


Although itôs positive to see that a high number of 

Kirkleesô older population feels socially included, 

1 in 4 experience feelings of loneliness and 

isolation at least some of the time.

The impact of intergenerational work in residential settings in reducing feelings of loneliness 

amongst older people needs to be determined, to inform longer term planning decisions.

It is important to understand which groups are more likely to experience loneliness and 

isolation at different life stages or following different life events and how local assets can help 

to prevent this or reduce the impacts.

Spotting early signs and responding to distress is vital in preventing depression. Mental 

health first aid is an evidence-based way of helping people do this, so supporting the 

provision of training must be a priority.

Older people are the largest users of health services, 

representing two thirds of NHS users. Four out of 10

adult admissions to hospital last year were people  

aged 65+.

Whilst many of these admissions and stays are entirely appropriate, better use of data and 

intelligence can help ensure people stay out of hospital when being admitted will not 

improve their outcome.

Longer GP appointments can help reduce avoidable hospital admissions of older people 

cost-effectively.

Designing social care provision in equal partnership with the people that use them (and 

their carers) will inform the design and delivery of more effective services.

People working together in their communities to 

solve their problems and make the most of 

opportunities is at the heart of the way in which 

health and wellbeing outcomes are improved.

People with long-term conditions that feel able to manage their condition generally do better, 

are more independent and use expensive acute services less.

Barriers, such as organisational bureaucracy and professional hierarchy, that prevent people 

from working together need to be removed so that communities and organisations can 

develop solutions together, engage people and build relationships based on trust to create 

long-term, positive change. 

Person-centred services and interventions need to be supported and commissioned, 

enabling people to increase their confidence, achieve self-defined goals and maintain health 

improving behaviour change.

It is not just about people being equipped to manage their health. People need 

opportunities to learn and develop new skills throughout their lifetime, explore opportunities 

for wider development, not just related to their current work role (e.g. gaining financial and 

technological skills to generate retirement savings or improve work and health outcomes).

Working longer and volunteering throughout life meets a desire to help others, meets a 

need to feel useful and valued, can help people make friends, and promotes enjoyment of 

new activities.

The importance of being inclusive cannot 

be overestimated; ageist attitudes harm older people 

as they lead to age-based discrimination.

Sensory impairment has a large impact on quality of life, access to social networks and 

access to services, particularly for those facing additional language or communication 

barriers. Itôs important to ensure these impacts are mitigated. 

Finally, all organisations should embed the óCarers Charterô and develop flexible working 

policies (e.g. flexible working hours and homeïoffice solutions to enable paid work alongside 

unpaid care) to support people irrespective of their circumstances to work, and to work 

healthier for longer.
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The aim of this report is to describe effective ways to help us 

age as healthily as possible by highlighting some of the issues 

we experience as we age that can impact on our health and 

wellbeing and the kind of things we can do to tackle these 

more effectively.

It focusses on the range of local assets that make a huge 

contribution to families and communities by supporting people 

to improve their outcomes, their wellbeing and their health. 
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This icon indicates a link to an external resource.

This icon indicates that more information can be 

found in our Kirklees Joint Strategic Assessment.



More than half of people aged 50+ feel that 

they are in good health. Females and those 

who arenôt socially isolated are more likely to 

feel in good health.  Those in good health 

feel much more confident managing their 

health than those who feel that their health is 

bad and most older people in Kirklees also 

feel resilient and satisfied with life.

Our Current Living in Kirklees (CLiK) survey is an important source of local intelligence on adult health and wellbeing.

It is undertaken every four years and tells us things about:

Å How people feel about their health

Å How confident people are in managing their health

Å Life satisfaction See Def A (pg 41)

Å Emotional and mental wellbeing Def B

Å Resilience Def C

Å Social issues and behaviours

Å Similarities or differences between groups Def D

It helps ensure that appropriate Public Health and Health and Social Care services are commissioned and helps us to monitor 

progress towards achieving outcomes.

In 2016, a random sample of 42,500 households across Kirklees received a postal questionnaire and links to an online version.

There were 8,132 valid responses; 3,868 of these were from people aged 50 or over.
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In Kirklees we have committed to using an Outcomes Based 

AccountabilityTM (OBA) framework1. Using this approach we are clear that 

the starting point for any planning process should be a clear statement of 

what conditions of wellbeing are desired (the outcomes). 

The seven outcomes for Kirklees are:

Starting with outcomes enables us to step back from the things we are 

already doing or commissioning and explore what needs to be done, by 

whom and with whom to achieve improved outcomes for the citizens and 

places of Kirklees and the people who use our services. If we achieve the 

above outcomes in Kirklees we will know that people are ageing well. 

This report contributes to the óstory behind the baselineô (using OBA 

terminology) for several Kirklees outcomes and the indicators we will use to 

measure our progress towards achieving them. It will also inform 

discussions about what strategies, action plans and ócalls to actionô are 

required to achieve improved outcomes for older people and across the life 

course. Alongside other local intelligence, much of which can be found in the 

Kirklees Joint Strategic Assessment (KJSA), this report will support 

Intelligence-led commissioning for outcomes across Kirklees.

An asset-based approach starts 

with ówhatôs strongô rather than 

ówhatôs wrongô.

The contribution of older people to 

society is often overlooked and 

there are still-prevailing negative 

stereotypes related to being older. 

It is vital to build on the assets of 

individuals and communities, 

including those in later life. 

These contributions can only be 

ensured if we foster peopleôs 

health and participation as they 

age, through environments which 

promote accessibility, equity, 

safety, security and support age-

friendly environments.

Older people have invaluable life experience 

and have lived through different eras and 

faced different challenges to those of today. 

Only older people know what older people truly 

need. The report Caring for Our Futures outlines 

what older people say they want; to be active and 

healthy and it is older people themselves who can 

best determine how these things can be facilitated2.

Older people provide a huge volume of unpaid childcare 

as grandparents and many families depend on this 

support.  It can have positive outcomes for the children, 

the working parents and the grandparents themselves.

They provide more care than any other 

section of the population and often donôt 

recognise themselves as carers. 

The character, identity and values of society often 

centre around heritage and the experiences and 

stories of older people are central to this.

They are more likely to volunteer their 

time for free than any other group.

5

https://www.kirklees.gov.uk/beta/adult-social-care-providers/pdf/adult-social-care-vision-kirklees.pdf
http://observatory.kirklees.gov.uk/jsna
http://observatory.kirklees.gov.uk/jsna/kirklees_overview
http://intranet.kirklees.gov.uk/http:/observatory.kirklees.gov.uk/jsna/people_helping_people


Life course epidemiology is the study of long-term biological, behavioural and social processes that link health in 

later life to physical or social exposures during gestation, childhood, adolescence, adult life or across generations. 

There is a growing body of evidence which indicates that certain experiences during the early part of the life course 

can influence a personôs health throughout their life and into old age3.

As Marmot highlighted, one of the primary purposes of taking action across the life course is to affect the ways in 

which socially determined influences impact on the individual with the aim of maximising the positive effects and 

minimising the negative effects.

What a child experiences during the early years (starting in the womb), including their physical, social, and 

cognitive development, lays down a foundation for the whole of their life, strongly influences their school-readiness 

and educational attainment leading to economic participation and long-term health.  Later interventions, although 

important, are considerably less effective where good early foundations are lacking4.

There is overwhelming evidence on the increasing costs of an ageing population which provides a strong argument 

for prioritising preventative approaches.  It is more cost effective and easier to prevent some issues that are often 

present in childhood than to undo them in adulthood. 

Oral health has recently been highlighted as a major global 

public health priority; a number of health conditions have been 

scientifically linked with gum disease and poor oral health.

Dental caries and periodontal diseases are both highly prevalent 

and largely preventable chronic conditions which can affect 

individuals across the life course, from early childhood to old 

age5. 

In 2010, untreated caries was the most prevalent condition 

worldwide, affecting 35% of the global population, and oral 

diseases accounted for 15 million disability adjusted life years 

worldwide6.

Dental care accounts for 5 - 10% of total healthcare expenditure 

and dental caries is the fourth most expensive disease to treat7.

Decay in baby teeth can lead to 

misaligned, unhealthy and 

malformed adult teeth.

Time off school.

Impact upon aesthetics/

reduced self-esteem.

In adults and older 

people, tooth loss 

can severely 

restrict dietary 

intake, particularly 

fresh fruits and 

vegetables
8

.

Poor oral hygiene 

and periodontal 

disease are risk 

factors for 

pneumonia and 

adversely affect 

diabetes outcomes.

Monetary and 

time costs.
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Inclusion and diversity

There is no agreed definition of ólater lifeô. Some 

people may define themselves as óolderô in their 

50ôs and for others this may be much later. 

Traditionally health and social care services for 

óolder peopleô have begun at 65 years. In reality, 

there is wide variation in when people begin to ófeel 

oldô and define themselves as óoldô. At the age of 50 

years, some people may plan seriously for 

retirement, take early retirement through choice or 

find it difficult to secure employment. Others may 

continue to work late into their 60s and beyond ï

there is no compulsory retirement age.

Clearly not all older people are the same! The 

diversity of older people applies not only to their 

employment status but to their family 

circumstances and responsibilities. óThe squeezed 

middleô or ómiddle aged jugglersô are terms 

sometimes used to describe people in their 50s 

who have caring responsibilities for elderly parents 

as well as their own parenting responsibilities. 

Significant life events such as divorce, 

bereavement and becoming a grandparent have 

enormous implications for the health, wellbeing and 

economic status of adults which impact on later life. 

Peopleôs levels of self-esteem, motivation levels 

and personal resilience are shaped across their life 

course by experiences and events. Some people 

have the ability to bounce back from adverse 

events and others do not. Resilience, mental 

wellness, social support and inclusion all impact on 

how well we age.

People aged 50+ now are the last generation to 

have experienced most of their lives without digital 

technology; and some people are more adaptable 

than others. Likewise, there is enormous variation 

in levels of health literacy. 

Ethnicity and Culture

Kirklees is a thriving and diverse area; 22% of people in North Kirklees and 9% of people in South 

Kirklees are of South Asian ethnicity and the ethnic profile of Kirklees continues to change9.  There 

are cultural trends and traditions, lifestyles, habits, histories, behaviours, activities, genetic 

predispositions across the life course which can impact on health and wellbeing. These include 

breastfeeding and weaning in infancy; language and literacy; access to skills and education; 

cultural and social norms and attitudes towards physical activity, sex, drinking, smoking and drugs.  

It is important to understand the intricacies of different cultures because interventions which might 

be suitable for one group may be inappropriate for another.

British Pakistanis are the second largest ethnic group within Kirklees. Our 

relationship with food is complex and something that has been emotionally

embedded in our community for generations. For many, in what can feel like a 

grey, cold and dreary environment, it is their only link to their homeland. This, 

along with the added complication of sedentary routines compared to the lifestyles 

in their countries of birth, can be a recipe for disaster for health and wellbeing. 

A perception in the Asian sub-continent was that those who were overweight were 

wealthy as they could afford more luxurious food items and sweets. It can also be

a sign of prestige to not have the responsibility to work either in or outside of the 

home. As a result, there is a culture here in Kirklees where the elders in homes 

quite often have a sedentary lifestyle due it being culturally acceptable. It would 

be frowned upon by the community if a mother-in-law was cleaning when her 

daughter-in-law is around to do it for them.

For many conservative women of the Hindu, Sikh or Muslim faiths, exercising in an unsegregated gym is not an 

option. For some, it is perceived as both culturally and religiously inappropriate. There is a perception amongst 

some communities that women seen walking in a park, for example, may be challenged with questions of ówhat 

are you doing here?ô with a subtext of óshouldnôt you be at home doing something?ô 

Taking ownership of oneôs health and wellbeing is accepted by some and not by others who sometimes use their 

ill-health for attention and sympathy which can lead to relatives trying to óout-doô each other. This peer pressure 

does have a positive side though; if someone is trying out a new approach to improving their health, others want 

to give it a go. This approach could be utilised with some culturally tailored health management strategies. 
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Health inequalities have many dimensions (including age, gender, ethnicity and the other 

óprotected characteristicsô defined in legislation). Socio-economic inequalities are at the 

root of health inequalities (the ócauses of the causesô) across the world. 

Locally, we use the Index of Multiple Deprivation (IMD) to monitor and understand socio-

economic inequalities10. For all key indicators of health and wellbeing there exists a clear 

ósocial gradientô ïpeople who are better off experience better health and wellbeing across 

the life course than those who are worse off. 

For the purposes of this report, significant inequalities will be represented with the group 

experiencing the best outcome on the left and the group experiencing the worst outcome  

on the right:
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Projected changes over the next 20 years (2017-2037):

Latest population projections for 2037 suggest:

(more people too young/ too old  to work relative to working age  people)

As children and older people tend to use health and social care services more than 

those of working age, demands on services are likely to increase while the burden 

of revenue generation falls on a relatively smaller proportion of the overall population.

9



Working age people tend to live 

closer to urban areas and older 

people tend to live in more rural 

parts of Kirklees.
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http://observatory.kirklees.gov.uk/jsna/population
http://observatory.kirklees.gov.uk/jsna/kirklees_overview
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http://observatory.kirklees.gov.uk/jsna/specific-conditions/cancer


Life expectancy at birth in Kirklees has increased over the last ten years but, in line with the national trend, this increase has 

slowed more recently. Healthy life expectancy (HLE: the number of years that people may expect to live in good health) is an 

important óageing wellôô indicator. Unfortunately, for many people, living longer can mean more years of poor health.
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http://observatory.kirklees.gov.uk/Custom/Uploads/Fig6_Life_expectancy_ward_updated_2017.png


The number of people with diseases will double over the next 20 years and the number of 

people with more than one long-term condition is growing rapidly.  The number of people with 

health and social care needs will also continue to increase unless we enable them to age well.

Healthy behaviours including not smoking, moderate alcohol consumption, good nutrition, 

physical activity and safe sex have a positive effect on health. While the health of younger 

people tends to be less immediately affected by their behaviour, occupation or wealth, 

unhealthy behaviours in youth and early adulthood significantly determine a personôs health in 

later life so prevention and early intervention throughout the life course is vital.  

Obese people are 

less likely to be in 

employment than 

people of a healthy 

weight.
Weight bias increases 

vulnerability to 

depression, poor body 

image, maladaptive 

eating behaviours.

Determinants of childhood obesity 

include maternal smoking, no or 

short duration of breastfeeding and 
obesity in infancy.

Research overwhelmingly 

indicates that, despite 

some movement between 

weight categories, 

children who become 

overweight or obese are 

likely to remain 

overweight or obese.

Overweight and 

obesity in childhood 

and adolescence have 

adverse consequences 

on premature mortality 

and physical morbidity 

in adulthood
11
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Lower general 

health scores, 

more GP visits 

and more school 

absenteeism.

A life course perspective can increase our 

understanding of childhood obesity. There is now 

strong evidence that pre-natal and early-life factors 

are involved in the development of childhood 

obesity, and that obesity often begins early in life. 

Furthermore, despite some interventions with 

established effectiveness, adult obesity has proved 

very difficult to treat, emphasising the need for 

early preventative intervention.

Research has now identified potentially sensitive 

periods spanning the entire life course. Early 

childhood and adolescence in particular are 

emerging as important periods for the 

establishment of obesity. There are several 

implications of experiencing overweight or obesity 

during childhood upon later adult physical and 

mental health8.
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Long-term conditions (LTCs) Def E are 

more prevalent in older people and in 

more deprived groups.  People with 

long-term conditions now account for 

about half of all GP appointments and 

about three-quarters of inpatient bed 

days.12

A LTC doesnôt necessarily mean living 

in poor health, but the presence of 

multiple LTCs can significantly affect 

how people feel about their health and 

their confidence in managing it.

Deprivation, ethnicity and gender are all 

linked with the prevalence of LTCs such 

as diabetes and cardiovascular disease. 

1
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Good physical health significantly increases the likelihood of good 

mental health, and vice versa. 80% of obese Def F patients have never 

discussed their weight with their GP13 and twice as many deaths are 

due to inactivity than are due to obesity on its own.14 There is an 

overlap between long-term conditions and mental health problems 

which can affect outcomes and the cost of treatment.  Services are not 

currently meeting existing levels of demand of those with diagnosable 

mental health problems.

1
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