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Leeds City Council. Specification for a Needs Analysis to Support Health and Wellbeing (Prevention and Inclusion) Strategies for Older People in Leeds 2007 - 2027

 Introduction

Leeds City Council has been successful in attracting a number of Central Government funding streams into the city on the basis of it’s pioneering work in developing joint approaches to primary preventative health and well-being strategies for older people. The Council is committed to maintaining that approach in the longer term and, to better understand the changing needs of the population of older people wishes to commission further analysis of the needs of older people, based on the findings from the baseline assessment, already completed. 

, The first phase of this work, undertaken by the Centre for Health and Social Care, University of Leeds, consolidated demographic and actuarial data and conducted an analysis of the needs of older people over the next 25 years based on known risk factors. The second phase of the analysis – which this specification addresses, is to factor in modelling including prevalence and incidence data relating to specific key variables which it is understood the, the MOSES programme
 is designed to achieve

Why a Needs Analysis?

We perceive needs analysis as a way of estimating the nature and extent of the future needs of a population so that the response of the Council and its partners can be planned accordingly. Demographic trends and the growing evidence that key assumptions made previously will need to be re-examined as both mortality and morbidity rates continue to improve, emphasises the need to improve our ability at a local level to model trends and understand the impact for the local population. In addition the key strategic objective of the Council and its partners in the field of social policy is to narrow the inequality gap across the city. For example a mandatory target for all Local Area Agreements is to reduce the inequality in mortality rates for all ages between the highest and lowest In Leeds we are developing strategies to achieve the local targets associated with this mandatory national indicator. Hence our purpose in wishing such an analysis to be undertaken is to help focus effort and resources where they are needed most.  In this sense, needs analysis is an important element of our approach to commissioning at a strategic level’ (Audit Commission, 2003
). 

We will use the product of the analysis to:

· help estimate the current and future needs of the population of older people

· indicate the geographical distribution of need 

· identify those people who are most likely to need and benefit from community based preventative services, specifically services that reduce their long term levels of dependency.

· Provide an evidence base for the planning of future social care provision

· Link up with health care partners in the city to provide a comprehensive health and social care analysis and understand better the inter-dependencies between the two services

· help estimate unmet need

Methodology

The first phase of the analysis is complete with a baseline analysis of census data with some analysis relating to key risk factors. 

Having built up a comprehensive demographic profile of the local population and having analysed the data applying known risk factors, we are now interested to develop the next stage in the needs analysis to source prevalence and incidence data relating to the target population

· Self-reported incidence of long term limiting illness ( based on census data,) also ONS data on Disability Free Life years) 

· The extent to which self-reported data can be validated and modelled alongside  other related data eg morbidity data

· The current distribution of social care services  eg home care, institutional care (residential and nursing) and equipment and adaptations, compared with geographical prevalence of Life long limiting illness derived from census and other sources.

· Any significant correlation with data on older people living alone, people over 50 providing unpaid care, evidence of income deprivation. 

The ability to model such forecasts and provide a spatial representation of this data would represent a key first step.

Stage 1: Prevalence and Incidence Data

We define prevalence data reports on the total number of cases, old and new, existing in the population at any given time and incidence data as the number of new cases arising in a population over a given period of time, usually one year.  Whilst from an epidemiological perspective understanding the prevalence of particular conditions can inform health care planning, for social care are main area of interest is the impact that a health condition or a disability has for the individual and they way they are able to undertake the five key activities of daily living, ( getting in and out of bed, dressing, bathing, toileting, and feeding). Ability to undertake these task can be dependent on a persons mental state, their social circumstances ( do they have a partner living with them or extended family nearby) their housing conditions (stairs, wheelchair access) and their general well-being ( do they feel safe in their home, have they got sufficient income to meet their needs?)

Whilst the Social Services department holds some data on the outcome of community care assessments ( which would provide a picture of the incidence of need for help with one or more activities of daily living)  this data in electronic form is incomplete.  It would be a lengthy and time-consuming exercise to retrieve this information from paper files.

Better information is available on the extent of current service delivery although this data does not provide a comprehensive picture of how current needs are being met. For example it is almost impossible to complete the picture to include those people who arrange and pay for their services. 

There are two or more possible approaches:

· To use available data to provide a city wide overview, broken down to the ward level, using census and available local data at that level.

· To focus on a ward or cluster of SOA’s which represent a typical area for the city and seek to build the model based on a wider range of data sources.  ( eg include data on preventative services provided by the voluntary sector ) and extrapolate from a small area  

Table 1: Data for Needs Analysis

	Target Population
	Prevalence / Incidence Data
	Examples of Data Sources

	Examples of some questions to consider

	Older People (OP)
	Limiting long term illness

Physical Disability

Limiting Long-Term Illness (LLTI)

Sensory Impairment

Cardiovascular Disease (eg stroke / heart attack)

Ethnicity
	Census 2001

DoH – Health Survey for England 2004

Health Survey for England 2000 (DOH)

Census 2001 (Theme Table 06)

Ageing: Scientific Aspects (House of Lords)

Public Health Observatories

Policy Research Institute on Ageing & Ethnicity
	Can self-reported limiting long term illness be validated against other data sources?

Does the profile for LLLI correlate with other data eg morbidity data?

Which wards / localities have the most OP with LLTI?  

Is their a correlation with the distribution of services eg home care, equipment and adaptations, hospital admission data.

Can a small area analysis validate the city-wide picture?

Is there any correlation between the current distribution of services and the proximity to District centers (eg for shopping) and health care facilities.?

Is there any significance in the age, geographical distribution) of people who attend day centers for older people?

What is the likely impact for service delivery arising from the projections for growth in ethnic minority population, (both in numbers and the age profile of the projected increases in numbers)?

What is the current and future likely level of co-dependency among older couples.


Stage 2: 
Service User Data

Local intelligence gathered through the use of consultation, focus groups and trend analysis from statutory agency referral and case file analysis. We intend to commence a systematic process of work in 2007 to gather intelligence of this kind.  

A summary of the four stages of the complete needs analysis is set out in table 2.

Table 2: 

Needs Analysis Summary
	Demographic Data

· Current numbers

· Future numbers

· Age range

· Life expectancy

· Healthy life expectancy

· Gender

· Ethnicity

· Geographical profile 

↓

Profile of local population


	Prevalence & Incidence Data

· Mental health

· Physical disability

· Limiting long-term illness

· Sensory impairment

· Chronic disease 

· Falls 

↓

Profile of target population

	Risk Factor Data

· Deprivation

· Living alone

· Lack of transport

· Poor quality accommodation

· Poor health

· Provision of unpaid care

↓

Profile of `at risk’ population


	Local & Service User Data

· Age profile of people in long term care.

· Geographical location of people attending day centers for older people.

· Profile of people who use home care services. (tbc)


· Profile of people who receive equipment and adaptations (tbc)

↓

Profile of current service users


A Note on Methodology

The various stages of needs analysis described above involve identifying variables that are relevant to a particular target population, and using these to estimate need.  

We understand that variables set out in this specification will need to be weighted and accept that this is a matter of judgment and not one that can be guided by a definitive set of rules.  For example in considering the degree of risk posed by older people not having access to a car, this would carry greater weight for those people living on the rural fringes of Leeds with poor public transport coverage than if they lived in an area with good public transport coverage.  Local knowledge will be required so that the person (people) undertaking needs analysis could weight the variable `lack of transport’ in those wards which were not served by public transport. 

Similarly, the variable `no central heating’ could be expected to carry greater weight for people aged 75 and over, who have limiting long-term illness and are living alone.  These people would be particularly vulnerable to illness or death during the winter months and we would need to know which wards have the highest numbers.  Another particularly vulnerable group is older people in poor health who are providing many hours of unpaid care to other older people in poor health.  The variable `provision of unpaid care when carer is in poor health’ should therefore be weighted accordingly, particularly when cross-referenced with other variables such as age (eg those aged 75 and over), no central heating and no transport.    

The modeling methodology exampled by the MOSES
 programme offers an opportunity to undertake a modelled analysis to a significant level of sophistication with the potential to model different outcomes from a range of different perspectives and fields of interest.

Conclusion
Our hope is that the analysis once concluded will provide estimates of need and indicate where the greatest need is likely to exist over the period of the next 15 – 20 years we expect that it will highlight issues such as discrepancies between need and provision and evidence of unmet need . the analysis will help to establish a baseline to support a range of strategies that have been developed and which are in development and will better inform the development of a range of initiatives designed to promote the future well being of older people in Leeds. 
.  Dennis Holmes







16th December 2006

� This specification has been developed from a template produced by The Institute for Public Care as part of the DoH Commissioning Exemplar programme 2005 – 2006.


� The objective of the project is to develop representation of the entire UK population as individuals and households, together with a package of modelling tools which allows specific research and policy questions to be addressed.


� The Audit Commission, Making Ends Meet, October 2003.


� Full references, together with a list of other sources, can be found at Appendix A.


� The advances are sought through this program include the creation of a dynamic, real-time, individually-based  demographic forecasting model; for defined policy scenarios, to facilitate integration of data and reporting services, including GIS, with modelling, forecasting and optimisation tools, based on a secure grid services architecture; to use hybrid agent-based simulations to articulate the connections between individual level and structural change in social


systems.








