity in another way, whilst 28% consider themselves to have 
a disability93.  
 
The COVID-19 pandemic has seen 81% of carers take on increasing hours of care, often 
with less or no outside support94 . This has had a significant and detrimental impact on 
carers’ health and wellbeing; over two-thirds of carers (69%) reported that their mental 
health has worsened, and 64% of carers said their physical health has got worse as a result 
of caring in the pandemic95  
 
The poorer health outcomes for carers from caring have been exacerbated through the 
pandemic. Health inequalities are deepening, including in the groups of carers with even less 
resilience such as those on low-income, carers from particular ethnic minority backgrounds 
and those caring for people with certain conditions. The worry around the impact of the 
deterioration of the condition of the person being cared for is of great concern and shows 
where prevention services need to be invested to bring carers’ health and wellbeing and 
ability to care to a better position96.  

 
The State of Healthy Ageing in the North West report recommends engaging local unpaid 
carers to identify their needs, and support them to be healthier and have more control over 
their lives97 It also advises that ageing without children increases the need for formal care, 
and we should plan accordingly98   

 
88 POPPI (2022) Carers - Carlisle 
89 Carers UK (2021) State of Caring 2021 report 
90 Carers UK (2021) State of Caring 2021 report 
91 OHID. (2022). State of Healthy Ageing in the North West 
92 OHID. (2022). State of Healthy Ageing in the North West 
93 Carers UK (2021) State of Caring 2021 report 
94 Carers UK (2020) Caring Behind Closed Doors: 6 months on 
95 Carers Week (2021), Breaks or Breakdown 
96 Carers UK (2021) State of Caring 2021 report 
97 OHID. (2022). State of Healthy Ageing in the North West 
98 OHID. (2022). State of Healthy Ageing in the North West 
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Table 17: Carlisle District – Carers: People aged 65 and over providing unpaid care to a partner, family 
member or other person, by age, projected to 2040 99 

 

 
 

  

 
99 POPPI (2022) Carers - Carlisle 
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4.3. Loneliness & social isolation 
In 2019/20 16.56% of all adults in Carlisle reported that they have felt lonely often / 
always or some of the time, this was lower than the regional average (22.9%) and 
national average (22.6%). In 2011 there were 6,736 (33.9%) older people aged 65 
and over living alone in Carlisle, this is higher than the national average 31.5% 100.  
 
Table 18: OHID Productive Healthy Ageing Profile – Improve wellbeing & wider determinants of health101 

 
 
Loneliness is our internal warning system to let us know something is wrong. It is our internal 
trigger to tell us we lack meaningful friendships and intimate relationships. Loneliness is not 
something we can stop or end, it is not a disease or epidemic we can immunise against102. 
 
Loneliness and social isolation are not the same. People can be isolated without feeling 
lonely, or be surrounded by others and still feel lonely103 
 
But both loneliness and social isolation can have a serious impact on older people’s physical 
and mental health and wellbeing, increasing the likelihood of early death by 26%. And 
research has found that people aged 65+ who live alone are 50% more likely to go to A&E 
than those who live with someone else. They are also at increased risk of being admitted to 
hospital as an inpatient104. 
 
Older people are likely to be more vulnerable to loneliness following illness or loss of 
mobility, job and income, or a spouse, family or friends. Those who are LGBT+ or have a 
disability are particularly vulnerable to loneliness105.  
 
Carers in particular have felt lonelier and more isolated than before the pandemic, with the 
vast majority (90%) reporting that they have felt lonely, increasing from 81% in 2019106.  
 
The rise in loneliness during the pandemic was steeper for older people with multimorbidity, 
and women and those who are most deprived felt more lonely than others. Many older 
people have also lost partners, relatives and friends during this time and have not been able 
to say goodbye or attend funerals107. 
 
The loneliness in later life report found that the over-50s are over five times more likely to be 
lonely if they are widowed, nearly four times more likely to be lonely if they are in poor 
health, and more than twice as likely to be lonely if they have money issues108.  
 
Loneliness and social isolation was highlighted as one of five issues that need action from 
the Ageing in coastal and rural communities report particularly for some groups of older men, 

 
100 OHID (2022) Productive Healthy Ageing Profile: improve wellbeing and wider determinants of health 
101 OHID (2022) Productive Healthy Ageing Profile: improve wellbeing and wider determinants of health 
102 Robbins, T. (2019) Say no to tackling loneliness 
103 Age UK (2018) Loneliness and isolation - understanding the difference and why it matters 
104 OHID. (2022). State of Healthy Ageing in the North West 
105 OHID. (2022). State of Healthy Ageing in the North West 
106 Carers UK (2021) State of Caring 2021 report 
107 OHID. (2022). State of Healthy Ageing in the North West 
108 Age UK (2018) All the lonely people: Loneliness in later life  
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including older carers and men who are insecurely housed; and for both older LGBTQ+ 
people and older people from ethnic minorities, who often struggle to identify peers in their 
local areas109 
 
It is recommended that we build new models of living in later life to prevent the negative 
impacts of loneliness and that diverse housing options meet the needs of older people 
across all tenures110 
 
  

 
109 PHE & Age UK (2021) Ageing in coastal and rural communities 
110 OHID. (2022). State of Healthy Ageing in the North West 
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4.4. Economic Activity  
In 2020/21 14,700 people (71.6%) aged 50-64 years within Carlisle were in employment, this 
is in line with the national average of 71.9%111  This is an increase from 2018/19. 
 
In September 2022 1,180 (7.5%) people 55 years and older were claiming Universal 
Credit112, this is a 226% increase between 2019 and 2022 however this figure is distorted by 
the rollout and the ongoing switch from legacy benefits so comparisons back to 2019 aren’t 
reliable. The increase in all DWP benefits for people over 55 years is 23.3% between 2019-
2022 this is a more reliable figure. 
 
The Old Age Dependency Ratio is the number of people of retirement age for every 100 
people of working age. Carlisle has a higher old age dependency ratio of 32.3, compared to 
29.5 in England113. 
 
This measurement may become less useful as more people work up to and beyond State 
Pension age114 
 
In 2021 only 42% of men and 31% of women nationally were still working at 65 years old. 
Previous progress in increasing the numbers of older workers in employment is being swept 
away as large numbers leave the labour market for good due to age discrimination and a 
lack of tailored employment support to find work115.  
 
Those aged 50 years and over make up an increasing proportion of the workforce in the UK. 
Prior to the onset of the coronavirus (COVID-19) pandemic, in 2019, almost a third of 
workers were aged 50 years and over116. 
 

 
Flexible working arrangements 

The ageing population presents opportunities to individuals and society. However, as with 
any major demographic change, it also presents challenges, and ignoring these could 
undermine the potential benefits of living longer117.  
 
The Centre for Ageing Better has published an evaluation of flexible working arrangements 
for the over 50s118.  
 
According to the Government Office for Science (2016), priority areas include:  

• supporting the ageing population to lead fuller and longer working lives  

• adaptations to the workplace  

• ensuring individuals re-skill throughout their life time  

• addressing falling participation in lifelong education and training, as well as barriers to 
later in life learning 

• specific focus on technological and financial skills through life119  
 
As a result of the pandemic, 1 in 8 (13%) of workers aged 50 years and over say they have 

 
111 PHE (2022) Productive Healthy Ageing Profile: improve wellbeing and wider determinants of health 
112 Cumbria Observatory (2022) Labour Market Briefing 
http://www.cumbria.gov.uk/elibrary/view.asp?ID=215737      
113 ONS, Population estimates. https://www.nomisweb.co.uk    
114 ONS (2019) Living longer and old-age dependency – what does the future hold? 
115 Centre for Ageing Better (2022) Five transformational changes for good later lives 
116 ONS (2021) Older Workers During the Covid 19 Pandemic.  
117 OHID. (2022). State of Healthy Ageing in the North West 
118 Centre for Ageing Better (2021) Flexible Working for Older Workers: Evaluation of pilot projects 
119 Government Officer for Science (2016) Future of an ageing population 

http://www.cumbria.gov.uk/elibrary/view.asp?ID=215737
https://www.nomisweb.co.uk/
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changed their retirement plans, with 5% saying that they will retire earlier and 8% planning to 
retire later8. Finances are a key part of planning for retirement. However, the Department for 
Work and Pensions (DWP) has estimated that 38% of the working age population (12 million 
people) are not saving enough and are facing an inadequate retirement income. While this 
will also be linked to regular spending, median weekly earnings typically peak in people’s 
40s and begin to decline in their 50s and 60s, particularly for full-time workers120. 
 
Women are three times more likely to be in part time work compared to men. The gender 
pay gap is largest for women in their 50s, who are more likely to be working part-time. 
Menopause can have a real and lasting impact on women’s working lives. This continues to 
be an issue that is largely ignored by employers, but a survey found that 1 in 4 consider 
leaving work due to severe symptoms, which can include fatigue and ‘brain fog’. Health is 
the leading reason for the 50+ to be out of work, and the disability employment gap is 
especially large for older workers. However, caring responsibilities and a lack of skills or 
training are other contributors. The result is that the 50+ who are unemployed are twice as 
likely as the youngest adults to be long-term employed121. 

 
  

 
120 OHID. (2022). State of Healthy Ageing in the North West 
121 OHID. (2022). State of Healthy Ageing in the North West 
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4.5. Crime 
Carlisle has the highest rate for all crime in 2020-21 of all Cumbria’s districts (81.4 per 1,000 
population); this is higher than the national (England & Wales) rate of 77.2 per 1,000122.  
 
Three wards within the top 10 highest ward rates for all crime in 2020-21 (Cathedral & 
Castle, 171.2 per 1,000 population; Currock & Upperby, 140.7 per 1,000; Newtown & Morton 
North, 126.2 per 1,000)123.  
 
Three wards within the top 10 highest ward rates for all alcohol-related crime in 2020-21 
(Cathedral & Castle, 25.6 per 1,000 population; Currock & Upperby, 18.9 per 1,000; 
Botcherby & Harraby North, 16.3 per 1,000)124. 
 
Further data can be found in the Crime and Community Safety Strategic Assessment 
Cumbria 2020-21; however, this is not age specific. 
 
Research shows that older people are less at risk of crime overall than other groups, some 
crime types – such as those linked to physical, mental, or financial abuse – 
disproportionately affect older people. Some older people are especially at risk, either 
because perpetrators target them or because their circumstances make them vulnerable, for 
example, if they are bereaved, lonely or living with dementia. 
 
The financial and health impacts of these crimes can be devastating. In addition, some older 
people are socially isolated and don’t have established support mechanisms to help them 
recover if they become victims125.  
 
Britain Thinks studied older victims of crime and found two key factors, age and the 
existence of an active support network, impacted participants’ experiences, communications 
preferences, and the support they required from the police.  

• Health and a general sense of slowing down physically and mentally could impact 
participants’ ability to deal with challenges. This audience can also describe a 
heightened awareness of their own vulnerability due to their age.  

• Older participants were more likely to have diminishing social circles and support 
networks, which can change significantly through bereavement or spouses moving 
into care homes126. 

 
The report on crimes against older people from the Her Majesty’s Inspectorate of 
Constabulary and Fire & Rescue Services (HMICFRS) and Her Majesty’s Crown Prosecution 
Service Inspectorate (HMCPSI) found that the police and the CPS don’t know enough about 
the extent, nature and trends in crimes against older victims and made a number of 
recommendations to do more to understand how older people are affected by crime, and 
what the police and other organisations should do about it127. 
 
  

 
122 Cumbria Observatory (2021) Crime and Community Safety Strategic Assessment Cumbria 2020-21 
123 Cumbria Observatory (2021) Crime and Community Safety Strategic Assessment Cumbria 2020-21 
124 Cumbria Observatory (2021) Crime and Community Safety Strategic Assessment Cumbria 2020-21 
125 HMICFRS & HMCPSI (2019) The poor relation: The police and Crown Prosecution Service's response to 

crimes against older people 
126 Britain Thinks (2019) Crimes against older people Research commissioned by Her Majesty’s Inspectorate of 

Constabulary and Fire & Rescue Services 
127 HMICFRS & HMCPSI (2019) The poor relation: The police and Crown Prosecution Service's response to 

crimes against older people 
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Fraud 

Scams have been prolific during the COVID-19 pandemic, many targeting older people. And 
while many types of crime decreased during this time, total crime increased by 12%, driven 
mainly by a 43% rise in fraud and computer misuse128.  
 
According to Age UK:  

• 43% of people aged 65+ have been targeted by scammers  

• only 11% of older people who’ve been targeted by a scam report it to the police 

• only 3% of older people who’ve been targeted by a scam report it to Action Fraud129 
 
Cumbria has lower levels of fraud and computer misuse than seen regionally or nationally.  
 

Chart 13: Fraud and computer misuse 2020-21 v’s 2019-20130

 
 
Elder Abuse  

Elder abuse is a hidden issue which has never been widely talked about, even before the 
pandemic131. Elder abuse can take many forms, including physical, sexual, domestic, 
psychological, emotional, financial, coercive control, neglect or acts of omission, 
discrimination, modern slavery and cuckooing. 
 
In March 2022 Cumbria Police launched an awareness campaign to highlight the 
devastating impacts abuse on elderly people can have. 
 
Research produced by Hourglass in 2020 revealed that more than a fifth of the UK public 
have personally experienced abuse as an older person (65+) or know someone who has 
been abused132. 
 
Section 42 of the Care Act 2014 requires that each local authority must make enquiries (or 
cause others to do so) if it believes an adult is experiencing, or is at risk of, abuse or neglect. 
During 21-22 Cumbria Safeguarding Adults Board report that 341 referrals where a full 
Section 42 enquiry has taken place and completed for females aged 65 and over, whilst 763 
have been completed for males aged 65 and over. A total of 1,104 compared to 748 for 
those aged 18-64.   
 

 
108 ONS (2022) Crime in England and Wales: year ending June 2021 
129 Age UK (2018) Applying the brakes: Slowing and stopping fraud against older people 
130 Cumbria Observatory (2021) Crime and Community Safety Strategic Assessment Cumbria 2020-21 
131 OHID (2022) State of Healthy Ageing NW report 
132 Hourglass (2020) Safer Ageing: What does growing older in the UK look like?  
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Chart 14: Cumbria – All referrals* by age and gender  
*where a full Section 42 Safeguarding enquiry took place and was completed 133 

 
 
 

Domestic Abuse  

Carlisle has the largest proportional increase in domestic violence safeguarding records of 
all Cumbria’s districts in 2020-21 (+9.2%; +179)134 
 
The Crime Survey for England and Wales, conducted by the Office of National Statistics, 
does not collect data on adults over the age of 74. The result is that while we know that older 
victims and survivors exist, we do not know the true prevalence of domestic abuse among 
the older population135. 
 
There is evidence to suggest that older women experience domestic abuse at similar rates 
to younger women136. We don’t know the true prevalence of domestic abuse amongst older 
people but worryingly, we know they are not being seen by specialist support services in the 
numbers that we would expect137. 
 

 
 
  

 
133 Cumbria Adults Safeguarding Board (2022) Safeguarding Adults at Risk – annual report 21/22 
134 Cumbria Observatory (2021) Crime and Community Safety Strategic Assessment Cumbria 2020-21 
135 Age UK (2020) No Age Limit: the blind spot of older victims and survivors in the Domestic Abuse Bill 
136 Blood, I. (2004) Older women and domestic violence: A report for Help the Aged and hact. London: Help the 
Aged. 
137 Women’s Aid (2019) The Domestic Abuse Report 2019: The Annual Audit, Bristol: Women’s Aid. 
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5. Health and Wellbeing  

 
Carlisle falls within the North East and North Cumbria Integrated Care System (ICS)138 and 
more locally the North Cumbria Integrated Care Partnership (ICP)139 
 
Image 1: North Cumbria and North East ICS 

 
 
Image 2: North Cumbria Integrated Partnership and the 8 ICC’s – Carlisle spans 1, 2 & 3.  

 
 
North Cumbria has been divided into eight Integrated Care Communities (ICC’s) based on 
clusters of GP practices and their registered populations. By understanding the challenges 
that each area faces it is hoped that the community can work together with health and care 
organisations to improve the health and wellbeing of local people. Carlisle is served by three 
of the eight Integrated Care Communities which follow the boundaries of the three Primary 

 
138 North East and North Cumbria ICS https://www.northeastandnorthcumbriaics.nhs.uk/  
139 North Cumbria Integrated Care Partnership: https://www.northcumbriahealthandcare.nhs.uk/  

https://www.northeastandnorthcumbriaics.nhs.uk/
https://www.northcumbriahealthandcare.nhs.uk/
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Care Networks (PCN’s or clusters of GP practices). These are: 
 

• Carlisle Healthcare with an older patient population of 201 per 1,000 

• Carlisle Network with an older patient population of 191 per 1,000  

• Brampton & Longtown or Carlisle Rural with an older patient population of 278 per 
1,000  

 
 
Impacts of COVID 

In general, the COVID-19 pandemic and its restrictions have had a negative impact on older 
people’s physical and mental health and wellbeing. Many of these impacts have already 
been mentioned in this report, but more detail is available from a report published by Age 
UK. The impacts have not been evenly spread - those with pre-existing health or care needs, 
carers and those on low incomes have reported a more significant adverse impact on their 
health and wellbeing140. 
 

• Older people are more likely to be in the shielded or moderate risk category for 
COVID-19.  

• Risk of death from COVID-19 increased with age, people over 80 years being at 
highest risk.  

• Two thirds of older people are living with multiple LTCs.  

• Older people have greater health and social care needs, especially during the last 
year of life.  

• People aged 65 and over have caring roles.  

• Older people are at high risk of adverse health and social impacts relating to the 
response to COVID-19 and the wider socioeconomic effects141.  

 
COVID-19 has had an immediate disruption to healthcare including care of urgent conditions 
in primary, community, secondary and tertiary care. Social care (e.g., home help, meals on 
wheels), community care (e.g., physiotherapy), informal support and family contact 
disrupted. Difficulties accessing or wanting to access care. Service delivery changes (e.g., 
telehealth) may reduce access to services. The impact of this is that urgent health issues 
could be missed, untreated, treated sub-optimally, treated later or treated by a less 
appropriate service. Worsening physical and mental health and wellbeing. Physical 
deconditioning, falls, fractures, independence loss, and psychological impacts (e.g., 
confidence) 142. 
 
Preventative care has also been disrupted, in as such as that provided by community 
nurses, GPs, dentists, opticians, audiologists, sexual health and health improvement 
specialists. This may be complicated by difficulties accessing or wanting to access 
healthcare, greater need to practice social distancing and suspension of allied services e.g., 
rehabilitation services, physiotherapy, strength and balance exercise provision or voluntary 
and community sector provision. The impact of this is poorer physical and mental health. 
Increased vaccine-preventable infectious disease outbreaks, morbidity and mortality143. 
 
Some research shows little impact on some older people, particularly those who didn’t 
adhere as strictly to COVID guidance. Some older people with certain personality traits and 
higher cognitive ability even identified positive aspects of lockdown144.  
 

 
140 OHID (2022) State of Healthy Ageing in the North West 
141 PHE (2020) Wider impacts of COVID-19 Intelligence pack 
142 PHE (2020) Wider impacts of COVID-19 Intelligence pack 
143 PHE (2020) Wider impacts of COVID-19 Intelligence pack 
144 OHID (2022) State of Healthy Ageing in the North West 
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However, some people, regardless of individual factors, have been living in significant pain 
thanks to reduced physical activity and the postponement of elective surgeries, such as hip 
and knee replacements. Our rapid review* has also found strong evidence that the risk of 
long COVID increases with age (Whitaker et al., 2021). Some older people have reported 
continued COVID-19 symptoms, which is causing depression, low mood and anger145.  
 
Finally, older people who have had COVID-19 are more likely to have been at risk of 
malnutrition during lockdowns, especially if they live alone. Malnutrition can lead to 
sarcopenia, and is an added risk, not just for general health, but also for deconditioning and 
falls146 (see Section 5.2. Falls, 6.3. Physical Activity). 
 

  

 
145 OHID (2022) State of Healthy Ageing in the North West 
146 OHID (2022) State of Healthy Ageing in the North West 
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5.1. Life Expectancy 
The most basic way of measuring the health of a community is to look at when and how 
people die. Life expectancy shows the average age a child born today in an area could 
expect to live assuming that people are dying at the same rate and ages that we find today. 
It is affected by the number of people dying and the age at which they die  
 

Life expectancy for both men and women in Carlisle is lower than the England average (78.2 
years compared to 79.4 years for men and 82.3 years compared to 83.1 years for 
women)147. 
 
Males die 8.8 years sooner and women die 8.9 years sooner in the most deprived areas of 
Carlisle than in the least deprived areas148. 
 
Table 19: Productive Healthy Ageing Profile: Optimise health and reduce risks early149  

 
 
 

Healthy Life Expectancy 

Healthy life expectancy is a measure of the average number of years a person would expect 
to live in good health. The average healthy life expectancy for a male living in Cumbria is 
61.7 years compared to England at 63.1 years; for females it is 65.2 years, compared to 
England at 63.9 years150. Data is not presented at district level. 
 
This means that the average man in Carlisle is likely to live for 16.5 years in poor health and 
the average women 17.1 years. 
 

 
  

 
147 OHID (2022) Productive Healthy Ageing Profile: Optimise health and reduce risks 
148 PHE (2019) Carlisle: Local Authority Health Profile 2019 
149OHID (2022) Productive Healthy Ageing Profile: Optimise health and reduce risks 
150 Cumbria Observatory (2022) https://www.cumbriaobservatory.org.uk/health-social-
care/reports/#/view-report/1835e7ef70a748c79aa478f386581700/E10000006/G3  

https://www.cumbriaobservatory.org.uk/health-social-care/reports/#/view-report/1835e7ef70a748c79aa478f386581700/E10000006/G3
https://www.cumbriaobservatory.org.uk/health-social-care/reports/#/view-report/1835e7ef70a748c79aa478f386581700/E10000006/G3
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5.2. Falls 
In Carlisle emergency admissions during 2020/21 due to falls in people aged 65 and above 
was at a rate of 1,632 per 100,000 putting us within the best 75th percentile for the rate of 
falls in the North West.  
 
Falls are the number one reason for older adults going into long term care. Falls are a large 
contributor to loss of independence in older age with potentially devastating consequences. 
They are a common cause of injury, which can sometimes be fatal. Around one in three 
adults aged 65+, and half of those aged 80+, fall at least once a year. This costs the NHS 
over £2bn a year and over 4 million bed days. The impact on the individual can be wide-
ranging, causing pain, injury, distress, loss of confidence and a greater risk of death151. 
 
Falls are not a ‘normal’ part of ageing, and they can be prevented by strength and balance 
exercises. Whilst declines in muscle mass and bone density start to occur from around 50 
years of age. Reasons for older people falling include muscle weakness, poor balance, 
effects of medication, sensory impairment, and environmental and home hazards. All of 
these can be addressed to help older people stay independent152 (see section 6.3. Physical 
Activity). 
 
 
Table 20: Productive Healthy Ageing Profile: Enhance Care & Support 153 

 
 
In Carlisle we have a high rate of hip fractures in persons aged 65 years and over which is at 
a rate of 620 per 100,000 people putting us within the worst 25th percentile in England. Case 
rates for Hip fractures in all three categories - in people aged 65 and over, in people aged 
65-79 and people aged 80+ are all above the regional and England average putting us in the 
25th percentile to worst.  
 
Hip fractures are a common outcome of falls, though they are not always directly related. Hip 
fractures are also caused by other factors, primarily low bone mineral density, which can 
lead to osteoporosis. The average age of a person with a hip fracture is about 83 years, and 
about 73% of fractures occur in women. Only one in three hip fracture sufferers return to 
their former levels of independence154.  
 
The risk of hip fractures has been considered at a local GP level, Brampton and Longtown 
(at a rate of 34 per 1,000 and 30.7 per 1,000 respectively) have higher rates of risk 

 
151 OHID. (2022). State of Healthy Ageing in the North West 
152 OHID. (2022). State of Healthy Ageing in the North West 
153 OHID (2022) Productive Healthy Ageing Profile: Enhance Care & Support 
154 OHID. (2022). State of Healthy Ageing in the North West 
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compared to GP surgeries within the Carlisle Primary Care Network and Carlisle Healthcare 
Primary Care Network. This is thought to reflect that the growing number of older people 
within the patient population of Brampton and Longtown practices with a high risk being 
defined as having a risk of fracture of 10% or greater in the next 10 years. 155.  
 
Chart 15: Hip Fractures: Patients at high risk of a hip fracture, rate per 1,000156 

 
Fractures lead to frailty, a loss of independence and an increased risk of mortality – around 
one in 10 people with a hip fracture die within one month and around one in three within 12 
months157.  
 
Sadly, osteoporosis is often only diagnosed when a fall or sudden impact causes a bone to 
break. Post-menopausal women are by far the most common sufferers of osteoporosis, due 
to the rapid bone loss in the first few years after the menopause. But osteoporosis does not 
have to be a part of ageing, for anyone. Those at risk of developing osteoporosis, including 
peri-menopausal women, should take steps to help keep their bones healthy: 

• taking regular exercise to keep bones as strong as possible 

• healthy eating – including foods rich in calcium and vitamin D  

• taking a daily supplement containing 10 micrograms of vitamin D  

• making lifestyle changes – such as giving up smoking and reducing alcohol 
consumption158 

 
  

 
155 NESCU (2021) ICC Profile - Carlisle Healthcare, Carlisle Network and Carlisle Rural combined into 'Carlisle 

District' 
156 NECS information services (2021) ICC Profile - Carlisle Healthcare, Carlisle Network and Carlisle Rural 

combined into 'Carlisle District' 
157 OHID. (2022). State of Healthy Ageing in the North West 
158 OHID. (2022). State of Healthy Ageing in the North West 
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5.3. Dementia  
The OHID dementia profile is available at a Clinical Commissioning Group (CCG) rather than 
District level; thus the figures are for the area covered by North Cumbria Integrated Care 
Partnership (ICP) which includes Carlisle, Eden, Allerdale and the majority of Copeland.   
 
In 2020 it was recorded that 4,613 people aged 65+ across North Cumbria have dementia, 
this is roughly 4% of people aged 65+159. Diagnosis rates are down from previous years 
(5,147 in 2019), but the pandemic is likely to be the reason why as opposed to less people 
having dementia, due to closure of services and potential backlog.  
 
It is projected that 1,968 people over the age of 65 are living in Carlisle with dementia. The 
projections for Carlisle estimate that in 2040 there will be 2,605 people over the age of 65 
with dementia, 994 of them will be male and 1,611 will be female160. 
 
Table 21: OHID Dementia Profile North Cumbria – prevalence, preventing well, diagnosing well161 

 
 
Dementia is another key reason for loss of independence in older age, associated with an 
ongoing decline of brain functioning. Dementia is not a disease itself, but a collection of 
symptoms that result from damage to the brain caused by different diseases, such as 
Alzheimer's disease or vascular dementia. These are the two most common types of 
dementia, but there are many others. Symptoms vary according to the part of the brain that 
is damaged. They may include memory loss, mood swings, confusion, and difficulty 
concentrating or following a conversation. It affects a person’s mental abilities and can 
interfere with daily living. The symptoms of dementia usually become worse over time, and, 
in later stages, people will usually need help from friends or relatives. In some cases, they 
will need constant care and attention, in the community or in a care home162. 
 
It is important to catch dementia early, to slow its progression and maintain mental function 
longer. And with treatment and support, many people with dementia can lead active, fulfilled 
lives. However, more needs to be done to identify dementia. Dementia can be difficult to 
recognise due to the slow decline that it causes. It requires awareness and personal 
acknowledgement, as well as that of those close to someone with dementia163. Carlisle is 
currently in line with national average for estimated dementia diagnosis rate164 ahead of the 
rest of North Cumbria. 
 
Table 22: Estimated dementia diagnosis from OHID - Carlisle productive healthy ageing profile165 

 

 
159 OHID (2022) Dementia Profile: prevalence 
160 POPPI (2022) Dementia - Carlisle 
161 OHID (2022) Dementia Profile: pathway on a page 
162OHID. (2022). State of Healthy Ageing in the North West 
163 OHID. (2022). State of Healthy Ageing in the North West 
164 OHID (2022) Carlisle productive healthy ageing profile 
165 OHID (2022) Carlisle productive healthy ageing profile 
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Poorly managed dementia can lead to emergency hospital admissions for avoidable 
illnesses and injuries. This unfamiliar environment can trigger distress, confusion and 
delirium for someone with dementia, contributing to a decline in functioning and a reduced 
ability to return home to independent living166. North Cumbria is currently in the 75th 
percentile to best for rates for short stay emergency admissions in the country, suggesting 
people with dementia are supported well167.  
 
The support needs of dementia patients and their carers should be reviewed regularly, 
helping to prevent avoidable outcomes. 46% of dementia care plans are reviewed every 12 
months in North Cumbria this is in line with the national average168. 
 
The risk of dementia increases with age, but it is not a natural part of ageing; and while there 
is no certain way to prevent all types of dementia, there is good evidence that a healthy 
lifestyle can help reduce the risk of developing dementia in older age. NHS Health Checks 
encourage this. A healthy lifestyle can also prevent cardiovascular diseases, such as stroke 
and heart attacks, which are themselves risk factors for Alzheimer’s disease and vascular 
dementia169. 
 
Table 23: People in Carlisle aged 65 and over predicted to have dementia, by age and gender, projected 

to 2040170 

 
  

 
166 OHID. (2022). State of Healthy Ageing in the North West 
167 OHID (2022) Dementia Profile: supporting well. 
168 OHID (2022) Dementia Profile: living well 
169 OHID. (2022). State of Healthy Ageing in the North West 
170 POPPI (2022) Dementia - Carlisle 
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5.4. Sensory Impairment 
Sensory impairment is another issue that can reduce independence in older age. While not 
limited to or expected in older age, it is common at this point in life. Most commonly, sensory 
impairment refers to sight or hearing loss, or deafblindness (dual sensory impairment). Loss 
of hearing and/or sight can be debilitating, with a wide range of negative impacts on health 
and wellbeing, increasing the risk of depression, falls and hip fractures, loss of 
independence, withdrawal from society and cognitive decline. They are also a barrier to 
accessing services and may be overlooked in health and social care171. 
 
Sight loss  

The OHID Productive Healthy Ageing Profile for sensory loss is only available at a County 
level. In Cumbria 127.5 per 100,000 people aged 65+ were certified as having a visual 
impairment, compared to 105.4 per 100,000 in England. The rates of Age-related macular 
degeneration (AMD) in Cumbria is significantly higher than the rest of England172.  
 
Table 24: Productive Healthy Ageing Profile – Cumbria173 

 
 
Age-related macular degeneration (AMD) is by far the most common cause of sight loss 
among older people in the UK, followed by glaucoma and diabetic retinopathy. AMD 
predominantly affects the central vision, which is used for reading, and recognising faces. 
Glaucoma affects peripheral vision following damage to the optic nerve. And diabetic 
retinopathy follows retinal damage caused by poorly managed diabetes. While these 
conditions may not be preventable, sight loss as a result can be, through early diagnosis and 
treatment174. 
 
The risk of sight loss is heavily influenced by health inequalities. Data show that those in the 
poorest fifth of the population have an almost 80% higher risk of developing severe visual 
impairment than those from the wealthiest fifth175.  
 
Research also shows ethnic inequalities in eye health. AMD is higher in people from a white 
background, and diabetic eye disease is higher in people from black and Asian 
backgrounds. The risk of glaucoma is also higher for people from a black background176  
 
This may be related to a lower uptake of sight tests in these groups, which would allow early 
detection and intervention. NHS advice is to have a regular eye test at least every two years, 
however many people do not visit an optician until they notice that something is wrong. For 

 
171 OHID. (2022). State of Healthy Ageing in the North West 
172 OHID (2022). Productive Healthy Ageing Profile – Cumbria  
173 OHID (2022). Productive Healthy Ageing Profile – Cumbria 
174 OHID. (2022). State of Healthy Ageing in the North West 
175 RNIB (2015) Improving later life for people with sight loss 
176 RNIB (2014) Sight loss in older people The essential guide for general practice 
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adults with diabetes, annual diabetic eye screening is offered to prevent retinopathy. 
However, the uptake of this screening in the North West is significantly worse than in 
England, at 79.0% compared to 82.6%. This has been declining since 2015/16177. 
 
It is predicted that in Carlisle we currently have 1,389 people over the age of 75 with a 
moderate to severe visual impairment this rises to 2,195 people by 2040. 
 
Table 25: POPPI: People aged 65 and over in Carlisle predicted to have a moderate or severe visual 
impairment by age, and people aged 75 and over predicted to have registrable eye conditions, projected 
to 2040178 

 
 
Hearing loss  

In Carlisle it’s predicted that 14,636 (approx. 60.7%) of people over the age of 65 have some 
hearing loss; whilst 1,892 (approx. 7.85%) have severe hearing loss179.  
 
Hearing loss cannot always be prevented. Sometimes it is just a part of getting older. 
However, there is strong evidence that hearing technology, including hearing aids and 
cochlear implants, enables people with hearing loss to stay socially active, reduces the risk 
of depression, and may even reduce the risk of dementia. In the UK, hearing loss affects 
42% of people aged 50+ and 71% of people aged 70+. In the North West, it affects 62% of 
people aged 65+. 8% of the 65+ in the North West suffer with severe hearing loss – a similar 
proportion to England180.  
 
While hearing loss is not limited to older age, age-related hearing loss is the single biggest 
cause and the leading cause of years lived with disability for those aged over 70181.  
 
It can also lead to people retiring early and a loss of income, costing the UK economy £25bn 
a year in lost productivity and unemployment. Hearing tests can identify any issues and 
ensure early intervention. However, there is, on average a 10-year delay in people aged 
55-74 seeking help for hearing loss. In addition, only a third of adults with self-reported 
hearing loss have their hearing tested182. 
 
 
  

 
177 OHID. (2022). State of Healthy Ageing in the North West 
178 POPPI (2022) Visual Impairment - Carlisle 
179 POPPI (2022) Hearing Loss - Carlisle 
180 OHID. (2022). State of Healthy Ageing in the North West 
181 RNID (2015) Hearing Matters 
182 OHID. (2022). State of Healthy Ageing in the North West 
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Table 26: People aged 65 and over in Carlisle predicted to have a moderate or severe, or profound, 

hearing impairment, by age and gender, projected to 2040183. 

 
 
  

 
183 POPPI (2022) Hearing Loss - Carlisle 
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5.5. Multi-morbidity  
Multi-morbidity is the presence of two or more long-term conditions (LTC’s). In addition to 
having significant socio-economic impacts, multi-morbidity reduces quality of life and 
physical functioning, increases mortality rates, hospital admissions, psychological distress 
and polypharmacy. It also affects the quality of life of the families and carers of those 
affected184.  
 
Two thirds of older people live with multiple Long-Term Conditions (LTC’s) such as diabetes 
mellitus, arthritis and dementia that need regular care to manage and treat their conditions 
and prevent complications or the development of additional conditions. This equates to 
12,600 people in Carlisle that are elderly and live with 1-2 LTC’s.  
 
During COVID-19 care of LTCs has been disrupted, complicated by difficulties accessing or 
wanting to access healthcare and the need to practice social distancing. Other services that 
support older people with LTCs have also been disrupted. Meaning that LTCs could have 
been untreated, treated sub-optimally, treated later or treated by a less appropriate 
healthcare service. New LTCs/complications could be missed, leading to higher morbidity 
and mortality185. 
 
As previously mentioned, people are living a longer portion of their lives in poorer health, 
affecting those in deprived areas more. This is largely due to LTCs and the increasing 
numbers of people with multi-morbidity186.  
 
LTCs are more prevalent in older people, and NIHR research found that 54% of people aged 
65+ in 2015 had at least two long-term conditions. It also predicted that, by 2035:  

• the proportion of older people with at least two conditions will rise to 67.8%  

• the number of older people with at least four conditions will double, with those aged 
75+ contributing most  

• most people over 65 will be affected by arthritis, followed by high blood pressure, 
respiratory disease, cancer and diabetes  

• cancer will increase most, doubling from 12.6% in 2015187  
 
The range of LTC’s included within the Productive Healthy ageing profile to reverse or live 
well with LTC’s for Carlisle can be seen below.   
 
  

 
184 University of Hull (2022) The lived experiences of those with multi-morbidity 
185 PHE (2020) Wider impacts of COVID-19 Intelligence pack 
186 OHID. (2022). State of Healthy Ageing in the North West 
187 NIHR (2018) Multi-morbidity predicted to increase in the UK over the next 20 years 
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Table 27: OHID Carlisle Productive Healthy Ageing Profile: Reverse or Live Well with a Long-Term 
Condition188 

 
  

 
188 OHID (2022) Carlisle Productive Healthy Ageing Profile: Reverse or Live Well with a Long-Term Condition 
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The contribution of mental illness to multi-morbidity increases with the number of diseases or 
impairments. And the pattern seen in 2015 is expected to change little by 2035:  

• 4.1% of people with at least two conditions, and 

• 34.1% of people with at least four conditions had mental ill-health189  
 
This impact is likely to be larger in the most deprived areas, where healthy life expectancy is 
lower, and women and men aged 50+ are twice as likely to have type 2 diabetes and/or 
respiratory illness.  
 
Multi-morbidity, particularly if poorly managed, leads to greater complexity in care, higher risk 
of hospital admissions and re-admissions, longer hospital stays, and lower quality of life. 
This reduces independence in older age and increases reliance on health and social care.  
 
This increased reliance on services is particularly an issue in the knowledge that there is a 
growing number of younger people with multi-morbidity, particularly related to obesity. In the 
North West, this is demonstrated by the prevalence of type 2 diabetes. This could put a huge 
burden on health and social care as they age, but this doesn’t have to be the case. If long-
term conditions are well managed, these people can live long, healthy and independent 
lives.  
 
There are growing number of people with multi-morbidity. 

190  
Cardiovascular Disease – Heart, Stroke & Diabetes 

Cardiovascular disease (CVD) is a general term for conditions affecting the heart or blood 
vessels. It's usually associated with a build-up of fatty deposits inside the arteries 
(atherosclerosis) and an increased risk of blood clots. It can also be associated with damage 
to arteries in organs such as the brain, heart, kidneys and eyes. There are many different 
types of CVD including coronary heart disease (CHD), strokes and TIAs191.  
 
CVD is one of the main causes of death and disability in the UK, but it can often largely be 
prevented by leading a healthy lifestyle.  

 
189 OHID. (2022). State of Healthy Ageing in the North West 
190 NECS information services (2021) ICC Profile - Carlisle Healthcare, Carlisle Network and Carlisle Rural 

combined into 'Carlisle District' 
191 NHS.uk (2022) Cardiovascular disease 
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In 2020/21 there were 15,564 people (all ages) diagnosed with CHD and registered with a 
GP in North Cumbria. This equates to 4.8% of the population and is significantly higher than 
the national average of 3%192. Brampton Medical Practice was significantly higher at 5.6% 
followed by Longtown at 5.4% and Eden at 5%193.  
 
CHD is the single most common cause of premature death in the UK. Many people are not 
aware that women are twice as likely to die of coronary heart disease, the main cause of a 
heart attack, as breast cancer in the UK. It is the single biggest killer of women worldwide yet 
it is still not always perceived to be a ‘woman’s problem’. More than 800,000 women in the 
UK are living with heart disease with 35,000 women admitted to hospital following a heart 
attack each year in the UK194. 
 
Table 28: OHID North Cumbria CCG Productive Healthy Ageing Profile: Reverse or Live Well with a Long-
Term Condition195 

 
 
Heart failure is a common and an important complication of coronary heart disease and 
other conditions. Heart failure prevalence is 1.3% in NHS Cumbria CCG compared to 0.9% 
in England196.  
 
Stroke is the third most common cause of death in the developed world. One quarter of 
stroke deaths occur under the age of 65 years. There is evidence that appropriate diagnosis 

and management can improve outcomes.  
 
8,440 or 2.6% of people within North Cumbria have been diagnosed with stroke or transient 
ischaemic attack (TIA), as recorded on practice disease registers. This is higher than the 
national average of 1.8% and puts us in the highest 75th percentile197. Brampton Medical 
Practice was significantly higher at 3% followed by Longtown Medical Practice at 2.7%198 

 

People with diabetes are at a higher risk of having a heart attack or stroke. In North 
Cumbria, people with diabetes were 52.1% more likely than people without diabetes to have 
a heart attack. This was lower than the figure for England which was 86.9%. People with 

 
192 OHID (2021) Productive Healthy Ageing Profile: Reverse or live well with a long term condition – North 

Cumbria CCG 
193 OHID (2022) Cardiovascular disease – North Cumbria CCG by GP surgery 
194 Buchanan, L (2022) North Cumbria Integrated Care: Urging women to follow their heart (symptoms) 
195 OHID (2021) Productive Healthy Ageing Profile: Reverse or live well with a long term condition – North 

Cumbria CCG 
196 OHID (2022) Cardiovascular disease – North Cumbria CCG 
197 OHID (2021) Productive Healthy Ageing Profile: Reverse or live well with a long term condition – North 

Cumbria CCG 
198 OHID (2022) Cardiovascular disease – North Cumbria CCG by GP surgery 
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diabetes were also 52.8% more likely to have a stroke. This was lower than the figure for 
England where there was a 58.5% greater risk199.  
 
In terms of older adults 3,023 people in Carlisle are predicted to have Type 1 or Type 2 
diabetes200 
 
 
Table 29: OHID Public Health Profile: Diabetes prevalence (17+) by PCN in NHS North Cumbria 2020/21201 

 
 
The prevalence of diabetes in Longtown Medical Practice (A82646) was significantly higher 
at 11% than the CCG average of 8.2% presenting the practice with the highest prevalence 
rate within North Cumbria CCG202.  
 
Chart 16: Variation by general practice within North Cumbria CCG of diabetes prevalence 2020/21(per 
cent)203 

 
 
Type 1 diabetes is more common in males than females. In North Cumbria CCG, 56.9% of 
people with type 1 diabetes are male. Type 1 diabetes is usually diagnosed earlier in life 
than type 2 and 37.4% of people with type 1 diabetes, in this CCG, are under the age of 40. 
Type 2 diabetes is also more common in males than females, 55.9% of people with type 2 
diabetes in this CCG are male. People with type 2 diabetes are on average older than 
people with type 1, 60.9% of people with type 2 diabetes in this CCG are aged over 65204.  
 
  

 
199 OHID (2021) CVD Profile: NHS North Cumbria 
200 POPPI (2022) Diabetes - Carlisle 
201 OHID (2022) Public Health Profile: Diabetes prevalence (17+) by PCN in NHS North Cumbria 
202 OHID (2022) Cardiovascular disease – North Cumbria CCG by GP surgery 
203 OHID (2021) CVD Profile: NHS North Cumbria 
204 OHID (2021) CVD Profile: NHS North Cumbria 
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Table 30: People aged 65 and over predicted to have Type 1 or Type 2 diabetes, by age and gender, 
projected to 2040205 

 
 
People with diabetes rarely die as a direct result of diabetes. Most die from complications 
such as heart disease, stroke and kidney failure. People with diabetes are more likely to die 
than their peers of the same age and sex in the general population. The additional risk of 
mortality for people with diabetes was 18.3% in NHS North Cumbria CCG; for England, the 
additional risk was 21.8%206. 
 
Chronic Obstructive Pulmonary Disease (COPD) 

In 2020/21 there were 8,224 people, all ages, who had been diagnosed with COPD and 
included on GP registers in NHS North Cumbria CCG. This equals 2.5% of the population, 
this is significantly higher than the national average of 1.9%207. 
 
In Carlisle 2,569 people, all ages, have been diagnosed with COPD in 2020/21208. 
 
COPD is the name for a group of lung conditions that cause breathing difficulties. It includes: 

• emphysema – damage to the air sacs in the lungs 
• chronic bronchitis – long-term inflammation of the airways 

 
COPD is a common condition that mainly affects middle-aged or older adults who smoke. 
Many people do not realise they have it. 
The breathing problems tend to get gradually worse over time and can limit your normal 
activities, although treatment can help keep the condition under control209. 
 
 
 
 
 
 
 

 
205 POPPI (2022) Diabetes - Carlisle 
206 OHID (2021) CVD Profile: NHS North Cumbria 
207 OHID (2021) Productive Healthy Ageing Profile: Reverse or live well with a long-term condition – North 

Cumbria CCG 
208 OHID (2021) Productive Healthy Ageing Profile: Reverse or live well with a long-term condition – North 

Cumbria CCG 
209 NHSS.uk (2022) Chronic obstructive pulmonary disease (COPD) 
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Table 31: OHID Public Health Profile: COPD prevalence (all ages) by PCN in NHS North Cumbria 
2020/21210 

  

 

Mental Health  

It was estimated in 2017 that 2,434 (10.6%) people aged 65+ in Carlisle have a common 
mental disorder, this is slightly higher than the England percentage (10.2%). This percentage 
increases when looking at adults aged 16+, 17.2% or 15,348 of people age 16+ in Carlisle 
have a common mental disorder. Common Mental Disorder (CMD) is defined as any type of 
depression or anxiety211. 
 
Table 32: OHID Public Health Profile Carlisle Estimated prevalence of common mental health disorders: 

% of population 65+ 2017212 

 
 
In 2020/21 43,102 people within North Cumbria CCG aged 18 and over with depression, as 
recorded on practice disease registers. This equates to 16.1% and is higher than the 
England percentage. Both Carlisle Healthcare PCN (23.3%) and Carlisle Network PCN 
(20.1%) are higher than both the England and CCG rate.  
 
Rates are likely to be higher in more deprived areas, where women and men aged 50+ are 
up to five times more likely to have depression213. 
 
  

 
210 OHID (2022) Public Health Profile: COPD prevalence (all ages) by PCN in NHS North Cumbria 
211 OHID (2022) Mental Health and wellbeing JSNA: Carlisle 2017 
212 OHID (2022) Public Health Profile Carlisle Estimated prevalence of common mental health disorders: % of 

population 65+ 2017 
213 OHID. (2022). State of Healthy Ageing in the North West 
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Table 33: OHID Public Health Profile: Depression prevalence (aged 18+) by PCN in NHS North Cumbria 
2020/21214 

 
 
POPPI currently estimates that 2,076 people over the age of 65 in Carlisle have 
depression215 and 654 have severe depression216. This increases to 2,776 by 2040 for 
depression and 912 for severe depression. This is based on a study from McDougall et al, 
Prevalence of depression in older people in England and Wales217. However, a rapid review 
of evidence* shows that the COVID-19 pandemic has increased depression and anxiety in 
some older people. Carers, and those who have been bereaved or shielding have been 
particularly hard hit. This has continued for some and is leaving them fearful for the future, 
with some still not leaving the house218. 
 
Mental health problems in older people are common, but often more apparent in settings 
such as hospitals and care homes; depression affects 4 in 10 care home residents, and 
psychotic symptoms, like delusions and hallucinations, are seen in 1 in 10 nursing home 
residents. Depression is the most common mental health condition in older people219. 
 
Anxiety is another common mental disorder in older people. Depression and other mental 
health conditions in older people often go undiagnosed and untreated. However, older 
people with mental health problems are likely to respond to treatments as well as or better 
than younger people. In fact, a greater proportion of older people (42%) complete treatment 
than their working age counterparts (37%) after being referred to Improving Access to 
Psychological Therapies (IAPT) services. Additionally, older people achieve good outcomes 
from IAPT treatment, sometimes better than people under 65. Planners and commissioners 
should ensure the full range of services for mental health problems are available for older 
people220. 
 
Older people’s mental health (OPMH) is embedded as a ‘silver thread’ across all of the 
‘adult’ mental health Long Term Plan ambitions, including Improving Access to Psychological 
Therapies (IAPT), community-based services for people with severe mental illnesses (SMI) 
and crisis and liaison mental health care221. 
 
 
  

 
214 OHID (2022) Public Health Profile: Depression prevalence (aged 18+) by PCN in NHS North Cumbria 

2020/21 
215 POPPI (2022) Depression - Carlisle 
216 POPPI (2022) Severe Depression - Carlisle 
217 POPPI (2022) Depression - Carlisle 
218 OHID. (2022). State of Healthy Ageing in the North West 
219 OHID. (2022). State of Healthy Ageing in the North West 
220 OHID. (2022). State of Healthy Ageing in the North West 
221 NHS England (2022) Older Peoples Mental Health https://www.england.nhs.uk/mental-health/adults/older-

people/ 
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Table 34: People aged 65 and over predicted to have depression, by age and gender, projected to 2040222 

 
 
Table 35: People aged 65 and over predicted to have severe depression, by age, projected to 2040223 

 
 
IAPT is available across the North West. Referrals of older people in the region are relatively 
high, but outcomes are varied 67% % of people age 65+ in the North Cumbria CCG 
complete IAPT treatment and move into recovery, this is in line with the England average 
(66.4%)224.  
 
More effective identification and long-term management of older people with depression and 
a history of self-harm will improve the prevention of suicide in this group, by both mental 
health services and primary care. In older adults, there is an increased risk of self-harm and 
suicide for those with long-term conditions, particularly dementia, cancer, neurological 
disorders, COPD, liver disease, arthritis and pain. In addition, alcohol misuse is frequently 
under-recognised as a risk factor for suicide in older adults225. 

 

 
222 POPPI (2022) Depression - Carlisle 
223 POPPI (2022) Severe Depression – Carlisle  
224 OHID (2022) Productive Healthy Ageing Profile: IAPT Recovery: % of people who have completed IAPT 
treatment who are moving into recovery. 
225 OHID. (2022). State of Healthy Ageing in the North West 
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6. Lifestyles 

 
Health behaviours are key to both preventing and managing long-term conditions. But in the 
North West, smoking rates, physical inactivity, diet and obesity are all significantly worse 
than the England average226.  
 
Smoking and diet are the top behavioural risk factors for years lost to disability in people 
aged 50-69. And the COVID-19 pandemic has led to some older people adopting unhealthy 
coping strategies, including comfort eating, drinking to excess and smoking more227.  
 
And while the majority of older people are lower risk drinkers, age-related factors can lead to 
increased drinking, which is a particular concern in men:  

• social isolation and loneliness  

• life transitions such as retirement and bereavement  

• medication use  

• dementia  

• frailty228 
  

 
226 OHID. (2022). State of Healthy Ageing in the North West 
227 Age UK (2021) Research showing just how badly the pandemic was impacting older people 
228 OHID. (2022). State of Healthy Ageing in the North West 
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6.1. Smoking 
 
14.9% of people aged 18+ were current smokers in 2020 within Carlisle. There is no 
breakdown for over 65’s.  
 
Table 36: OHID (2022) Local Tobacco Control Profile: Carlisle229  

 
 
Smoking is the most important cause of preventable ill health and premature mortality in the 
UK. Smoking is a major risk factor for many diseases, such as lung cancer, chronic 
obstructive pulmonary disease (COPD) and heart disease. It is also associated with cancers 
in other organs, including lip, mouth, throat, bladder, kidney, stomach, liver and cervix. 
Smoking is a modifiable behavioural risk factor; effective tobacco control measures can 
reduce the prevalence of smoking in the population230. 
 
The National Institute for Health and Care Excellence recommends that smoking cessation 
advice should be provided to all smokers, regardless of age. A study looking at older 
smokers’ attitudes to quitting found that there are potential missed opportunities in facilitating 
smoking cessation in older smokers. In this large population-based study, older smokers 
appeared less interested in quitting and were less likely to be offered support, despite being 
less addicted to nicotine than younger smokers231. 

  

 
229 OHID (2022) Local Tobacco Control Profile: Carlisle 
230 OHID (2022) Local Tobacco Control Profile: Carlisle 
231 Jordan H, Hidajat M, Payne N, et al (2017) What are older smokers’ attitudes to quitting and how 
are they managed in primary care? BMJ Open  
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6.2. Healthy Weight 
 
62.7% of adults in Carlisle (aged 18+) were classified as overweight or obese in 2019/20, 
this is in line with the national average of 62.8%. This is on an upward trend in 2015/16 
Carlisle was at 56.8%232.   
 
7,336 people over the age of 65 in Carlisle are likely to be obese, this rises to 9,688 by 
2040233.  
 
Although many older adults are in positive energy balance and are living with overweight or 
obesity, poor appetite is commonly reported and can contribute to weight loss, nutritional 
deficiencies and risk of adverse health outcomes. There are many reasons why changes in 
appetite may occur with advancing age, including changes to the physiology of the body, 
changes in psychological functioning, changes in social circumstances, acute illness, chronic 
diseases and use of medication234.  
 
Evidence suggests that malnutrition causes significant and long-lasting health conditions. 
Being malnourished increases the risk of frailty and is therefore detrimental. Identifying and 
treating malnutrition is an important prevention programme which will, in the long term, 
reduce the need for both health and social care235. 
 
In terms of obesity, many clinicians underestimate the health consequences of obesity in the 
elderly, citing scarce evidence and concerns that weight loss might be detrimental to the 
health of older adults. Although overweight and obese elders are not at the same risk for 
morbidity and mortality as younger individuals, quality of life and function are adversely 
impacted236. For any degree of obesity at age 65, active life expectancy was a year less than 
for a person who is in the range of normal weight or overweight237. 
 
Table 37: People aged 65 and over who are obese or morbidly obese, by age, projected to 2040238 

 
 

  

 
232 OHID (2022) Obesity Profile: adult prevalence data 
233 POPPI (2022) Obesity - Carlisle 
234 SACN (2021) SACN statement on nutrition and older adults living in the community 
235 PHE (2017) Helping older people maintain a healthy diet: a review of what works 
236 Kalish (2016) Obesity in Older Adults. Prim Care. 
237 Jia and Lubetkin (2021) Association between self-reported body mass index and active life 
expectancy. BMC Geriatric 
238 POPPI (2022) Obesity - Carlisle 
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6.3. Physical Activity 
Inactivity in Carlisle was rising before the pandemic, it has increased by 11.1% between 
2015 – 2020239. Data is not available at a Carlisle level for older adults, but crude 
calculations based on National Active Lives figures for older adults240 and population 
projections suggest that a minimum of 8,283 people over the age of 65 in Carlisle are 
inactive.  
 
Chart 17: Inactive (less than 30 minutes a week) in Carlisle all adults 2015-2020241 

 
 
Physical activity, particularly strength, balance and flexibility exercises, is one essential 
element in preventing falls. According to UK Chief Medical Officers' Physical Activity 
Guidelines (2019), older adults should aim to accumulate 150 minutes per week of moderate 
intensity aerobic activity, building up gradually from current levels. However, the proportion 
of people who are physically active decreases with age, and older people in the poorest 
neighbourhoods are much more likely to be physically inactive (doing less than 30 minutes 
of moderate activity per week) than people in the wealthiest242. 
 
Over half of all inactive people in England are aged 55 and over243. Just 18% of 16-34-year-
olds are inactive, but this figure rises to 27% of 55-74-year-olds and 49% of over 75s244. 
 
  

 
239 Sport England (2017) Active Lives Survey Tool https://activelives.sportengland.org/ 
240 Sport England (2021) Active Lives Adult May 20-21 Tables 1-4 Levels of activity. 
241 Sport England (2017) Active Lives Survey Tool https://activelives.sportengland.org/ 
242 OHID. (2022). State of Healthy Ageing in the North West 
243 Sport England (2022) Older adults https://www.sportengland.org/know-your-audience/demographic-
knowledge/older-adults 
244 Sport England (2022) Active Ageing https://www.sportengland.org/campaigns-and-our-work/active-ageing 
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Chart 18: Proportion of people who do no activity by age (zero minutes per week, no light activity)245 

 
Before the COVID-19 pandemic, physical inactivity levels were falling, with fewer than half of 
people aged 75+ in the North West inactive. Since COVID-19 however, physical inactivity 
has risen again to higher levels than 2015/16246.  
 
The review of Wider impacts of COVID-19 on physical activity, deconditioning and falls in 
older adults found that without mitigation, modelling predicts that in England: 
 

• 110,000 more older people (an increase of 3.9%) are projected to have at least one 
fall per year as a result of reduced strength and balance activity during the pandemic  

• the total number of falls could increase by 124,000 for males (an increase of 6.3%) 
and 130,000 for females (an increase of 4.4%)  

• for each year that the lower levels of strength and balance activity observed during 
the pandemic persist, there is projected to be an additional cost to the health and 
social care system as a result of the change in predicted related falls of £211 million 
(incurred over a 2 and half year period)247 
 

As normal life resumes, it is essential that recovery plans include strategies to address 
deconditioning and falls prevention. Whole population approaches, as well as targeted 
interventions, should include strength and balance exercises. But physical activity is not only 
important in preventing falls. It also has an important role in wider health and wellbeing, 
physically, mentally and socially. A rapid review indicated that older people who were more 
physically active during the pandemic were also less socially isolated. Health and social care 
services should therefore ensure a joined-up approach with an emphasis on early 
intervention248.  
  

 
245 Sport England (2017) Spotlight on older adults and their relationship with sport and physical activity 
246 OHID. (2022). State of Healthy Ageing in the North West 
247 PHE. (2021) Wider impacts of COVID-19 on physical activity, deconditioning and falls in older adults 
248 OHID. (2022). State of Healthy Ageing in the North West 
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6.4. Alcohol 
In the North West, hospital admissions for alcohol related conditions in men aged 65+ are 
significantly worse than England, while admissions in women are significantly better. Rates 
in Carlisle are 1,004 per 100,000 men aged 65+249 and 447 per 100,000 women aged 
65+250. 
 
This averages at 700 per 100,000 regardless of sex. The trend shows that this number is 
decreasing and getting better251 (this decrease is for men).  
 
Table 38: OHID Admission episodes for alcohol-related conditions (Narrow) – 65+ years (persons): 
Carlisle252 

 
 

 
Research suggests that being a higher risk drinker after the age of 50 is associated with 
being male, younger, and identifying as LGBT+, along with living alone, not having a partner, 
being widowed, and having a chronic illness or disability253.  
 
The same research also suggests that older adults tend to have a lack of understanding and 
knowledge about units and recommended alcohol guidelines. And the proportion of people in 
alcohol treatment who are older is also increasing, indicating a rise in older higher risk 
drinkers254.  
 
While this might indicate better engagement in services, research suggests that a quarter of 
people aged 50+ wouldn’t know where to go for help and wouldn’t tell anyone if they needed 
it255.  
 
Data also shows that older adults have consumed more alcohol since the pandemic began. 
This may lead to an increased need for support in this age group256.  
 
In addition, research has identified a lack of appreciation in primary and acute services about 
the relationship between alcohol-related harm and age. It also found that treatment and 
service provision are often not designed with the needs of older people in mind257. 
 
The number of adults in treatment in Cumbria aged 50+ is 245, it is the same now as it was 
in 2009/10. This includes 140 men and 125 women258. This figure is not available at a district 
level.  
 

 
249 OHID (2022) Productive Healthy Ageing Profile: Admission episodes for alcohol-related conditions (Narrow) – 

65+ years (Male): Carlisle 
250 OHID (2022) Productive Healthy Ageing Profile: Admission episodes for alcohol-related conditions (Narrow) – 

65+ years (Female): Carlisle 
251 OHID (2022) Productive Healthy Ageing Profile: Admission episodes for alcohol-related conditions (Narrow) – 

65+ years (persons): Carlisle 
252 OHID (2022) Productive Healthy Ageing Profile: Admission episodes for alcohol-related conditions (Narrow) – 

65+ years (persons): Carlisle 
253 OHID. (2022). State of Healthy Ageing in the North West 
254 OHID. (2022). State of Healthy Ageing in the North West 
255 OHID. (2022). State of Healthy Ageing in the North West 
256 OHID. (2022) Wider Impacts of COVID-19 on Health (WICH) monitoring tool 
257 International Longevity Centre (2016) Drink Wise, Age Well: Alcohol Use and the Over 50s in the UK 
258 NDTMS (National Drug Treatment Monitoring System) (2022) Adult profiles: Adults in treatment - Cumbria -
 50+ - All in treatment 
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Chart 19: Adult profiles: Adults in treatment - Cumbria - 50+ - All in treatment259 

 
  

 
259 NDTMS (National Drug Treatment Monitoring System) (2022) Adult profiles: Adults in treatment - Cumbria -
 50+ - All in treatment 
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6.5. Gambling 
 
In late 2021 the Royal College of Psychiatry issued a press release warning that ‘hundreds 
of thousands more over-65’s gambling online than before the pandemic. The warning came 
after analysis of Gambling Commission data by the Royal College of Psychiatrists estimated 
that 624,377 more over-65s are gambling online at least once a month, up from 8.7% of 
over-65s in the year to September 2019 to 13.5% in 2021260. This equates to 3226 people in 
Carlisle. 
 
In recent years, concern about the harms associated with gambling has been increasing. 
Gambling-related harms can include financial instability; disruption or erosion of partnerships 
and familial relationships; physical ill-health; and psychological distress261.  
 
The highest rates of gambling participation are among people who have higher academic 
qualifications, people who are employed, and among relatively less deprived groups. People 
who are classified as at-risk and problem gamblers are more typically male and in younger 
age groups. The socio-demographic profile of gamblers appears to change as gambling risk 
increases, with harmful gambling associated with people who are unemployed and among 
people living in more deprived areas. This suggests harmful gambling is related to health 
inequalities262. 
 
Problem gambling is typically defined as gambling to a degree that compromises, disrupts or 
damages family, personal or recreational pursuits. In 2018, the HSE estimated that 0.5% of 
the population were problem gamblers. This is a reduction from 0.9% in 2015 (although 
since the numbers are very small, this does not represent a real decline). However, the 
proportion of gamblers who experience low levels of gambling-related problems is 
increasing. It is important to note that a recent YouGov study found a significantly different 
prevalence of 13% of the population experiencing some level of gambling harm compared to 
4% from a combined version of the HSE. An assessment of both sources concluded that 
HSE likely underestimated the true prevalence in the population263. 
  

 
260 RCPSYCH (2021) Press Release: Hundreds of thousands more over-65s gambling online than before the 
pandemic 
261 PHE (2021) Gambling-related harms evidence review: summary 
262 PHE (2021) Gambling-related harms evidence review: summary 
263 PHE (2021) Gambling-related harms evidence review: Quantitative analysis of gambling involvement and 
gambling-related harms among the general population in England 
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6.6. Sexual Health 
It is important for local areas to consider sexual health as part of healthy ageing. Data show 
that, while sexual activity decreases with age, 60% of men and 37% of women aged 65+, 
and at least 25% of men and 10% of women aged 85+ are still sexually active264.  
 
There have been calls nation-wide for an improvement into the sexual health services and 
advice available for the so-called ‘silver singles’. Age, Sex, and You265, launched in 2019 by 
the University of Sheffield, the first website in the UK dedicated to advise older people on 
concerns surrounding sex and intimacy266  
 
Before the COVID-19 pandemic, the rate of new sexually transmitted infections (STIs) in 
North West residents aged 65+ was rising. But, the rate for people aged 65+ is still much 
lower than rates for those in other age groups (24.4 per 100,000 in 2019, compared to 2,347 
in 15-19s, 3,929 in 20- 24s, and 1,708 in 25-34s in 2019. However, rates for all age groups 
declined in 2020 when the pandemic hit267.  
 
The rise in STIs could be due to a number of factors, including an increase in the number of 
older people having condomless sex with new or casual partners, increased partner 
turnover, and concurrent and overlapping relationships among older people268.  
 
Longer life expectancy is creating new issues in sexual health that require a change in how 
services are provided. Evidence is also emerging that increased sexual activity in older 
people is associated with higher subjective well-being269.  
 
However, sexual difficulties increase with age. Older people often feel unable to talk to 
health professionals about it, due to misconceptions, a lack of awareness and 
understanding, and embarrassment in the health and care workforce. The taboo topic of sex 
in older age needs to normalised. Sexual health strategies and services should consider the 
specific needs of older people270.  
 
There are also increasing numbers of people with HIV living into older age. While increasing 
the life expectancy of people with HIV is a great success, it brings with it its own set of new 
challenges in public health, social care and wellbeing271.  
 
The Terrence Higgins Trust published a report into the first generation growing older with 
HIV in 2017. This found that:  

• over half of people living with HIV aged 50+ are living on or below the poverty line  
• a quarter would have no one to support them if they needed help with daily tasks  
• a third are socially isolated and 82% experience moderate to high levels of 

loneliness272 
 

  

 
264 OHID. (2022). State of Healthy Ageing in the North West 
265 University of Sheffield (2019) Age Sex and You http://www.agesexandyou.com/ 
266 Age UK (2020) Finding Sexual Health Information 
267 OHID. (2022). State of Healthy Ageing in the North West 
268 OHID. (2022). State of Healthy Ageing in the North West 
269 OHID. (2022). State of Healthy Ageing in the North West 
270 OHID. (2022). State of Healthy Ageing in the North West 
271 OHID. (2022). State of Healthy Ageing in the North West 
272 OHID. (2022). State of Healthy Ageing in the North West 
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7. Health and social care  

 
The NHS Long Term Plan (LTP), which was published in January 2019, set out a vision to 
improve and integrate services to make them better for people. This resulted locally in North 
Cumbria Integrated Care Partnership whereby our health and care providers, 
commissioners, the county council, district councils, the third sector and our community are 
working in partnership to transform the way in which health and care services care for, 
involve and support the 324,000 people using services in North Cumbria273.  
 
The health and care system is financially challenged, and we need to transform the way we 
do things by enabling more people to support themselves in their communities and own 
homes, and work with people as their needs change to deliver the right support, whilst 
recognising that our services need to be sustainable274.  
 
Covid has impacted hugely on NHS and social care with devasting impacts on those who 
receive care and support. It has also profoundly affected those who deliver care and support. 
It has changed the way that services are delivered and is likely to have a long-term impact 
on the services that are available and the way that people want to access them275.  
 
In addition, both local government and health are undergoing a period of considerable 
change. The Health and Care Bill is radically changing the structures that support health 
services – with Cumbria being part of much larger Integrated Care Systems. In addition, the 
Government has announced that from April 2023 there will be two unitary councils in 
Cumbria rather than the present seven276. 
  

 
273 NCICP (2020) Building Integrated Care: Happier, healier communities: Our Strategy 2020-24 
274 Cumbria County Council (2021) Adult Social Care Vision and Strategy 2021-23 
275 Cumbria County Council (2021) Adult Social Care Vision and Strategy 2021-23 
276 Cumbria County Council (2021) Adult Social Care Vision and Strategy 2021-23 
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7.1. Social care  
The adult social care system offers help, advice, care and support when people are eligible 
and additional support is needed. It’s focused on supporting those most in need - with a wide 
range of needs arising from disability, illness or other life situations. Adult Social Care 
supports people to live as independently as possible, protects people from harm in 
vulnerable situations, balances risks with rights, and offers essential support at times of 
crisis. The core purpose of adult care and support is to support people to achieve the 
outcomes that matter to them in their life. Underpinning all of these individual ‘care and 
support functions’ is the need to ensure that doing so focuses on the eligible needs and 
goals of the person concerned277. 
 
Adult social care covers a wide range of activities to help people live independently and stay 
well and safe. It is for people who are older, or who are living with disability or physical or 
mental illness. Social care includes short- and long-term support which may take place in 
people’s own homes, day centres, care homes, or nursing homes. It also provides 
‘reablement’ services, aids and adaptations for people’s homes, information and advice, and 
support for family carers278. 
 
There are ever increasing pressures upon social care services across all ages including from 
the growing elderly population, this combined with the unprecedented pressures from 
responding to the pandemic has resulted in uncertain and increased demand in many areas. 
Funding uncertainty sits alongside significant pressures from potential rising and changing 
demand and the long-term impact of COVID-19279.  
 
Expenditure on adult social care is increasing and the health and care system is financially 
challenged. Social care spending is allocated based on need, and local authorities are 
responsible for assessing this need. But, while care for those eligible is organised and 
purchased by local authorities, services are mostly delivered by independent providers and 
voluntary sector organisations280. 
 
The details overleaf reflects the way in which Cumbria County Council currently spend 
budgets and meet activity and demand281. While care homes are the most considerable care 
costs, residential care costs in the North West are the lowest of all regions in the UK282. It is 
preferable, both to individuals and the social care system, to keep people in their own homes 
where possible283.  
 

 
277 Cumbria County Council (2021) Adult Social Care Vision and Strategy 2021-23 
278 OHID. (2022). State of Healthy Ageing in the North West 
279 Cumbria County Council (2021) Budget Consultation 2022-23 
280 OHID. (2022). State of Healthy Ageing in the North West 
281 Cumbria County Council (2021) Adult Social Care Vision and Strategy 2021-23 
282 Age UK (2017) Weekly Residential Care Costs: Weighted average 
283 OHID. (2022). State of Healthy Ageing in the North West 
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Older people with learning disabilities are likely to be placed in older people's residential 
services at a much younger age than the general population. However, this may not meet 
their preferences or needs, especially in relation to communication, support and activities. 
Their specific needs should be considered at this time284. 
 
Permanent admissions of people aged 65+ to residential and nursing care homes is 
significantly higher in the North West than England285. Avoiding permanent placements in 
residential and nursing care homes is a good indication of delaying dependency, and local 
health and social care services will work together to reduce avoidable admissions286. 
 
Cumbria’s rate of permanent admissions of people aged 65+ is 619 per 100,000 population, 
compared to a rate of 498 per 100,000 for England287.  
 
Table 39: Permanent admissions to residential and nursing care homes per 100,000 aged 65+ in 
Cumbria288 

 
 

  

 
284 OHID. (2022). State of Healthy Ageing in the North West 
285 OHID. (2022). State of Healthy Ageing in the North West 
286 OHID (2020). Productive Healthy Ageing Profile: Permanent admissions to residential and nursing care homes 
per 100,000 aged 65+ 
287 OHID (2020). Productive Healthy Ageing Profile: Permanent admissions to residential and nursing care 
homes per 100,000 aged 65+: Cumbria 
288 OHID (2020). Productive Healthy Ageing Profile: Permanent admissions to residential and nursing care 
homes per 100,000 aged 65+: Cumbria 
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7.2. Prevention and early intervention 
The increasing years living with long term conditions is set to increase demands on health 
and social care that will continue to 2035289. By this point, there will be approximately twice 
as many cases of dementia, arthritis, type 2 diabetes and cancers in people aged 65+ as in 
2015.  
 
However, as the Health Foundation recently noted, the prevalence of these conditions may 
be increasing because diagnostic practices are improving – more research is needed on 
this290.  
 
It is possible to have a long-term condition without having social care needs291. This is 
demonstrated by the fact that a third of those with no limitations to daily activities have at 
least two long-term conditions. And the proportion of people with multiple long-term 
conditions and no social care needs rose between 2006 and 2018292. 
 
There are some conditions which result in complex needs, namely later stage neurological 
conditions. Dementia is by far the most prevalent of these conditions. But increasing early 
diagnosis and intervention can limit the number of people reaching this level of need293.  
 
For this reason, it is difficult to predict future demand for social care services. It is largely 
dependent on our ability to identify and treat poor health early. This requires a co-ordinated 
approach to understanding needs using evidence and joined-up datasets. Integrated Care 
Systems will be uniquely placed to lead this work294. 
 
Screening  

Prevention and early interventions are essential tools to enable healthy ageing and prevent 
high health and care expenditure. Many older people are eligible for these. This includes 
screening for abdominal aortic aneurysm (AAA), breast cancer, cervical cancer, and bowel 
cancer295.  
 
Table 40: OHID Productive Healthy Ageing Profile - Carlisle296 

 

 
Screening in Carlisle for all these screening programmes is higher than both the North West, 
and England except for screening for abdominal aortic aneurism. Looking at trend data for all 
of the screening programmes it is likely that COVID-19 has played a significant part in any 
current decrease in screening. 

 
289 APPG (2020) The Health of the Nation A Strategy for Healthier Longer Lives 
290 Health Foundation (2021) Our ageing population: How ageing affects health and care need in England 
291 OHID. (2022). State of Healthy Ageing in the North West 
292 OHID. (2022). State of Healthy Ageing in the North West 
293 OHID. (2022). State of Healthy Ageing in the North West 
294 OHID. (2022). State of Healthy Ageing in the North West 
295 OHID. (2022). State of Healthy Ageing in the North West 
296 OHID (2022) Productive Healthy Ageing Profile - Carlisle 



 

80  

 

 
Screening for abdominal aortic aneurism in Carlisle is at 39.5% and is decreasing and 
getting worse. Abdominal aortic aneurysm (AAA) screening aims to reduce AAA related 
mortality among men aged 65 to 74. This indicator provides an opportunity to incentivise 
screening promotion and other local initiatives to increase coverage of AAA screening. 
Improvements in coverage would mean more AAAs are detected in a timely manner297.  
 
Cancer screening coverage for breast cancer in Carlisle is at 75.2% which is above the 
regional and England rate. Breast screening supports early detection of cancer and is 
estimated to save 1,400 lives in England each year. Improvements in screening promotion 
and other local initiatives to increase coverage of breast screening would mean more breast 
cancers are detected at earlier, more treatable stages298. 
 
Cervical screening in Carlisle is at a rate of 78.9%, there is no significant changes in the 
recent trend, but looking at date for the past 10 years in Carlisle there has been a higher 
percentage of over 80% up until 2015. Cervical screening supports detection of cell 
abnormalities that may become cancer and is estimated to save 4,500 lives in England each 
year. 
 
Screening for bowel cancer in Carlisle is increasing and getting better, it currently stands at 
67.4% and again is higher than both the region and England. Bowel cancer screening 
supports early detection of cancer and polyps which are not cancers but may develop into 
cancers overtime. About one in 20 people in the UK will develop bowel cancer during their 
lifetime299. 
 
NHS Health Checks  

Adults in England aged 40-74 are also eligible for an NHS Health Check. As we get older, 
we have a higher risk of developing stroke, kidney disease, heart disease, type 2 diabetes 
and dementia. An NHS Health Check is a health check-up designed to spot early signs of 
these conditions and helps find ways to lower this risk300. 
 

Table 41: OHID Productive Healthy Ageing Profile - Cumbria301  

 

 
Currently, the number of eligible people in Cumbria (84.5%) is higher in proportion than 
England (71.8%). The number who have received an NHS Health Check in Cumbria (32.4%) 
is lower than the England average (33.4%)302. The uptake rate may be lower, depending on 
age, ethnicity, gender and deprivation. NHS Health Checks were halted during the COVID-
19 pandemic, but we know that people with pre-existing CVD, diabetes, obesity, high blood 

 
297 OHID (2022) Productive Healthy Ageing Profile - Carlisle 
298 OHID (2022) Productive Healthy Ageing Profile - Carlisle 
299 OHID (2022) Productive Healthy Ageing Profile - Carlisle 
300 OHID. (2022). State of Healthy Ageing in the North West 
301 OHID (2022) Productive Healthy Ageing Profile - Cumbria 
302 OHID (2022) Productive Healthy Ageing Profile - Cumbria 
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pressure and certain population groups experience worse outcomes; relating to socio-
economic, behavioural and clinical risk factors. As preventative services resume, NHS 
Health Checks should be targeted at those most at risk to identify risks early and prevent 
long-term conditions in older age and align with other preventative programmes303. 
 
Vaccines 

Since COVID-19, North Cumbria CCG has seen a higher 65+ uptake of the flu. In 2019/20 
the uptake rate for over 65’s in North Cumbria was 76.5%, this was above the England rate 
of 72%304. In 2021/22 the uptake rate in North Cumbria is now 86.9% compared to the 
national rate of 80.9%305.  
 
The PPV vaccine is an immunisation programme for adults aged 65 years and over which 
prevents pneumococcal disease. In North Cumbria, the uptake rate is 70.6% this is lower 
than our regional (North East and North Yorkshire) rate of 72.6% and the rate for the 
Cumbria and North East STP rate of 73.3%306   
 
Excess winter deaths in the North West are similar to England, but without these vaccines 
older people are more susceptible to severe disease and fatality307. 
 
Vaccine hesitancy has arisen in areas of deprivation and for people from diverse ethnic 
communities.  
 
Dental care 

Preventative dental care is also important in preventing poor health. Care homes have a key 
role in this. Although there are no data specific to older people, the proportion of people in 
the North West successfully obtaining a dental appointment is similar to England308.  
 
Over the past 40 years, standards of adult oral health have improved significantly. As a 
consequence, more people are retaining at least some of their natural teeth into old age309.  
 
The 2009 Adult Dental Health Survey shows that 85% of 65–74 year olds, and 67% of the 
75+ in England now retain some of their natural teeth, compared to just 22% in 1978310.  
 
This is clearly good news, but one of the consequences is that the oral health needs of older 
people are changing and becoming increasingly complex, as many older people now require 
ongoing regular maintenance of heavily restored teeth, creating new challenges for 
dentists311.  
 
Maintaining good oral health can also become more difficult in old age – long-term 
conditions such as arthritis and Parkinson’s disease can reduce dexterity, and dementia can 
make people resistant to care312. 
 
On top of this, many medicines reduce the amount of saliva produced and leave people with 

 
303 OHID. (2022). State of Healthy Ageing in the North West 
304 PHE (2020) Seasonal flu vaccine uptake in GP patients: provisional monthly data for 1 September 2019 to 29 
February 2020 by local team 
305 UK Health Security Agency (2022) Seasonal influenza vaccine uptake amongst GP Patients in England 2021 to 2022 
306 PHE (2021) Pneumococcal Immunisation Vaccine Coverage Monitoring Programme, England, data to end 
March 2021 
307 OHID. (2022). State of Healthy Ageing in the North West 
308 OHID. (2022). State of Healthy Ageing in the North West 
309 OHID. (2022). State of Healthy Ageing in the North West 
310 ONS (2009) Adult Dental Health Survey 
311 OHID. (2022). State of Healthy Ageing in the North West 
312 OHID. (2022). State of Healthy Ageing in the North West 
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a dry mouth, reducing the protective, anti-microbial effect of saliva, and increasing the risk of 
tooth decay and oral infections313.  
 
Poor oral health can also make it difficult to speak and eat, making people more reluctant to 
socialise and more at risk of malnutrition. Older people with poor oral health are also more 
susceptible to pneumonia314.  
 
In 2005 the British Society of Gerodontology found that this will have a long-term impact on 
dentistry, increasing demand among older people. NICE has produced a quick guide to 
improving oral health for adults in care homes315. 
 
In Carlisle, like in many places across the NHS Dental service, we have historic and 
continuing access problems experienced by patients in North Cumbria, many people are 
only being seen for urgent needs or in an emergency rather than on a routine basis and 
dentists are currently prioritising the vulnerable or those with the most urgent need. This 
situation has been exacerbated with a couple of practices in Carlisle handing back or 
reducing NHS contracts.  
 
Since the onset of the COVID-19 pandemic there have been a small number of NHS 
contracts handed back including Harley House Dental practice (Carlisle) which closed 
30.9.21. In addition, a provider in Carlisle reduced their NHS contract with effect from 1.4.21. 
NHS England and Improvement continue to explore all options available to increase capacity 
and improve access for patients.316. 
 

  

 
313 OHID. (2022). State of Healthy Ageing in the North West 
314 British Geriatrics Society (2017) Improving dental health is essential to improving overall health 
315 OHID. (2022). State of Healthy Ageing in the North West 
316 NHS England & NHS Improvement (2021) Update on dentistry in North Cumbria 
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7.3. Palliative care 
Healthcare costs increase with age. This is partly due to the increase in multi-morbidity. 
However, evidence suggests that another reason for higher health spending in older age is 
that mortality rates are higher. Therefore, a higher proportion of those cohorts will be subject 
to the much higher costs associated with the final months of life. This raises the issue of 
palliative care for patients who are nearing the end of their lives. Research indicates that 
most people would prefer to die at home, but hospital was still the most likely place of death 
in England in 2019. The economic case for moving palliative care into home or community 
settings is, however, unclear317. 
 
About 1% of the population in the UK die each year (over half a million), with an average of 
20 deaths per GP per year. A quarter of all deaths are due to cancer, a third from organ 
failure, a third from frailty or dementia, and only one twelfth of patients have a sudden death. 
The considerable benefits of identifying patients in need of palliative care include providing 
the best health and social care to both patients and families and avoiding crises, by 
prioritising them and anticipating need. Identifying patients in need of palliative care, 
assessing their needs and preferences and proactively planning their care, are the key steps 
in the provision of high quality care at the end of life in general practice318.  
 
Palliative care rates are on the rise across the country, indicating an increasing awareness 
and practice of supporting people at the end of their lives. The percentage of patients in 
need of palliative care/support, as recorded on practice disease registers, irrespective of age 
is higher within North Cumbria CCG area (0.6%) than it is in England (0.5%)319.  
 
But, despite the rise in palliative care, recent data show that slightly less than 50% of all 
people dying in England are receiving palliative care and support. This suggests that many 
more individuals could benefit from a referral to palliative care320. This is reflected in the 
below chart where Eden appears to be very responsive at identifying people in need of 
palliative care. Carlisle Healthcare, Carlisle Network and Carlisle Rural are all in line with the 
England average at 0.5%321. 
 
Table 42: OHID Productive Healthy Ageing Profile - Palliative/supportive care: QOF prevalence (all ages): 
by PCN in North Cumbria322. 

  
 
 

 
317 OHID. (2022). State of Healthy Ageing in the North West 
318 OHID. (2022). Productive Healthy Ageing Profile: Palliative/supportive care: QOF prevalence (all ages)  
319 OHID. (2022). Productive Healthy Ageing Profile: Palliative/supportive care: QOF prevalence (all ages): North 
Cumbria CCG 
320 OHID. (2022). State of Healthy Ageing in the North West 
321 OHID. (2022). Productive Healthy Ageing Profile: Palliative/supportive care: QOF prevalence (all ages): by 
PCN in North Cumbria 
322 OHID. (2022). Productive Healthy Ageing Profile: Palliative/supportive care: QOF prevalence (all ages): by 
PCN in North Cumbria 
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7.4. Barriers to accessing services 
As already mentioned, older people who are LGBT+, from an ethnic minority background 
(including Gypsy, Roma and Travellers), and/or disabled (physical or learning) face barriers 
to accessing health and social care services323.  
 
Their concerns generally centre around a lack of understanding of their needs, leading to 
discrimination, and a lack of culturally appropriate care. This highlights the need for effective 
training of the health and care workforce to ensure that all older people feel comfortable 
accessing services324.  
 
Older people living with frailty also face barriers to accessing health and care. Sometimes 
this may come down to the simple fact that an individual does not see themselves as frail. 
They therefore find it hard to engage with health or social care professionals who treat them 
as such.  
 
This links back to social attitudes surrounding ageing. In the UK, people’s perceptions of 
when we transition out of youth and into old age are much lower than in other European 
countries. We believe that old age starts at 59, but those aged 59 are quite different from 
those aged 90325. This can result in ageism, characterised by feelings of pity in which older 
people are patronised, ignored or their concerns dismissed. This has broad and far-reaching 
negative consequences. Not only can it have a negative impact on physical and mental 
health, it can also influence whether older patients receive treatment, as well as the duration, 
frequency and appropriateness of treatment326. To support productive healthy ageing, it is 
important to understand the characteristics of the older local population and, embed this 
understanding into strategies and commissioned services327. 
 
Some older people may also face geographical barriers, particularly in rural areas, which are 
more likely to have:  

• workforce challenges, service providers moving out of area, and differences in types 
of treatment  

• increased costs for equitable outcomes because of remoteness and limited 
economies of scale  

• seasonality and weather affecting recreational activities and environmental conditions 
specific to coastal areas328.  

 
Some older people may also face financial barriers to social care. This is likely to happen if 
they are on the cusp of eligibility but their request for support is denied. These people are 
most at risk of poor health and lack of independence329.  
 
Older prisoners on release also face barriers to care for their complex health and social care 
needs, as social care and GP registration can be difficult to arrange on release330. 

 
A barrier to accessing services can also be due to the move to digital which has led to 
unequal access.  Health and social care changed during COVID-19, creating many 
opportunities to improve care. However, a rapid evidence review shows that the sudden and 
dramatic increase in the use of tele- and video-consultations has alienated some older 

 
323 OHID. (2022). State of Healthy Ageing in the North West 
324 OHID. (2022). State of Healthy Ageing in the North West 
325 Government Office for Science, (2016) Future of an ageing population 
326 Centre for Ageing Better, (2020). Doddery but dear?: Examining age-related stereotypes 
327 OHID. (2022). State of Healthy Ageing in the North West 
328 OHID. (2022). State of Healthy Ageing in the North West 
329 OHID. (2022). State of Healthy Ageing in the North West 
330 OHID. (2022). State of Healthy Ageing in the North West 
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people, particularly those without family and friends to help get them online331.  
 
GPs have also recognised the challenges of conducting effective consultations remotely, 
with concerns that remote consultations increase the risk of misdiagnosis, delayed care, 
missing early signs of disease deterioration, and the inability to monitor and update 
medications332.  
 
Some older people had no problems accessing health, social/council, pharmacy, voluntary 
or dental services during the pandemic. Mental health staff felt that patients in rural areas 
could be accessed more easily333.  
 
However, some older people have avoided booking appointments with their GP during the 
pandemic, for fear of being called into the surgery and catching COVID-19. As a result, there 
have been fewer referrals to many specialist services during lockdowns, including for cancer 
and mental health334.  
 
Finally, the focus groups centered around the 8 domains of age friendly highlights several 
additional local barriers. This report by Age UK Carlisle and Eden will be available in late 
2022.  

  

 
331 OHID. (2022). State of Healthy Ageing in the North West 
332 OHID. (2022). State of Healthy Ageing in the North West 
333 OHID. (2022). State of Healthy Ageing in the North West 
334 OHID. (2022). State of Healthy Ageing in the North West 
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8. Recommendations 

The development of this report has followed discussions at Carlisle WHO Healthy City Group 
(our Local Health & Wellbeing Forum) about Healthy Ageing. It is an aspiration of the group 
and Cumbria County Council’s Carlisle Local Committee to sign up to the PHE Healthy 
Ageing Consensus Statement and the WHO Global Network for Age-friendly Cities and 
Communities.  
 
Carlisle have now joined the UK Network of Age friendly Communities with the Centre for 
Ageing Better as a prerequisite to the above. The basis for signing up has been 
strengthened by the recommendations from the Office for Health Improvement & Disparities 
State of Healthy Ageing in the North West Report and the findings of this Carlisle report. 
 
It is recommended that this commitment is made, and that Carlisle signs up to the WHO 
Global Network to give a focus and framework for the work required on healthy ageing, 
however in the context of Local Government Reform, this commitment needs to consider the 
wider context of the new Cumberland Council footprint and aspirations of the future council.  
 
A briefing document will be compiled for the new Council.  
 
It is recommended to continue with this work and to have a multi-agency Steering 
Group to oversee it. Consideration of further recommendations should be made by 
the Steering Group.  
 
There are several recommendations for action by local areas within the State of Healthy 
Ageing in the North West report including:  
 
1. Collaborate with partners and demonstrate commitment to healthy ageing by signing up 

as a co-signatory to the PHE Healthy Ageing Consensus statement, which commits us 
to:  

 
• Putting prevention first and ensuring timely access to services and support  

when needed. 
• Removing barriers and creating more opportunities for older adults to contribute to 

society. 
• Ensuring good homes and communities 
• Narrowing inequalities 
• Challenging ageist and negative language, culture and practices 

 
2. Ensure all interfacing key strategies have a healthy ageing focus, using Health economic 

assessment tool (HEAT) and Environmental Impact Assessment (EIA) 
 

3. Co-produce a healthy ageing strategy to support the inclusion of older people in all plans, 
policies and services 

 
4. Embed prevention and early intervention for older people into any new local strategies 

and services and ensure they specifically consider the needs of older people 
 
In addition to the above there are a number of topic specific recommendations to consider. 
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Topic Topic-based recommendations 

Communities 
 

• Engage communities to understand how individual factors intersect to affect health in your local area 

Communities • Follow the 4 steps to becoming an Age-friendly Community: Engage and understand, Plan, Act and implement and 
Evaluate 

Connectedness • Support people to remain connected as they age with good transport links, green spaces, services, and facilities 
close to homes 

Connectedness 
 

• Support older adults to volunteer, mentor and peer support 

Connectedness 
 

• Fully utilise all approaches including social prescribing to ensure older people are connected 

Rural areas 
 

• Map the drivers, strengths and assets in your local rural areas to identify areas for action 

Digital literacy • Support older people to develop the skills to get online and use digital appliances while maintaining paper 
communication 

Carers • Engage local unpaid carers to identify their needs, and support them to be healthier and have more control over 
their lives 

Loneliness & Social 
Isolation 

• Ensure opportunities are available to remain engaged with creative, learning and cultural activities as people age 

Loneliness & Social 
Isolation 

• Ensure diverse housing options meet the needs of older people across all tenures 

Loneliness & Social 
Isolation 

• Adopt a range of community centred approaches that encourage community participation from people of all ages 

Housing • Help people remain healthy, active and independent by improving the quality of local housing and future proofing 
new housing making them accessible and adaptable 

Housing 
 

• Support low-income owner occupiers to access funds to repair and improve their home 

Work • Identify older people locally who are out of work and help them develop the skills they need to get back into work if 
they wish 

Work • Work with local employers to develop age-friendly policies that enable the recruitment and retention of older people 
in work 
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Prevention • Use local data to review the proportion of adults aged 50+ with a history of falls who have had an assessment of 
their fracture risk 

Prevention 
 

• Target evidence-based strength and balance programmes at an individual level to those most affected by the 
pandemic 

Comms 
 

• Distribute the ‘Active at Home’ booklet to older people most affected in your local area 

Dementia 
 

• Ensure that adequate, ongoing, advice is available for those living with Dementia and their carers. 

Dementia • Use local data to review how many emergency dementia admissions had a care plan reviewed in the previous 12 
months 

Dementia 
 

• Prioritise medication review for people with dementia living in the community, particularly those living alone 

Health Checks 
 

• Encourage, community led, Health Check initiatives especially in hard to reach areas and for marginalised groups 
(i.e. Farmers, isolated rural areas, LGTBQ) 

Health checks 
 

• Ensure NHS Health Checks are being used effectively to raise awareness of dementia 

Health Checks  
 

• As services resume, ensure NHS Health Checks identify and prioritise eligible people most at risk of poor health 

Impairment 
 

• Promote regular eye tests and diabetic eye screening locally to prevent sight loss 

Impairment  
 

• Encourage older people in your local area to seek help for hearing loss 

Mental Health 
 

• Consider the inclusion of mental health and wellbeing in regular medication reviews 

Tobacco 
 

• Target evidence-based smoking cessation interventions and treatment for alcohol dependence at an individual level 

Alcohol 
 

• Ensure local alcohol strategies specifically identify the needs of older adults 

Sexual health • Develop and target clear and relevant information about sexual health including STI prevention to older people 
locally 

Sexual health 
 

• Ensure local sexual health and HIV strategies specifically identify the needs of older adults 

Malnutrition 
 

• Ensure that local strength and balance programmes give thought to malnutrition and sarcopenia 
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Mental Health 
 

• MH Primary care services should conduct depression screening when these risk factors are present in older people 

Mental Health 
 

• Ensure local mental health strategies specifically identify the needs of older adults 

Mental Health 
 

• Review local IAPT outcomes and identify areas for improvement for older people 

Services  • Ensure timely access to high quality health, care and rehabilitation services, and personalised support and  
adaptations to help older people stay independent 

Services  • Encourage older people to have their say in relation to Services that need improvement or extension 
 

Services 
 

• Engage those ageing without children in your local area when planning future service provision 

Data  • Develop local projections of how demographic changes will impact demand, informed by the latest, best available 
data and evidence 

 Physical Activity • Develop a district wide reconditioning programme with a focus on Active Cumbria Primary Places  
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