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[bookmark: _Toc220937601]Purpose
As part of a nationally mandated requirement, all Integrated Care Boards must submit several documents as part of the integrated planning framework. A population health needs assessment is required as part of this process. The Lancashire & South Cumbria Population Health Needs Assessment is a tool to systematically review the health issues facing a population, leading to system wide agreed priorities that aim to improve health and reduce health inequalities. A PHNA is not a one-off, stand-alone exercise. In order to influence the delivery of healthcare, it must be incorporated into the decision-making cycle for health, healthcare and the wider context, with commissioning central to the process.
[bookmark: _Toc220937602]Notes on methodology
The Lancashire and South Cumbria ICS footprint is a complex one, incorporating the unitary authority areas of Blackburn with Darwen and Blackpool, as well as the upper tier authority area of Lancashire county. It also includes the Westmorland and Furness Council, excluding the previous Eden District, some of the previous Borough of Copeland (around Millom) which is within Cumberland Council and some of the previous District of Craven (around Bentham) which is within North Yorkshire Council. 
Throughout the document, where data is reported as being for ‘Lancashire and South Cumbria’ it includes the full ICB population including the small areas of Cumberland and North Yorkshire. Where data is at district or local authority level it does not. Where data is reported at local authority level and includes Westmoreland-and-Furness, this has not been broken down by the ICB boundaries and is for the entirety of Westmoreland & Furness.
Because much of the data is either at sub-ICB level or local authority level, many inequalities at a more local or neighbourhood level will be hidden. This is the case consistently throughout the report. The local JSNAs for each area should be consulted for more in depth analysis for each area.
This report has used the IMD 2019 data for measuring deprivation throughout for consistency, as the IoD25 data released after the report was written, and all breakdowns of health data have not yet been updated with 2025 Indices.
[bookmark: _Toc214446980][bookmark: _Toc214447000][bookmark: _Toc214460945][bookmark: _Toc220937603]Demographics
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The population structure of the NHS Lancashire and South Cumbria Integrated Care Board (ICB) in 2022 is illustrated by the population pyramid and accompanying summary data. Together, these show the age and sex distribution of the population and how it compares both within the ICB and against the national profile for England.
The total population of the ICB in 2022 was 1,738,156, comprising 855,915 males (49.2%) and 882,241 females (50.8%), indicating a broadly even gender balance. This is consistent with the England distribution, where females represent 51.0% of the population.
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Age Composition
Within the ICB, 18% of residents were aged 0 to 15 years, 61% were aged 16 to 64 years, and 21% were aged 65 years and over. Compared with England overall (18.5%, 62.9%, and 18.6% respectively), the ICB shows a slightly older age profile, with a higher proportion of people aged 65 and over and a correspondingly smaller proportion of younger and working-age residents.
Place Variation
[image: ]
Across the five place areas of the ICB, the age distribution varies moderately:
· Fylde Coast (25.1%) and Morecambe Bay (23.7%) have the highest proportions of residents aged 65 years and over.
· West Lancashire also records an older profile, with 22.1% aged 65 and over.
· Central Lancashire (18.8%) and Pennine Lancashire (18.1%) are more closely aligned with national averages.
· The child population (0-15 years) ranges from 15.5% in Morecambe Bay to 20.5% in Pennine Lancashire, showing some variation in younger age structures across the sub-regions.
[bookmark: _Toc214447002][bookmark: _Toc214460947][bookmark: _Toc220937605]Population Pyramid
The population pyramid for the ICB further illustrates these patterns. The distribution across age bands is broadly consistent through the working-age population (20-64 years), with each five-year group representing between 5% and 7% of the total. The largest single cohort is the 55-59 age band, accounting for 7.21% of the population.
The pyramid shows a balanced distribution between males and females up to around age 60. From this point onwards, females form a larger share of the population, particularly within the older age bands, reflecting longer female longevity. The population decreases steadily in size beyond age 65, resulting in a tapering effect at the upper end of the pyramid.
When compared with the England profile (shown by the line overlay on the chart), the ICB exhibits a slightly older overall population structure, with marginally higher proportions in the older age groups and slightly lower proportions among children and younger adults.
Deprivation
The Index of Multiple Deprivation (IMD) 2019 provides a measure of relative deprivation across small areas (Lower Super Output Areas, or LSOAs) in England. Within the NHS Lancashire and South Cumbria Integrated Care Board (ICB), there is marked variation in deprivation both between and within place areas. The map displays national deciles, where Decile 1 represents the most deprived 10% of areas in England and Decile 10 the least deprived.
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31% of the ICB’s LSOAs fall within the most deprived 20% nationally. The highest concentrations of deprivation are found in Pennine Lancashire (particularly Blackburn with Darwen, Burnley, and Hyndburn) and across the Fylde Coast, notably within Blackpool. Blackpool contains one of the largest continuous clusters of Decile 1 areas in England, with widespread deprivation extending across the central and southern parts of the town. Significant pockets of deprivation are also present in Preston, parts of Pendle, and around Morecambe and Skelmersdale in West Lancashire.
Areas showing lower levels of deprivation (Deciles 7-10) are generally located in the more rural and semi-rural parts of the ICB, including northern Lancaster district, outer areas of Wyre and Fylde, and parts of Central Lancashire. These areas tend to contrast sharply with the highly deprived urban centres nearby, illustrating the pronounced spatial inequalities across the ICB footprint.
Overall, the pattern within NHS Lancashire and South Cumbria ICB demonstrates a high concentration of severe deprivation in several urban areas, particularly Blackpool and the Pennine Lancashire towns, alongside comparatively less deprived rural communities elsewhere in the region.
[bookmark: _Toc214447003][bookmark: _Toc214460948][bookmark: _Toc220937606]Household composition
Understanding household composition is essential for assessing health needs, as it influences service demand, caregiving responsibilities, social isolation risks, and housing suitability. Data from the 2021 Census provides insight into the structure and types of households across the Lancashire and South Cumbria Integrated Care Board (ICB) footprint, with comparisons to national figures.
Household Size
Across the ICB area, there were 734,339 households recorded. The most common household size was two people (34.7%), followed by one-person households (32.2%). This pattern is broadly consistent with national trends, although the ICB area has a slightly higher proportion of single-person households compared to England overall (30.1%).
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· Fylde Coast had the highest proportion of one-person households (35.1%), which may indicate increased risk of social isolation, particularly among older adults.
· Morecambe Bay had the highest proportion of two-person households (37.1%), suggesting a predominance of smaller family units or couples.
· Pennine Lancashire showed a distinct profile with the highest proportion of larger households, including five-person (5.3%) and six or more person households (3.9%), which may correlate with higher levels of multigenerational living or larger family sizes, potentially impacting housing and health service needs.
Household Type
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· Single-family households accounted for 62.7% of all households in the ICB area, closely aligned with the national average of 63%.
· One-person households again featured prominently, comprising 32.2% of households in the ICB.
· Other household types (e.g., multi-family or non-related cohabiting individuals) were less common in the ICB (5.1%) compared to England (6.9%), suggesting less diversity in household arrangements locally.
Within the ICB:
· West Lancashire had the highest proportion of single-family households (65.6%), indicating a strong prevalence of traditional family structures.
· Fylde Coast stood out with both the highest proportion of one-person households (35.1%) and the lowest proportion of single-family households (60.1%), highlighting a unique demographic profile that may require targeted interventions for social support and housing.

Houses in Multiple Occupation[image: ]
Across the Lancashire and South Cumbria area, there are 2,514 registered Houses in Multiple Occupation (HMOs). The distribution of these properties is highly uneven, with a small number of districts accounting for most of the HMO stock. Lancaster has the largest number 953 HMOs, with other notable concentrations in Preston (529 HMOs) and West Lancashire (416 HMOs). This can partially be attributed to the high numbers of student accommodation in Preston and Lancaster.
Bedroom occupancy shows a mixed picture of the 2,514 HMOs within the ICB:
· 639 have an occupancy rating of +2 or more bedrooms, indicating at least two spare bedrooms. 
· 688 have an occupancy rating of +1, with one spare room.
· 876 have an occupancy rating of 0, suggesting bedrooms are fully occupied but not overcrowded. 
· 311 HMOs have an occupancy rating of -1 or less, indicating overcrowding.   
Notably, despite having high number of HMOs, Lancaster and West Lancashire have a lower proportion of HMOs that are overcrowded.
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The ethnic composition of the NHS Lancashire and South Cumbria Integrated Care Board (ICB) is predominantly White, though the degree of diversity varies across the constituent areas. Data from the 2021 Census show that 87.8% of the ICB population identify as White, compared with 81.0% nationally for England. Minority ethnic groups together account for around 12.2% of the ICB population. Within the ICB, the largest minority group is the Asian, Asian British or Asian Welsh population, representing 9.4% overall. Smaller proportions identify as Black, Black British, Black Welsh, Caribbean or African (0.6%), Mixed or Multiple ethnic groups (1.5%), and Other ethnic groups (0.7%).
Place Variation
There is considerable variation in diversity across place areas:
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Pennine Lancashire (which includes Blackburn with Darwen and parts of Burnley and Pendle) has the most ethnically diverse profile, with 22.9% of its population belonging to minority ethnic groups. Central Lancashire also shows higher diversity, with 13.5% from minority groups, primarily of Asian heritage. By contrast, Fylde Coast (4.0%), Morecambe Bay (4.4%), and West Lancashire (3.1%) have comparatively small minority populations and are less ethnically mixed than the ICB average.
Comparison with England
Compared with England as a whole, the ICB has a higher proportion of White residents and lower proportions in all minority categories. Nationally, 19% of residents identify with a minority ethnic group, whereas in Lancashire and South Cumbria this is around 12.2%. The contrast is most marked for Asian and Black ethnic groups, both of which form smaller proportions locally than across England.
Geographical Distribution
The spatial distribution of ethnic minority groups is shown in the accompanying map. Areas with higher concentrations (greater than 25%) are largely located within Blackburn with Darwen, Burnley, Pendle, and Preston. Most other LSOAs across the ICB record minority populations below 10%, reflecting the concentration of diversity within specific urban centres.
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The total population of NHS Lancashire and South Cumbria Integrated Care Board (ICB) was estimated at 1.72 million in mid-2021, rising to 1.74 million in mid-2022 (Office for National Statistics, 2022-based estimates). This represents a net annual increase of around 19,531 people (1.1%). Most of the growth during this period resulted from migration inflows, which outweighed the negative balance of natural change.
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Components of Change (2021-2022)
Between mid-2021 and mid-2022, the ICB recorded:
· 16,883 births and 19,746 deaths, producing a natural change of -2,863.
· Internal migration inflow of approximately 105,526 people and international inflow of 19,391, offset by internal outflow (95,591) and international outflow (7,039).
· Net migration therefore added around 22,287 people, fully accounting for the overall population increase.
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Natural Change
Birth and death data show that births have declined steadily across the ICB since 2011, while deaths have increased slightly, leading to a negative natural change since 2018. The birth to death ratio fell from around 1.14 in 2011 to 0.82 by 2021, indicating that deaths now exceed births annually. This pattern is consistent across most place areas, though Pennine Lancashire continues to show relatively higher birth rates compared with the rest of the ICB.
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Migration
Migration has become the principal driver of population growth. Both internal migration (movement within the UK) and international migration contribute positively, with net migration projected to remain above 12,000 people per year throughout the 2020s and 2030s. Migration gains are sufficient to offset natural population decline and sustain modest overall growth.
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Population Projections (2022 - 2047)
ONS 2023-based subnational projections indicate that the total population of the ICB will continue to rise gradually over the next two decades, reaching approximately 1.96 million by 2047. Growth will not be uniform across age groups:
[image: ]
The most pronounced increase is projected in the 65 and over age group, which is expected to rise by around 131,011 people, reflecting continued population ageing. The number of children and young people (0-19 years) is projected to decline gradually, while both the working-age (20-64 years) and older adult populations are expected to grow modestly.
Place Variation
Population change varies across the five place areas:
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· Central Lancashire and Morecambe Bay show the strongest overall growth, driven by sustained net migration.
· Pennine Lancashire records slower growth, with natural change close to zero.
· Fylde Coast and West Lancashire are projected to experience limited growth or relative stability, with natural decrease offset by migration gains.
Projected Disease Prevalence to 2045 Adults Aged 65+

[image: ]
Population ageing within NHS Lancashire and South Cumbria ICB is expected to drive a substantial rise in long-term conditions among people aged 65 and over. Projections suggest that between 2025 and 2045, the number of older adults living with cardiovascular disease, diabetes, dementia and obesity will increase markedly across both males and females. For men aged 65+, cases of cardiovascular disease are projected to rise from 66,806 in 2025 to over 85,755 by 2045, while dementia is expected to increase from 20,020 to 30,109. Among women, projected growth is similar, with dementia cases rising from 32,575 to 49,272 and obesity affecting more than 76,647 by 2045.
Conditions such as mobility limitations, continence problems and falls also show steady growth, reflecting the combined impact of ageing and multi-morbidity. By 2045, over 126,335 older males and 187,429 females are expected to experience at least one of these major conditions.
These projections highlight the scale of anticipated demand for preventive, rehabilitative and long-term care services, particularly for dementia, cardiovascular health and frailty-related conditions.
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Wider determinants of health are a diverse range of social, economic and environmental factors which impact on people’s health such as quality of housing, education, and unemployment.
The built and natural environment 
Measures of air quality are generally better in Lancashire and South Cumbria than both the rest of the North West and the rest of England. In 2023 across England, 5.2% of mortality rates was attributable to particulate air pollution. Across Lancashire and South Cumbria, these rates were 4.5%.[footnoteRef:1] [1:  Department for Environment, Food and Rural Affairs via OHID Fingertips (2023)] 

Housing 
Lancashire and South Cumbria has lower rates of overcrowded households overall when compared to England. Only Blackburn with Darwen (6.4%) and Pendle (5.3%) have higher overcrowding rates than England (4.8%), with all other districts being either lower than or equal to the England rates. [footnoteRef:2] [2:  Census 2021] 

Government modelling based on the English Housing Survey estimated the percentage of properties in local authorities across the North West for houses not of a decent standard, Category 1 hazards, and damp. The resulting maps can be seen below, but the raw data is not available. However, a clear pattern can be seen of worse housing conditions in all three categories in the private renting sector, particularly in Blackpool.
[image: ][footnoteRef:3] [3:  English Housing Survey: local authority housing stock condition modelling, 2023 - main report - GOV.UK] 

As well as being a major contributor to excess winter deaths, cold housing adds to the burden of circulatory and respiratory disease, colds and flu, exacerbates chronic conditions such as rheumatism and arthritis, and has a negative effect upon mental health. In 2023, there were an estimated 98,384 households across Lancashire and South Cumbria in fuel poverty, which was 13% of overall households. The England average is 11.4%.[footnoteRef:4] [4:  Department for Energy Security and Net Zero via OHID Fingertips (2023)] 

Education 
The percentage of children achieving a good level of development at the end of reception is a useful measure of childhood development - a significant predictor of health in later life. The level of development for all children was lower in all local authorities across Lancashire and South Cumbria (64.6%) than it was for England (67.7%), with minimal variance between areas. There was more variance in school readiness for children who receive free school meals. The England average for this is 51.5%, and the Lancashire and South Cumbria average is below this at 48.3%. This varies in local authorities from the lowest being 47.2% in Lancashire to the highest of 55.2% in Blackburn with Darwen, meaning there is a significant gap.
Educational achievement throughout childhood and teenage years is also a known predictor of health outcomes in later life. This is measured using educational attainment. This is one area where there are more detailed indicators, breaking down to district level. Across Lancashire and South Cumbria there are varied attainment scores, with several districts having lower attainment scores when compared to England and several others having much higher attainment scores. The lowest attainment scores were in Blackpool, and the highest were in Ribble Valley. [footnoteRef:5] [5:  Department for Education (2023-24)] 

Work and the labour market
Economic inactivity rates (defined as not in work or looking for work, and excluding students) were higher in Blackpool, Blackburn with Darwen and Pendle. They were lower in Ribble Valley and South Ribble. There was no data for Westmoreland and Furness. 
Since 2022, there has been a 10% annual increase in the number of individuals assessed as unfit for work through DWP Health Assessments, with the majority of individuals with No Work Requirements citing mental health, musculoskeletal (MSK), and nervous system conditions (representing c.70% of all reported heath issues). Over 80% of Employment and Support Allowance (ESA) claimants are currently living with three or more health conditions, significantly reducing their ability to re-enter the labour market without wraparound health and employment support. Nine of wider Lancashire’s fourteen local/unitary authorities have seen growth rates in health claimants higher than the national average (e.g. 41.5% in Pendle versus a national average of 40%). [footnoteRef:6] [6:  Get Lancashire Working] 
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Digital exclusion
An NHS England funded heatmap of digital exclusion levels for North West ICBs can be seen below. The heatmap is based on an Index of Digital Exclusion, which was derived from two main categories – risk and capacity. This resulted in every LSOA being ranked from 1 (most deprived) to 10 (least deprived). At district level, Blackpool (2.6) was the most deprived for digital exclusion, with Burnley (3.5) and Hyndburn (3.9) being the next most deprived. South Lakeland (6.1), Ribble Valley (6.6) and South Ribble (6.6) were the least deprived for digital exclusion. [footnoteRef:7] There is strong emphasis on moving from analogue to digital in the NHS 10 Year Plan, which could have implications for this population group and how they access and experience healthcare services. [7:  North West Digital Exclusion Dashboard (2025)] 
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Digital exclusion can mean that individuals without reliable internet, digital skills, or devices may struggle to book appointments, access remote consultations, or use health apps. This can lead to poorer health outcomes and reduced engagement with preventative care among the digitally excluded, and people who are in vulnerable groups or live in high deprivation areas are more likely to be digitally excluded.
Crime 
Across Lancashire and South Cumbria there are varied rates in relation to crime, with generally higher rates for violent crimes and offences when compared to England.  
Blackburn with Darwen, Blackpool, Burnley, Pendle, Preston, West Lancashire, and Hyndburn all have higher rates of hospital admissions for violent crime, with the latter having the highest rate at 88.4 - double the England rate. There are lower rates for hospital admissions for violent crime in Chorley, Fylde, South Lakeland, South Ribble, Wyre, and Ribble Valley. 
Health effects of climate change
The Health Effects of Climate Change (HECC) report produced by UKHSA in 2023 concluded that climate change is already affecting public health and is projected to worsen. Temperature related mortality will increase, climate sensitive diseases may become more common within the UK, and natural disasters like flooding will happen more regularly. All of these are likely to most impact vulnerable groups like older adults and low-income communities. [footnoteRef:8] [8:  HECC report – UKHSA (2023)] 
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Carers 
Across Lancashire and South Cumbria, there are generally higher rates of carers, with a mean value rate of 20.2% of people with a caring responsibility compared to England at 18.2%. In terms of unpaid care, there are generally similar rates of people providing unpaid care when compared to England with slight variation in the rate of carers across each district.[footnoteRef:9] [9:  Census 2021] 

A survey of carers in Lancashire demonstrated the impact on health and wellbeing for carers. More than three quarters of Carers (78.6%) say they feel tired, stressed, depressed or irritable. Only a small minority of Carers (7.9%) say they have not suffered any negative impact on their physical or mental health and well-being.[footnoteRef:10] [10:  Carer's Strategy 2024-27 - Lancashire County Council (2024)] 

Carers may face challenges to health related to balancing multiple responsibilities, age restrictions, travel limitations, and accessibility needs.  They may require flexibility in healthcare appointments for themselves and the person they care for.  
Young carers (under 18) are a small but important group to consider, as they face their own health challenges both mental and physical. For children known to be carers by their school, Blackpool (164 young carers or 0.82%) and Westmorland and Furness (265 or 0.86%) had the highest rates and were above the England average (0.6%). Lancashire (0.13%) and Blackburn with Darwen (0.34%) were lower than the average national rate. [footnoteRef:11] These figures may not capture the true rates, as schools may be unaware of students who have caring responsibilities. [11:  Schools, pupils and their characteristics 2024/25 – Department for Education (2025)] 

Asylum seekers and refugees 
In March 2025, the percentage of asylum seekers in receipt of Government support was 0.47%, close to the percentage for England (0.42%), with 9,189 asylum seekers living in Lancashire and South Cumbria. There was considerable variation between districts. The district with the highest percentage was Pendle (649, 0.67%), and the lowest was Ribble Valley (190, 0.28%). [footnoteRef:12] [12:  Immigration System Statistics - Home Office (2025)] 

Asylum seekers and refugees may experience complex health-related needs that relate to their experiences. Additionally, there are more barriers to seeking healthcare for this group, including language barriers, lack of knowledge of the healthcare system and their entitlements, and difficulties using public transport to attend appointments.  
Children in care and care leavers
In 2023-24, there were 2.830 children in care across Lancashire and South Cumbria. This was a rate of 79 per 10,000 children which was higher than the England rate of 70 per 10,000. The percentage of care leavers aged 17-21 across L&SC who were in education, employment or training was lower than that of England overall. [footnoteRef:13] [13:  Children looked after in England including adoptions - Department for Education (2024)] 


Children in care and care leavers are at particularly high risk of poor mental health, often as a result of exposure to Adverse Childhood Experiences (ACEs) such as abuse, neglect, and family breakdown. According to NICE, almost half (45%) of children in care meet the criteria for a psychiatric disorder, compared with just 10% of children in the general population.[footnoteRef:14] As young people leave care, they may face additional challenges such as social isolation, difficulties accessing mental health support, and increased risk of substance misuse and homelessness. The transition to independent living can exacerbate existing mental health issues, particularly when support networks are limited. [14:  Context | Looked-after children and young people | Guidance | NICE] 

Addressing these challenges requires trauma-informed, coordinated support across health, social care, and education, with a strong focus on early intervention and continuity of care.
People in contact with the justice system
There are six men’s prisons in Lancashire and South Cumbria, with a prison population of around 4,200, with 3,747 of these being in Lancashire prisons. The report by the Chief Medical Officer on the health of people in prison and on probation highlights the challenges for health in this population. They experience disproportionately high levels of physical and mental health issues compared to the general population. Social determinants such as poverty, trauma, and prior healthcare inequalities compound these risks. Access to healthcare in prisons is often constrained by the secure environment and operational priorities. Delays in appointments, limited specialist care, and restricted movement can hinder timely treatment. Continuity of care is a major challenge, particularly during transfers or release, which can lead to gaps in medication and follow-up. 
There are approximately 25,934 individuals are under supervision of the Probation Service in the North West. People on probation often experience similar vulnerabilities to those in prison, but in community settings there are different challenges like instability and social exclusion. Many struggle to register with a GP or attend appointments due to chaotic lifestyles or lack of documentation. Mental health and substance misuse services are often fragmented, and engagement can be low without proactive outreach.[footnoteRef:15] [15:  The health of people in prison, on probation and in the secure NHS estate in England - GOV.UK] 

Military veterans and their families 
Across Lancashire and South Cumbria there are approximately 65,500 veterans, with generally higher rates of veterans across all districts when compared to the England rate of 2.9%. The districts with the highest proportion of veterans are Fylde (6.1%), Wyre (5.7%) and Blackpool (5.1%), but there are higher rates of all veterans in 14 of 16 districts across Lancashire and South Cumbria when compared to England.[footnoteRef:16] [16: 16 ONS Census 2021] 

Certain health conditions can be more prevalent in military veterans, and health outcomes are worse in this group. 52% of veterans have a long-term illness or disability, 12% experience PTSD and 23% suffer from common mental health disorders. [footnoteRef:17] [17:  NHS England » NHS expands mental health support for veterans with more than half saying it’s hard to speak up] 

Rural communities 
The Rural or Urban Classification for Lancashire and South Cumbria shows that there is a complex mixture of urban cities and towns such as Preston, Lancaster, Blackpool and Kendal, and large rural areas in the central and northern areas of the region. 
The rural deprivation index for health for Lancashire and South Cumbria shows that there is variation in terms of the rural deprivation index for health, with the most 10% deprived areas in Preston, Blackpool, Burnley, Morecambe, and Barrow-in-Furness. There are also pockets of the highest deprivation in Chorley, Blackburn with Darwen, Hyndburn and Pendle. The least deprived areas are situated within south Lancaster. [footnoteRef:18] [18:  Demographic Insight Report: Lancashire and South Cumbria Integrated Care System] 

Nationally, outward migration of young people and inward migration of older people, is resulting in a rural population that is increasingly older than the urban population, with accompanying health and social care needs.  
Access to health and social care services to people living in rural areas may be a concern; travel distances, travel costs and scarcity of public transport links to access services may determine how and when people living in rural communities are able to access hospital sites.  
Gypsy, Roma and Traveller communities 
Data from the 2021 Census indicates that across Lancashire and South Cumbria there are approximately 2770 people from Gypsy, Roma, and Traveller communities, which is about 0.2% of the total population. Blackpool and Lancaster have the highest proportion of people from Gypsy, Roma and Traveller communities, with the lowest numbers in Ribble Valley. These numbers are likely to be an underestimate of true population size however, as a number of factors meant engagement rate with reporting ethnicity in the Census was low for this community.
Exclusion across wider health, social, education and employment sectors place Gypsy, Roma and Traveller communities at risk of poorer health outcomes. Gypsy, Roma and Traveller communities generally experience a shorter life expectancy of between 10 and 25 years compared to the rest of the population, and there is a higher prevalence of some long-term health conditions and disabilities. 
Communities are more likely to experience barriers when accessing health and social care, both face to face and digitally. These barriers include accessing services, poor communication from health services, and poor relationship and trust between the communities and health services. 
People with experience of trauma and ACEs
Psychological trauma data is difficult to capture due to its sensitive nature, under-reporting, and systemic barriers in data collection. Many cases remain hidden within unstructured records, and health professionals may lack the resources or training to identify or respond to trauma. National figures show trauma is widespread, with women more affected than men. In 2023/24, around 1 in 20 adults screened positive for PTSD, particularly among women, younger people, and certain ethnic groups. Trauma is more common in deprived and financially insecure groups. Many affected individuals experience difficulties engaging with health services, and some avoid care altogether.
Adverse Childhood Experiences (ACEs) are traumatic events that can significantly affect children and young people throughout their lives. Nearly half of adults in England have experienced at least one ACE, and around 8–9% have experienced four or more. There is a strong dose-response relationship, meaning the more ACEs a person has, the greater their risk of poor physical, mental, and behavioural health outcomes. ACEs are linked to increased rates of substance misuse, violence, chronic conditions, and mental illness, with an estimated annual cost of £42.8 billion in England and Wales, primarily due to mental illness and cancer. The Office for National Statistics reports that 8.5 million adults experienced childhood abuse before age 16, and children living in households affected by mental ill-health or domestic abuse are at heightened risk of victimisation.
LGBTQ+ 
The majority of people in Lancashire and South Cumbria identify as heterosexual or straight, with 90.2% of the population selecting this option in the 2021 Census, which is slightly higher than the national average. The proportion of people identifying as gay or lesbian is 1.5%, matching the figure for England as a whole, while 1.1% identify as bisexual, which is just below the national rate. There is some local variation: Blackpool has the highest proportion of people identifying as gay or lesbian (3.3%) and bisexual (1.4%) in the region, with higher percentages of people identifying as gay, lesbian, bisexual or other sexual identity in Lancaster (4.4%) and Preston (3.8%).
Regarding gender identity, 94.0% of the population in Lancashire and South Cumbria reported that their gender identity is the same as their sex registered at birth, which is slightly above the national average. Around 0.2% of people indicated that their gender identity is different from their sex at birth, in line with the figure for England. Some districts have higher rates of people whose gender identity differs from their sex at birth, including Blackburn with Darwen (0.6%), Burnley (0.6%), Pendle (0.6%), and Preston (0.6%), while Ribble Valley and South Ribble have the lowest rates. It should be noted that the ONS have stated there are some quality issues with the data regarding gender identity and particularly for people with lower levels of English proficiency, and these are no longer official accredited statistics.[footnoteRef:19] [19:  Sexual orientation and gender identity quality information for Census 2021 - Office for National Statistics
] 

Despite the legal duty of health and social care organisations to prove inclusive, equal treatment, LGBTQ+ communities face barriers and disadvantage when accessing health and social care. Barriers could include fear, or experience, of discrimination when accessing services, assumptions of sexuality and gender status, inappropriate curiosity and insensitive questions or lack of understanding from healthcare staff regarding LGBTQ+ health needs. Poor past experiences of healthcare services, or fears of discrimination while using services may impact how and when LGBTQ+ service users access hospital services. For Trans and Gender Diverse people, these have been exacerbated by recent legal rulings regarding accommodation for people whose gender identity differs from their sex at birth, and this should be monitored.
People with Severe Mental Illness (SMI)
People living with Severe Mental Illness (SMI) including conditions such as schizophrenia and bipolar disorder face health inequalities in Lancashire and South Cumbria. Nationally, individuals with SMI die on average 15–20 years earlier than the general population[footnoteRef:20], with two-thirds of these deaths attributable to preventable disease.[footnoteRef:21] [20:  NHS England » Improving the physical health of people living with severe mental illness]  [21:  Summary of strategic framework - GOV.UK] 

People with SMI are more likely to experience multiple risk factors, including higher rates of smoking, obesity, diabetes, and hypertension. For example, they are three times as likely to be smokers or have high blood pressure, double the risk of obesity and diabetes, and five times the risk of lipid imbalance compared to the general population. [footnoteRef:22] These risk factors contribute to a widening gap in life expectancy and health outcomes over time. Annual health checks for people with SMI are a key intervention, supporting early detection of physical health conditions and improving access to evidence-based care. However, barriers remain, including stigma, fragmented care pathways, and challenges in accessing both mental and physical healthcare services.  [22:  NHS England » We must improve physical healthcare for people with severe mental illness] 

People with Learning Disability and Autism (LD&A)
The rate of people with learning disability was the same for Lancashire and South Cumbria (0.6%) as it was for England (0.6%). However, standardised rates showed that in IMD 1 it was over 0.9%, higher than England’s average, and lower in IMD 10 at approx. 0.35%. Nationally, people with learning disabilities have a median age at death of 62 years, which is over 20 years less than the general population, and for 49% of deaths it was found that they could have been prevented by good quality healthcare, as compared to 22% in the general population. [footnoteRef:23] They are also less likely to be in paid employment, more likely to live in poverty, and more likely to experience chronic loneliness, as well as increased likelihood of bullying and discrimination. [footnoteRef:24] [23:  LeDer – NHS England (2021)]  [24:  Learning disability - applying All Our Health – OHID (2025)] 

Barriers to healthcare for people with LD&A include communication difficulties, lack of accessible information, and insufficient reasonable adjustments within services. These barriers can result in late diagnosis, poorer management of long-term conditions, and reduced uptake of preventive care. People with LD&A are also more likely to experience multiple long-term conditions and co-morbidities, further increasing their risk of poor health outcomes. National and local strategies emphasise the importance of annual health checks, personalised care planning, and co-production with people with LD&A and their families to improve access and outcomes.
[bookmark: _Toc214446981][bookmark: _Toc214447008][bookmark: _Toc214460953][bookmark: _Toc220937611]Demographics summary and key points for consideration:Lancashire and South Cumbria’s population of around 1.7 million people is spread across a large geographical area and varies considerably by location.
· Overall, the population is slightly older than the England average, particularly in the Fylde Coast, Morecambe Bay and West Lancashire. 
· Almost 30% of residents live in LSOAs in the ICB that are within the most deprived areas nationally, with a pattern of severe deprivation in urban areas and less deprived rural communities. 
· The ethnic composition is also very varied, with Pennine Lancashire having the highest proportion of the population belonging to minority ethnic groups and West Lancashire the lowest. 
· ONS projections indicate that the total population will rise gradually in the next two decades, with a declining birth rate being compensation by migration. The growth will be highest in the 65+ year age range. 
· Wider determinants of health affect the population in multiple different ways, with some groups being more likely to experience poorer health access, experience and outcomes.
Implications for health:
· Deprivation has a significant impact on people’s health. This report will include indicators broken down by IMD level to further emphasise this. Consideration should be given to how services can better meet this group’s needs to improve health inequalities.
· The population of those aged 65 and over in NHS Lancashire and South Cumbria ICB is growing, leading to higher rates of conditions like dementia, frailty, and mobility issues. with increased demand on health and social care services, especially for older adults. This trend will require more preventive, rehabilitative, and long-term care, particularly for dementia and cardiovascular issues, potentially straining hospitals and community services unless service models adapt.
· Different population groups (including ethnicity and health inclusion groups) will have very different patterns of health, and so the ICB’s approach to service design and delivery should consider these populations needs individually and thoroughly.






[bookmark: _Toc214446982][bookmark: _Toc214447009][bookmark: _Toc214460954][bookmark: _Toc220937612]Mortality and life expectancy
[bookmark: _Toc214447010][bookmark: _Toc214460955][bookmark: _Toc220937613]Life expectancy
Life expectancy (LE) in NHS Lancashire & ye  fSouth Cumbria ICB has been consistently lower than the England average for both males and females. From 2019 to 2022, both the ICB and England experienced a marked drop in LE in 2020, reflecting the impact of the COVID-19 pandemic, with only partial recovery by 2022. The gap between local and national LE persisted throughout, and the well-established female advantage in LE remained evident. This pattern highlights both the acute effects of the pandemic and the enduring structural drivers of lower life expectancy in the region, such as deprivation and chronic disease burden.
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Within NHS Lancashire and South Cumbria, the largest contributors to the life expectancy gap between the least and most deprived quintiles were circulatory diseases, cancers, and respiratory conditions. Circulatory causes alone accounted for nearly a quarter of the gap for males and a substantial share for females. External causes (such as injuries) and COVID-19 also feature prominently, reflecting both the pandemic’s impact and the burden of injury-related mortality.
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When comparing to England, circulatory diseases remain the dominant contributor to the LE gap, but the relative share of external causes and respiratory conditions is higher locally than nationally. [image: ]
Life Expectancy by Deprivation
Analysis of life expectancy (LE) by deprivation decile within NHS Lancashire & South Cumbria ICB reveals a pronounced and persistent gradient across the period 2019 to 2022. The data, stratified by sex and deprivation decile (where decile 1 represents the most deprived and decile 10 the least deprived), provide a clear picture of the relationship between deprivation and LE in within the ICB.
Across all years examined, there is a consistent and substantial difference in life expectancy between the most and least deprived deciles. For both males and females, those living in the most deprived areas (decile 1) have markedly lower life expectancy at birth compared to those in the least deprived areas (decile 10). This gradient is evident in each year from 2019 to 2022, with no year showing a reversal or narrowing of the gap.
In 2019, the difference in life expectancy between the most and least deprived deciles was substantial for both sexes. For males, life expectancy in decile 1 was approximately 73.0 years, compared to 83.5 years in decile 10—a gap of around 10.5 years. For females, the corresponding figures were 78.4 years in decile 1 and 85.1 years in decile 10, a gap of about 6.7 years. These differences persisted throughout the period, with only minor year-to-year fluctuations.
The data show a notable decline in life expectancy across all deprivation deciles in 2020, coinciding with the first year of the COVID-19 pandemic. This decline was observed for both males and females and affected all deprivation groups, although the absolute reduction in life expectancy varied slightly between deciles. Despite this overall decline, the relative ranking of deciles remained unchanged: the most deprived continued to have the lowest life expectancy, and the least deprived the highest.
Following the sharp decline in 2020, there was some recovery in life expectancy in 2021 and 2022. However, by 2022, life expectancy had not returned to pre-pandemic (2019) levels in most deciles. The deprivation gradient remained clearly visible in each year, with the gap between the most and least deprived deciles showing little evidence of narrowing over the four-year period.
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[bookmark: _Toc214447011][bookmark: _Toc214460956][bookmark: _Toc220937614]Healthy life expectancy
Healthy life expectancy be defined as ‘a measure of the average number of years a person would expect to live in good health based on contemporary mortality rates and prevalence of self-reported good health’. [footnoteRef:25] [25:  Understanding the drivers of healthy life expectancy: report – OHID (2023)] 

Healthy life expectancy (HLE) data for Lancashire and South Cumbria from 2021–23 show substantial variation between local authorities and between sexes. HLE is consistently lower than LE, indicating that a significant proportion of life is spent in poorer health. For example, HLE for males ranges from 51.8 years in Blackpool to 63.2 years in Westmorland & Furness, while for females it ranges from 52.9 years in Blackpool to 64.4 years in Westmorland & Furness.
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Self-Reported Health and HLE
Healthy life expectancy is calculated using mortality rates and self-reported health. This report will further explore mortality rates, but it is important to note that changes in self-reported good health prevalence have a larger impact on HLE than changes in mortality rates.
Self-reported health is more difficult to measure than mortality rates. Evidence collated from research literature by the Office for Health Improvement and Disparities found that the evidence suggests that chronic health conditions and multimorbidity are the clearest drivers of self-reported poor health. Conditions were weighted by association with poor health and prevalence of conditions, with the table below listing the most impactful conditions on self-reported health. 
[image: ]Source: OHID


It should be noted that most conditions in the table are included in the Quality Outcome Framework (QOF) reporting, and so will be discussed later in this report including prevalence across deprivation deciles. However, musculoskeletal system conditions were found to be the most impactful on self-reported health by a significant gap, and this is not included in QOF reporting. This means that the ICB has limited data on prevalence and outcomes for MSK conditions, including any inequalities present.
[bookmark: _Toc214447012][bookmark: _Toc214460957][bookmark: _Toc220937615]Mortality indicators
Overall Mortality
In 2024, the age standardised mortality rate for all causes across NHS Lancashire and South Cumbria Integrated Care Board (ICB) was approximately 1,398 deaths per 100,000 persons in the most deprived quintile, compared with 650 deaths per 100,000 in the least deprived quintile. This represents more than a twofold difference in mortality across the socioeconomic gradient.
The calculated Slope Index of Inequality (SII) of 937.6 deaths per 100,000 indicates a substantial absolute gap between the most and least deprived areas, while the Relative Index of Inequality (RII) of 1.49 shows that mortality in the most deprived areas is around 50% higher than the ICB average, after accounting for age structure. These measures confirm a pronounced and statistically significant deprivation gradient in mortality across the ICB.
Inequality by Deprivation Quintile
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Mortality decreases consistently across deprivation quintiles, illustrating a clear, linear social gradient. Confidence intervals show minimal overlap, confirming that the differences are unlikely to be due to chance.
Infant mortality 
[image: ]
Across Lancashire and South Cumbria ICB, the crude infant mortality rate for years 2022-24 shows a clear deprivation gradient. Rates range from 6.19 per 1,000 live births in the most deprived quintile to 2.69 per 1,000 in the least deprived. Confidence intervals indicate the pattern is consistent, with higher rates in the more deprived areas.
Overall, infant mortality rates are highest in the most deprived areas and decline steadily with decreasing deprivation, indicating substantial inequality across the ICB.

Cause-Specific Mortality (ICB vs England)
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· Data from the OHID Local Health Profiles (2022) show that NHS Lancashire and South Cumbria ICB experiences higher mortality than the England average for several major causes of death.
· The under-75 all-cause mortality rate is 401.9 per 100,000 locally, compared with 342.3 per 100,000 for England.
· Cardiovascular disease mortality under age 75 is 98.4 per 100,000 versus 77.4 nationally.
· Cancer mortality under age 75 is 129.9 per 100,000, also above the England rate (122.4).
· Respiratory disease mortality under age 75 is 41.8 per 100,000, exceeding the national average (30.7).
· Liver disease mortality under age 75 is 28.7 per 100,000, higher than 21.4 for England.
Several specific conditions show especially marked differences:
· Ischaemic heart disease (all ages): 126.8 per 100,000 locally vs 99.3 for England significantly higher
· Lung cancer (all ages): 55.9 per 100,000 locally vs 48.1 nationally similar but at the upper range of England’s distribution.
· Dementia and Alzheimer’s disease and stroke (all ages) also show elevated mortality compared with national averages.
While most indicators are significantly worse than the England average, a few such as leukaemia and lymphoma, prostate cancer, and colorectal cancer are broadly comparable to national rates.
[bookmark: _Toc214447013][bookmark: _Toc214460958][bookmark: _Toc220937616] Inequalities in Mortality by Cause 
Analysis of mortality data for 2024 demonstrates a consistent and pronounced deprivation gradient across multiple major causes of death within NHS Lancashire and South Cumbria Integrated Care Board (ICB). Mortality rates are highest in the most deprived quintile (Quintile 1) and decline steadily to the least deprived quintile (Quintile 5).
Across all indicators, the Slope Index of Inequality (SII) and Relative Index of Inequality (RII) confirm statistically significant differences between deprivation groups, highlighting that avoidable and premature deaths are disproportionately concentrated in more deprived areas.
All-Cause Mortality (Under 75s)
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SII: 548.8 RII: 1.8
Premature mortality under 75 shows a marked deprivation gradient, with rates in the most deprived quintile almost four times higher than in the least deprived group.
Cardiovascular Disease (CVD) Mortality
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SII: 227.6 RII: 1.5
CVD mortality demonstrates a strong linear gradient, with those in the most deprived quintile experiencing more than double the rate of the least deprived areas.
Cancer Mortality
[image: ]
SII: 196.0 RII: 1.4
Cancer mortality shows a steady, graded decline with decreasing deprivation, similar in shape to the all-cause pattern.
Chronic Obstructive Pulmonary Disease (COPD) Mortality
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SII: 106.3 RII: 2.0
COPD mortality shows one of the steepest inequality gradients, with the most deprived quintile experiencing mortality rates around five times higher than the least deprived group.
[bookmark: _Toc214447014][bookmark: _Toc214460959][bookmark: _Toc220937617]Attributable risk
The Institute for Health Metrics and Evaluation models the burden of disease and attributable risk of disease. The 2021 data was broken down to Local Authority level and is what has been used in this report.
This modelling found that over 70% of deaths caused by cardiovascular disease were attributable to risk factors in Lancashire, Blackpool and Blackburn with Darwen. For chronic respiratory diseases and cancer, around 50% of deaths were attributable to risk factors.
[image: ]Source: IHME
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When considering risk factors, there are some that contribute to multiple conditions and some that are risk factors for only one or two conditions.
Tobacco is by far the biggest risk factor for attributable deaths in all the leading causes of avoidable mortality, and it is more prevalent among the more deprived parts of the population. This means it is a crucial factor in reducing the gap in both life expectancy and healthy life expectancy between the most and least deprived.
Dietary risks, high blood pressure and high cholesterol were mostly attributable risks to cardiovascular disease. It should be noted however, that both high blood pressure and high cholesterol are affected by other risks included here, particularly tobacco, dietary risks and physical activity. This may mean some of these risk factors are more significant than this version of the modelling shows.
Our local mortality data shows that there are considerable inequalities in deaths related to both tobacco and alcohol. Based on age standardised mortality rates, there was a higher rate of alcohol and tobacco related deaths in more deprived areas, decreasing as deprivation decreases. This shows that both alcohol and tobacco are drivers of health inequalities across Lancashire and South Cumbria.

[bookmark: _Toc214446983][bookmark: _Toc214447015][bookmark: _Toc214460960][bookmark: _Toc220937618]Mortality and life expectancy summary and key pointsLife expectancy and mortality rates can be compared to England averages to find where the ICB has higher than average deaths from specific conditions, and inequalities within the ICB rates can be explored:
· Life expectancy in Lancashire and South Cumbria is lower than the national average, and there is a significant level of unwarranted variation in the number of years people can expect to live a healthy life across Lancashire and South Cumbria. 
· There is a consistent and substantial difference in life expectancy between the most and least deprived deciles across Lancashire and South Cumbria, with the gap for males being 10.5 years and for females 6.7 years.
· The ICB has higher mortality rates than the England average for several major categories, particularly cardiovascular, respiratory and liver disease. More specifically, mortality from ischaemic heart disease, lung cancer, stroke and dementia are conditions with significantly higher mortality rates than England averages.
· There are statistically significant differences between deprivation groups across all CVD, cancer and respiratory mortality indicators. Alcohol and tobacco related mortality rates and deprivation levels also had a strong association. These mortality rates were all higher in the most deprived population, and lower in the least deprived.
· IHME modelling estimates that over 70% of deaths caused by cardiovascular disease were attributable to risk factors, and 50% of chronic respiratory diseases and cancers were attributable to risk factors.
· The most significant risk factors in the modelling were tobacco, dietary risks, high blood pressure, high BMI and alcohol use.
Key considerations for health:
· Conditions where mortality rates are significantly higher among the most deprived should be noted. 
· A significant amount of the conditions driving inequality in life expectancy were found to have attributable risks that could be reduced – particularly tobacco and high blood pressure. A focus on prevention in these measures would reduce future inequalities in mortality.
· Prevention should not be the only way the ICB aims to reduce inequalities in mortality rates. Further analysis of specific diseases could indicate where in the disease pathway there are the most significant inequalities in access and outcomes across patient groups.

[bookmark: _Toc214446984][bookmark: _Toc214447016][bookmark: _Toc214460961][bookmark: _Toc220937619]Health status and outcomes
[bookmark: _Toc214447017][bookmark: _Toc214460962][bookmark: _Toc220937620]LTCs prevalence
Lancashire and South Cumbria ICB has a higher prevalence of most major long-term conditions and risk factors compared to the national average. This includes cardiovascular diseases, respiratory conditions, diabetes, cancer, dementia, mental health problems, and lifestyle-related risk factors such as smoking and obesity. The pattern is consistent across a wide range of indicators, suggesting that the region faces a substantial burden of ill health relative to other parts of England. The findings from the data are reflected in the spine chart, which visually demonstrates the extent to which Lancashire and South Cumbria sits above the national average for many key health indicators. 
Across cardiovascular conditions, Lancashire and South Cumbria ICB consistently reports higher prevalence than the England average. For example, the prevalence of hypertension is 16.7%, compared to 14.8% nationally. Stroke prevalence is 2.2% (England: 1.9%), and coronary heart disease (CHD) affects 3.7% of the population, notably higher than the national figure of 3.0%. Similarly, atrial fibrillation is recorded at 2.5% (England: 2.2%), and heart failure at 1.3% (England: 1.1%). Peripheral arterial disease(PAD) also shows a higher prevalence at 0.8%, compared to 0.6% for England as a whole. 
Respiratory conditions follow a similar pattern. COPD prevalence in Lancashire and South Cumbria is 2.4%, which is above the national average of 1.9%. Asthma affects 7.5% of the population aged six and over, compared to 6.5% nationally. These figures suggest a greater burden of respiratory disease in the region. 
The data also indicate higher rates of metabolic and endocrine conditions. Diabetes prevalence among those aged 17 and over is 8.0%, exceeding the England average of7.7%. Non-diabetic hyperglycaemia (NDH) is recorded at 8.3% (England: 8.2%). Chronic kidney disease (CKD) among adults is 4.7%, compared to 4.4% nationally. Obesity, using the new QOF definition, is 14.3% in Lancashire and South Cumbria, while the national average is 12.8%. The previous definition also showed a higher prevalence locally.  
Cancer prevalence is 4.1%, higher than the England average of 3.6%. Dementia affects 0.9% of the population, compared to 0.8% nationally. The prevalence of learning disability is 0.58%, which is in line with the national average. Epilepsy among adults is 1.0%, compared to 0.8% for England. Rheumatoid arthritis (16+ years) is also more common in Lancashire and South Cumbria (0.86%) than nationally (0.77%). 
Mental health indicators reveal a particularly marked difference. Depression prevalence (2022/23) is 16.7% in Lancashire and South Cumbria, substantially higher than the national average of 13.3%. This suggests a significant mental health burden in the region. The prevalence of palliative and supportive care is also higher locally (0.72%) than the England average (0.55%). 
Lifestyle risk factors are also more prevalent in Lancashire and South Cumbria. Smoking prevalence among those aged 15 and over is 15.4%, compared to 14.5% nationally. The prevalence of obesity, as noted above, is also higher than the England average.
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LTCs by Deprivation
When assessing the burden of long-term conditions (LTCs) in the population, both crude and directly standardised prevalence rates across can be calculated across deprivation deciles to assess the gradient of inequality. Crude prevalence rates indicate the proportion of people with a condition in each area, but they do not account for differences in the age structure of the population. In England deprivation and age are highly negatively correlated: more deprived areas tend to have much younger populations, while less deprived areas are typically older. As a result, crude rates can be misleading when comparing deprivation quintiles, particularly for conditions that are more common in older people. 
To address this, directly standardised rates (DSRs) have been used, adjusting for age and enabling fairer comparisons between areas. For example, the crude prevalence of asthma in the most deprived decile (IMD 1) is 8.24% (95% CI:8.14–8.35), compared to 6.01% (95% CI: 5.88–6.15) in the least deprived decile (IMD 10). However, when adjusted for age, the DSR in IMD 1 rises to 8.92% (95% CI: 8.81–9.04), while in IMD 10 it falls to 5.94% (95% CI: 5.80–6.08). This demonstrates that the higher burden of asthma in deprived areas is not simply due to a younger population, but reflects a true underlying difference in risk. 
A similar pattern is observed for coronary heart disease (CHD). The crude prevalence in IMD 1 is 3.66% (95% CI: 3.59–3.73), compared to 2.91% (95% CI: 2.82–3.01) in IMD 10. After standardisation, the rate in IMD 1 is 4.82% (95% CI: 4.72–4.91), while in IMD 10 it is 2.50% (95% CI: 2.42–2.58). This indicates that, even after accounting for age, people living in more deprived areas are at greater risk of CHD. 
Heart failure also shows a marked deprivation gradient. In IMD 1, the crude prevalence is 1.33% (95% CI: 1.29–1.37), rising to a DSR of 1.77% (95% CI: 1.72–1.83). In IMD 10, the crude prevalence is 1.12% (95% CI: 1.07–1.18), and the DSR is 0.97% (95% CI: 0.92–1.02). COPD follows the same trend: in IMD 1, the crude prevalence is 3.77% (95% CI: 3.70–3.84) and the DSR is 4.83% (95% CI: 4.74–4.92), compared to a crude prevalence of 1.20% (95% CI: 1.14–1.26) and a DSR of1.01% (95% CI: 0.96–1.06) in IMD 10. 
Depression stands out as the condition with the steepest social gradient. In the most deprived decile, the crude prevalence is 20.40% (95% CI: 20.26–20.55), with a DSR of 21.91% (95% CI: 21.73–22.09). In the least deprived decile, the crude prevalence is 9.72% (95% CI: 9.56–9.89), and the DSR is 10.41% (95% CI: 10.21–10.60). This means that, even after adjusting for age, depression is more than twice as common in the most deprived areas compared to the least deprived. 
For diabetes, the crude prevalence in IMD 1 is 8.75% (95% CI: 8.64–8.85), with a DSR of 10.71% (95% CI: 10.58–10.85).In IMD 10, the crude prevalence is 4.34% (95% CI: 4.23–4.45), and the DSR is 3.86% (95% CI: 3.75–3.96). Hypertension is a little different: crude rates are similar across deciles (15.15% in IMD 1 and 15.38% in IMD 10), but standardised rates reveal a higher underlying risk in deprived areas (DSR 19.03% in IMD 1 versus 13.28% in IMD 10).
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[bookmark: _Toc214447018][bookmark: _Toc214460963][bookmark: _Toc220937621]Co-morbidity by deprivation
Using both crude and standardised for assessing the gradient of people having three or more co-morbities, a clear gradient is clear from both rate types, although more pronounced in the standardised rates, which show the prevalence is more than twice as high in the most deprived decile when compared to the least deprived.
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Modelled projections for Lancashire and South Cumbria ICB show a steady and sustained increase in the number of residents living with three or more long-term conditions (LTCs) over the coming decades.
In 2024, an estimated 150,270 people are living with three or more LTCs. This figure is expected to rise to around 172,043 by 2034, and to exceed 196,258 by 2047, representing a projected growth of around 30.6% over the next 23 years. This increase reflects both populations ageing and the ongoing rise in multimorbidity across all adult age groups.
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Projections for Lancashire and South Cumbria ICB show a gradual increase in the number of residents living with either cancer and mental health conditions between 2024 and 2047. The number of people living with cancer is projected to rise from 78,976 in 2024 to 99,885 in 2047, while those with a mental health condition are expected to increase from 21,362 to 24,683 over the same period. Both conditions show a steady upward trend, reflecting ongoing growth in the population living with long-term health needs.
[bookmark: _Toc214447019][bookmark: _Toc214460964][bookmark: _Toc220937622]Mental health indicators
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The rate of suicide was higher in both men and women across Lancashire and South Cumbria than in England. Men had a much higher suicide rate than women in L&SC (19.5 to 6.5 per 100,000), which followed the overall pattern in England (15.8 to 5.2 per 100,000). In 2020-22 the overall England rate was 10.3 per 100,000, and the rate for L&SC was 12.8 per 100,000. It should be noted that suicide rates are under-reported across England, due to the high burden of proof required to record cause of death as suicide. [footnoteRef:26]  [26:  Suicide rates in the UK QMI - Office for National Statistics] 

The mental health QOF prevalence refers to the percentage of patients with schizophrenia, bipolar affective disorder and other psychoses. These are often referred to as Severe Mental Illnesses (SMI). The was overall a higher prevalence in Lancashire and South Cumbria (1.1%) than in England (1.0%). Both crude and standardised rates showed an association in IMD decile and SMI, with the prevalence in IMD 1 being over 2%, and IMD 10 being just over 0.5%.
The rate of people with learning disability was the same for Lancashire and South Cumbria (0.6%) as it was for England (0.6%). However, standardised rates showed that in IMD 1 it was over 0.9%, higher than England’s average, and lower in IMD 10 at approx. 0.35%. Nationally, people with learning disabilities have a median age at death of 62 years, which is over 20 years less than the general population, and for 49% of deaths it was found that they could have been prevented by good quality healthcare, as compared to 22% in the general population. [footnoteRef:27] They are also less likely to be in paid employment, more likely to live in poverty, and more likely to experience chronic loneliness, as well as increased likelihood of bullying and discrimination. [footnoteRef:28] [27:  LeDer – NHS England (2021)]  [28:  Learning disability - applying All Our Health – OHID (2025)] 

[bookmark: _Toc214447020][bookmark: _Toc214460965][bookmark: _Toc220937623]CYP health status
Relative low-income households refer to households where the income is lower than the median household income for that year. Lancashire and South Cumbria has had a consistently higher percentage of children in low-income households (28.5%) compared to the England overall percentage (22.1%). The gap between the rate for L&SC and for England has widened in the past two years.
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Children in relative low-income houses (under 16) - OHID

Clinical priorities for children 
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AI-generated content may be incorrect.]The core20plus5 approach defined the clinical priorities for children as being asthma, diabetes, epilepsy, mental health and oral health, with emphasis on the most deprived children. 
There are 19,816 children across Lancashire and South Cumbria who have been diagnosed with asthma. Analysis by deprivation shows relatively stable rates across all IMD deciles, varying only slightly between the most and least deprived areas (approximately 3.62-4.0%). This pattern suggests that asthma is widespread across the population rather than concentrated in specific socioeconomic groups. The gap in paediatric admissions due to asthma between most and least deprived has narrowed since it peaked during the pandemic, but there is still a higher rate in the more deprived population. This is despite prevalence rates being similar and indicates poorer management of asthma in the more deprived population.
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Paediatric admissions due to asthma

There are 1,452 children with epilepsy in Lancashire and South Cumbria. There was no association between IMD decile and the prevalence of epilepsy, and the gap between most and least deprived for paediatric admissions due to epilepsy has narrowed over the two years.
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Paediatric admissions due to epilepsy

There were 970 children with diabetes across Lancashire and South Cumbria. The majority of diagnoses are of type 1 diabetes, but there has been an increase in paediatric type 2 diabetes since the COVID-19 pandemic.. There was no association between IMD decile and diabetes prevalence, however the gap in admissions due to diabetes (any type 1 or type 2 diabetes related admission) has widened since the COVID-19 pandemic, with more admissions from the most deprived. This suggests that long term management of diabetes is less optimal among the more deprived children with the condition.[image: Plot object]Source: LSCIS

In 2023-24, 30,100 children accessed mental health services. There was once again no significant pattern in IMD decile and prevalence of a mental health condition. Admissions due to mental health were similar among most and least deprived in the latest data, although previous years showed a significant gap.
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Paediatric admissions due to mental health conditions

Data from the Dental Public Health Epidemiological Programme (DPHEP) oral health surveys show that levels of dental decay among children in Lancashire and South Cumbria Integrated Care Board (ICB) are generally comparable to or slightly higher than national averages, depending on the age group assessed. However, there is a large amount of variance when broken down to lower tier authority level. For example, in the 2024 survey of five-year-olds, the prevalence of visually obvious decay ranged from from 16% in Ribble Valley, to more than double that in Hyndburn (30.2%), Blackpool (32.1%), Blackburn with Darwen (34.8%), Preston (36.6%), and Pendle (39.4%). Pendle has the 4th highest prevalence of decay in five-year-olds of all lower tier local authorities in England.
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Among three-year-olds (2019/20), 12.4% of children in the ICB had experience of dental decay (D3MFT>0), compared with 10.7% nationally. The mean D3MFT (decayed, missing, or filled teeth) for this age group was 0.37, slightly higher than the England average of 0.31.
For five-year-olds (2023/24), 26.7% had experienced dental decay, compared with 22.4% nationally. The mean D3MFT value was 1.0 locally, above the England average of 0.8, indicating slightly more affected teeth per child among those with decay.
Among eleven-year-olds (2022/23), 15.0% were found to have dental decay compared with 16.2% for England. The mean D3MFT value was 0.27 locally, close to the national figure of 0.30.
Overall, the data indicate that dental decay among children in Lancashire and south Cumbria ICB is slightly more common than England average in early childhood, with both the prevalence and severity of decay higher among three- and five-year-olds. However, there is a significant amount of inequality at a more local level. By age eleven, local rates are broadly in line with national figures, suggesting some improvement as children get older. These findings point to the importance of early-years oral health promotion from an early age, particularly in communities where risk factors such as diet, deprivation, and access to dental care may influence outcomes.
Childhood obesity
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23.5% of Children and Young People are identified as being overweight or obese in reception​​ across Lancashire and South Cumbria, compared to 22.1% in England, with this increasing to 36.5% in Year 6, which is around the England average of 35.8%. There was an increased prevalence for both ages of overweight and obesity among the most deprived children.
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Reception prevalence of overweight (including obesity), 3 years data combined
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Year 6 prevalence of overweight (including obesity), 3 years data combined
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In 2021, 326,215 (36.2%) of the ICS’s registered female population were aged 15-44. This figure varies by sub-ICB area, rising to 40.4% in Blackburn with Darwen and dropping down to 29.1% in Fylde & Wyre. 
Splitting the registered female reproductive population (15-44) by LSOA and deprivation decile, shows us that ICS has a far higher proportion of such women living within deprivation decile 1 than the England average. ​
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Low birth weight
Low birth weight increases the risk of childhood mortality and of developmental problems for the child and is associated with poorer health in later life. At a population level, there are inequalities in low birth weight. 
In Lancashire, 2.8% of all live births at term are low birth weight, this is similar to the England rate (2.9%). In Westmoreland and Furness (2.2%), the rate is lower than the England rate. Blackburn with Darwen (4.6%) has one of the highest proportions of low-birth-weight term babies in England and is significantly above the England rate. In Blackpool the rate is 3.2%, similar to the England rate. 
In Lancashire, 7.5% of live and still births of all babies are low birth weight; this is similar to the England rate (7.4%). In Blackburn with Darwen (8.9%) and Blackpool (10%) the rate is significantly above the England rate.
In Lancashire, 1.0% of live and still births of all babies are very low birth weight; this is similar to the England rate (1.1%). In Blackburn with Darwen (0.9%) the rate is similar to the England rate, and in Blackpool (1.4%) it is slightly higher. Westmoreland and Furness (0.6%) is slightly lower than the England rate.
Smoking At Time Of Delivery (SATOD)
Smoking or exposure to second-hand smoke during pregnancy increases the risk of stillbirth, miscarriage, and sudden infant death. Children born to parents who smoke are more likely to develop health problems including respiratory conditions, learning difficulties, and diabetes, and are more likely to grow up to be smokers.
SATOD rates in NHS Blackpool (13.1%) and NHS East Lancashire (9.1%) Sub-ICB locations, along with the North West region (6.5%), are higher than the England rate. In all Lancashire and South Cumbria Sub-ICB locations, apart from NHS Blackburn with Darwen (5.8%) and NHS West Lancashire (4.5%), the SATOD rate is above the current national ambition of 6% or less.
Smoking status is unknown for some maternities and therefore caution should be used when making comparisons with earlier periods and between locations. In Lancashire and South Cumbria Sub-ICB locations, the average percentage of maternities with an unknown smoking status is 3.1% compared to 2.6% at the national level (2024/25).
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Across the life course, women encounter health challenges that are not always well supported by systems designed with a one-size-fits-all approach. These health challenges are correlated to physical and mental ill health. Engagement work done throughout Lancashire and South Cumbria led to the identification of some priority areas for women’s health. 
Menopause
Menopause happens to every woman at some point in their life, with varied age of onset. The Government’s equity framework states that it is a priority area, and Healthwatch Lancashire found that it was the top women’s health concern in women aged 45-54. 
There are known inequalities for the management of menopause for women. Lower levels of HRT prescribing in the North suggest that some women in this region may not be receiving adequate treatment for menopause symptoms, and there is no commissioned complex menopause service in Lancashire and South Cumbria. Preventative bone health is also a consideration for women post menopause – there is currently a significant gender gap in number of bone fractures in over 50s that costs the ICB around £1million.
The engagement work by Healthwatch in Blackpool and Lancashire indicated that there is a need for extra prevention support and education in primary care, particularly in access to diet, exercise and mental health support in the community.
Gynaecological conditions
Menstrual health and reproductive conditions were highlighted by engagement reports and data as priority areas within this category. There is no data specific to L&SC for prevalence of gynaecological conditions, but national survey data funded by the DHSC found that 1 in 3 women surveyed reported having a reproductive condition, such as endometriosis, polycystic ovary syndrome, uterine fibroids, pelvic organ prolapse, or cervical, ovarian, uterine, or breast cancer. Additionally, among those aged 16-24, 1 in 3 reported severely painful periods and more than half experienced heavy menstrual bleeding in the last year.
The survey also found that women from minority ethnic groups, particularly black women, were more likely to report reproductive conditions, menstrual issues, and pregnancy-related adverse experiences. There was a strong association between financial status and reproductive health, with those who were struggling financially having poorer reproductive health.
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As demonstrated previously in this report, there are some risk factors that are particularly impactful in terms of mortality and years lived with disability.
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Tobacco
In the previous section, the mortality rate attributable to tobacco was discussed, particularly the inequalities in this measure. 
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Smoking prevalence in adults is above the England average (11.6%) for Lancashire and South Cumbria (13%). When broken down by IMD, the prevalence is higher in more deprived areas. The gradient between groups is not as steep as the mortality rate attributable to tobacco gradient, indicating other factors also contribute to the increased mortality.
Source: LSCIS
Smoking: QOF prevalence (15+ yrs) Age Adjusted

Obesity
In all measures of obesity, Lancashire and South Cumbria was either close to or worse than the England average. Generally, the prevalence of severe obesity in all ages was close to the England average, but the prevalence of overweight in all ages was worse than the England average.
Alcohol 
Excessive alcohol consumption is England’s second biggest cause of premature mortality behind tobacco use. Regular heavy drinking and binge-drinking behaviours are associated with a whole range of issues including anti-social behaviour, and an increased risk of physical and mental health problems. Long-term alcohol misuse is linked to a range of cancers, cardiovascular diseases, chronic liver disease and diabetes as well as having an impact on the social wellbeing of a person, their family, and friends. Long-term alcohol misuse can lead to social problems such as unemployment, domestic abuse and homelessness.
Alcohol related mortality in 2021 was worse than the England average (40.7 per 100,000 people – directly standardised rate ) in all higher-level local authorities, with it being lowest in Blackpool with Darwen (54 per 100,000) and highest in Blackpool (76.1 per 100,000). When broken down by IMD at an L&SC-wide level the rate of alcohol related mortality is significantly higher in the most deprived than the least deprived.  
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Lancashire and South Cumbria faces significant alcohol-related harm, with some places showing particularly high rates of alcohol dependence. Rates of alcohol-specific hospital admissions and mortality were higher in Lancashire and South Cumbria (502) compared to the England average (475). 
Physical activity
Physical activity levels were similar across Lancashire and South Cumbria to the England average. Over 60% of the population meet the recommended minimum activity levels, although 27% report less than 30 minutes of physical activity a week.
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Immunisation and Vaccination Coverage
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Immunisation coverage across Lancashire and South Cumbria Integrated Care Board (ICB) is generally comparable with national levels, with strong uptake for most routine childhood vaccinations.
For infant immunisations, coverage for DTaP/IPV/Hib/HepB at age one is 90.4%, slightly below the England rate of 91.8%, while coverage for the Hib/MenC booster at age two is 89.9%, slightly higher than the national rate (88.7%). Uptake for the DTaP/IPV booster at age five is notably high at 95.3%, exceeding the England value (83.3%).
Coverage for MMR vaccination is broadly in line with England. The first dose at age two is 90.9%, compared with 92.5% nationally, and coverage for two doses at age five is 88.5%, similar to England (84.5%). Among children aged five who received a reinforcing DTaP/IPV dose and two MMR doses, coverage is 87.1%, slightly higher than the national value (83.8%). Immunisation rates among children in care are also high at 89%, compared with 82% nationally.
Influenza vaccination uptake is similar to national levels across most age groups. Coverage for adults aged 65 and over is 77.5% (England 77.8%), and for those at risk it is 39.6% (England 39.6%). Uptake among primary school-aged children is 53.2%, slightly below the national rate (55.1%), while coverage for children aged two to three years is 38.4%, compared with 44.4% nationally.
For HPV vaccination among young people, coverage is 68.3%, slightly higher than the England rate of 67.7%.
Shingles vaccination coverage among those aged 71 years is 44.0%, lower than the England rate (48.3%). However, cumulative coverage among those aged 80 years who have received a shingles vaccine since eligibility is 82.2%, similar to the national figure (83.3%).
Overall, vaccination coverage across the ICB remains strong and comparable with national averages. Slightly lower uptake in some programmes, including HPV, shingles (age 71), and flu vaccination among younger children, highlights areas where engagement activity could be strengthened.
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A&E Attendances - All Ages
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Across Lancashire and South Cumbria ICB, A&E attendance rates show a clear socioeconomic gradient, with people living in the most deprived areas having substantially higher attendance rates than those in the least deprived. In 2024, the directly standardised rate (DSR) for A&E attendances in the most deprived decile was around 81,698.93 per 100,000, compared with approximately 32,948.93 per 100,000 in the least deprived decile.
Both the crude and age-standardised measures follow a consistent downward trend across the deprivation spectrum, highlighting that A&E use is nearly two and a half times higher in the most deprived communities.
A&E Attendances - Children and Young People (Aged 16 and Under)
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A similar but slightly less pronounced pattern is observed for children and young people. In 2024, the A&E attendance rate among those aged under 16 ranged from around 72,077.47 per 100,000 in the most deprived decile to approximately 38,566.72 per 100,000 in the least deprived.
While the gradient is smaller than that seen for all ages, the data still show that children in more deprived areas are almost twice as likely to attend A&E as those in the least deprived deciles. This highlights the influence of deprivation on both underlying child health needs and patterns of service use, including greater reliance on urgent and emergency care.
Inpatient Admissions by Point of Delivery (POD) and Deprivation
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Analysis of age-standardised inpatient admission rates across deprivation deciles in NHS Lancashire and South Cumbria ICB shows clear variation by point of delivery.
Emergency admissions display the highest overall rates, from 11,552.38 - 24,447.46 per 100,000 population. Rates are highest in the most deprived deciles and gradually decrease with decreasing deprivation.
Non-elective admissions follow a similar pattern, with rates ranging between 1,080.84-1,312.13 per 100,000, again slightly higher in the most deprived groups.
Day-case admissions exhibit broadly stable rates across deciles, indicating limited deprivation effect once age standardisation is applied.
Ordinary elective admissions show rates of 3,137.34 - 3,170.01 per 100,000. Rates are similar across deprivation deciles, with only a small difference between deciles 1 and 10.
Regular day admissions range from 8,007.29 - 12,411.93 per 100,000. After age standardisation, a clearer pattern appears, with higher rates in more deprived deciles and decreases across the deprivation spectrum.
Overall, the data suggest that urgent and emergency activity is higher in deprived areas, while planned activity is more evenly distributed or higher in less deprived groups. These findings align with national evidence on healthcare utilisation and the impact of deprivation on health service demand.
Outpatient Activity by Deprivation
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Indirectly standardised rates for outpatient activity across Lancashire and South Cumbria ICB show little variation by deprivation decile. Rates range between 174,025.9 and 184,902.3 per 100,000 population. Which shows once age is accounted for, outpatient activity levels are broadly similar between more and less deprived areas.
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When compared with the England reference distribution the pattern is consistent with England data which shows no clear deprivation gradient, with outpatient attendance proportions remaining close to 10% across all deciles. 
Overall, both the local and national data indicate that outpatient attendance is evenly distributed across deprivation groups, with no strong gradient evident.
Projected Patient Activity by Age and Deprivation
When examined across all point of delivery (PODs), projected patient activity increases steadily across the period 2024 – 2047. Growth is evident in almost all POD categories, with the largest absolute increase seen in outpatient and AE activity. By deprivation, the most deprived deciles consistently show higher baseline activity, though the rate of increase over time is broadly similar across deciles. Overall activity is projected to increase by 16.61%, while total bed days are expected to rise by approximately 33.85% over the same period.
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Emergency admissions show a clear concentration in older age groups across all deprivation deciles, with limited change in younger age bands. By 2047, projected emergency admissions rise most sharply in those aged 70 and over. The difference between 2024 and 2047 is smaller in younger age bands, suggesting that growth in emergency demand will be driven primarily by older populations. Overall emergency admissions are projected to rise from 263,906 to 333,664 between 2024 and 2047.
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Projected outpatient attendances are expected to increase across all deprivation deciles between 2024 and 2047. In each deprivation decile attendances in 2047 are higher than 2024, reflecting both population growth and ageing. The overall shape of the age distribution remains similar, with the most deprived decile showing higher activity levels throughout. Total projected outpatient attendances increase from 2,761,333 in 2024 to 3,236,531 in 2047, representing an overall rise of approximately 17.21%.  

Projected Bed Days by Age and Deprivation 
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Bed days are projected to rise steadily between 2024 and 2047, with the steepest increase seen among people aged 70 years and older. Younger age groups show little change, while activity rises steadily with age. 
In all deprivation deciles, the highest number of bed days occurs among those aged 70 and above, with a marked increase by 2047. The scale of growth in bed days exceeds that of admissions, suggesting longer stays or increasing complexity of care in older age groups.
While the absolute level of activity remains higher in more deprived areas, the shape of the age-specific projections is similar across the deprivation gradient. This pattern suggests that demographic change particularly population ageing is the main driver of increased demand.

[bookmark: _Toc214446985][bookmark: _Toc214447026][bookmark: _Toc214460971][bookmark: _Toc220937629]Health status and outcomes - summary and key pointsHealth and outcomes across Lancashire and South Cumbria are varied but there are noticeable patterns:
· There is a higher prevalence of almost all major long-term conditions compared to the national average. Age standardised rates show higher prevalence among the most deprived population, particularly for depression, cardiovascular disease and learning disability.
· Age standardised rates show that prevalence of people with 3 or more long term conditions is more than twice as high in the most deprived decile when compared to the least deprived.
· Suicide rates in both men and women and the prevalence of mental health conditions are higher than the national average. 
· There are some large sections of the population that have specific health needs, particularly children and young people, women of all ages, and pregnant women. Their health needs should be considered in addition to the whole population, as they present their own challenges and inequalities.
· Rates of risk and lifestyle factors are also higher across the ICB than the average for England. This includes most of the significant attributable risk factors to the ICB’s highest mortality rates.
· Tobacco, obesity and alcohol use were all higher than the England average, as well as being higher in the most deprived. Physical activity levels were similar to England overall.
Implications
· The high prevalence of long-term conditions may contribute to the higher-than-average mortality rates from these conditions. While there is likely further work to do for case-finding and early diagnosis of underdiagnosed conditions, this high prevalence shows that management of existing long-term conditions is an important part of reducing mortality rates. Further work in this area could include modelling of expected and observed prevalence to further identify where the ICB can have the biggest impact on different conditions. Inequalities in prevalence rates should be considered throughout any further work in this area.
· Similarly, above average rates of the most significant risk factors for high impact conditions, particularly among the most deprived, indicate that focusing in this area could lead to reduced prevalence of those conditions.
· Mental health conditions often co-exist with physical health issues, compounding their impact and are disproportionately higher across LSC compared to England average and are even worse in disadvantaged and marginalised populations.
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In 2024-25, Lancashire and South Cumbria ICB communications and engagement team gathered a significant amount of insight in relation to people's experiences of services provided in acute, primary care and community settings. When analysing these insights, there were some consistent themes raised throughout.
​Accessibility
Accessibility of services was a theme throughout engagement work. Inadequate provision of urgent care and walk-in centres, particularly in areas of deprivation, was an element of this theme. Also mentioned was issues with poor public transport options to access healthcare, particularly but not exclusively for people in rural or remote areas. 
Navigating services
Being able to navigate the healthcare system effectively was a common barrier for respondents. It was felt that there are too many layers of complexity within services, compounded by unclear and sometimes contradictory communication. 
Joined up, integrated care
Respondents highly valued consistency in their providers and services. When patients get to see the same GP for each appointment, this tends to reflect better on satisfaction scores. There is also a strong desire for care to be joined up and coordinated, including improved coordination with medical records to avoid patients repeating medical histories, smoother transitions between services, and better coordination of appointments.
Technology and digital
There were mixed opinions on the increasing use of digital tools in healthcare. Some had a positive attitude towards it, with many respondents already using digital tools in their care and finding them to be useful. Others felt it could be a barrier rather than an enables for those less confident with technology, and the incompatibility of IT systems across different providers was raised as a concern.
Quality of services
Concerns raised around waiting times, lack of capacity and being able to get GP appointments easily were all priority areas for respondents. They felt these issues would lead to more people going to A&E and lead to a further increase in waiting times. There were also concerns raised about staffing and resource allocation, particularly in A&E and care home settings.
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The results of the GP Patient Survey 2025 were published in July 2025 and reflect on people’s experience of healthcare services provided by GP surgeries, including access to GPs, making appointments, the quality of care received from GPs and practice nurses, satisfaction with opening hours and out-of-hours NHS services. The results also capture current attitudes to pharmacy and dental services. 
In Lancashire and South Cumbria, the survey was completed by 22,201 people – a 27 per cent response rate of the 83,553 surveys that were sent out. Nationally the survey results have not been compared to last year due to changes in the questions and also a change in methodology to an ‘online first’ approach. However, for the purposes of this document, where the same questions have been asked as last year, comparative data has been included. 
In line with the trend in 2023 and 2024, results have been relatively stable and only show minor fluctuation in places, mostly with a slight improvement. In the majority of questions, the Lancashire and South Cumbria score is above the national average. 
More than three quarters of the respondents are positive about their GP care – with 78% rating their overall experience of their GP surgery as good or very good (compared to 75% nationally). This is the same as last year but is still lower than the 84 per cent recorded in 2020 and 2021. 
The use of online services has increase once more. The number of people saying they booked an appointment online has risen to 41% - which is three per cent more than last year. However this is below the national average of 45%. Ordering prescriptions online is up two per cent 47% and more people are accessing their patient records online (25%, up from 18% last year). Twenty eight per cent have not used online services for anything, which is a five per cent reduction from last year. 

 

In terms of experiences of contacting their GP practice, 57% of respondents in Lancashire and South Cumbria said it was very or fairly easy to get through to someone at their GP surgery on the phone (up two per cent from last year). This is four per cent higher than the national average. Overall experiences of contacting the GP practice were rated as good by 73% of respondents. This is three per cent better and last year and three per cent above the national average. 
Additionally, when asked about the last time they tried to contact their surgery, 71% reported they did so over the phone, which is five per cent down on last year but three per cent  higher than the national average.  
Perceptions of care were almost identical to last year. There was no change in the number of respondents who felt health professionals were good at listening to them (88%), those who had confidence and trust in their health professional (93%) and felt their needs were med (91%). The number of people who said they were treated with care and concern dipped by one per cent to 86%. Seven in 10 said they had enough support from local services to manage their conditions, which was also the same as last year but one per cent above the national average. 
Experience of services when GP practices were closed was rated as very or fairly good by 63% of people, which is a five per cent increase from last year and represents a 15% jump over the past two years. 
Regarding other primary care services, 90% rated their experience of pharmacy as very or fairly good (two per cent better than last year and one per cent above national average) and 72% rated their dentist as very or fairly good, which was three per cent better than last year and one per cent above the national average.
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Analysis by NHS Right Care and Prof. Chris Bentley in 2018 showed a direct correlation between the index of multiple deprivation (IMD) score of an electoral ward and the rate of unplanned hospital admissions.  The more deprived the ward, the greater the rate of admission. Further, the analysis showed a level of variation, suggesting that this pattern could be influenced and the rate potentially reduced.  Wards with a high level of deprivation but relatively low levels of unplanned hospital admission were termed “exemplar wards”, those conversely with very high rates of admission were termed “priority wards”. 
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The analysis for Lancashire and South Cumbria showed that there were 33 electoral wards with high levels of unplanned admissions that were also among the 20% most deprived wards. The ICB carried out analysis and engagement work to understand these wards in more detail. Within each ward, the ICB worked closely with partners to analyse the data we held and reviewed existing evidence and research. The ICB then worked with trusted VCFSE partners to engage with and listen to the residents of these wards. Findings from this analysis and engagement work were wide ranging and complex, but there are some key themes identified. 
Demographic factors and disease prevalence were relevant in all wards. Priority wards had high concentrations of health inclusion groups, particularly people from black and minority ethnic background. It was also found that the highest prevalence of multiple long-term conditions was in these wards - notably CVD, respiratory, diabetes, cancer and depression.
A recurring finding through the engagement work was how significantly physical and mental health is shaped by the wider determinants of health. Housing, education, employment, crime, physical and cultural environment shape health, influence attitude, behaviour, and approach to service use. It was found that cost of living increases in recent years have exacerbated these issues.  It undermined capacity to stay healthy and well (e.g., diet, heating, damp), directly affected mental health and personal wellbeing. It also impacted on how patients accessed services - particularly through phone or digital access due to costs. 
There was a consistent lack of awareness of the full NHS & social care offer and how to access it, often coupled with low levels of health and digital literacy. Residents did not understand the different professional staff roles that exist, and low health literacy also meant that residents lacked confidence in managing symptoms independently without seeking assurance.
Service provision and design was the final main theme. In some places, there were significant gaps in the service offer to these communities, like lack of dental capacity, poor primary care access, and lack of access to specialist pathways like weight management support. Geographic factors and the centralisation of services was another concern, as problems with travel like limited finance and poor access to cars were more common in these communities. Fragmented service provision with unclear hand off between service leads meant that service users did not understand how to navigate services effectively. People in these communities were less likely to have the time and necessary knowledge that less disadvantaged people might have when navigating the health system. Related to this, when physical and mental health problems within these wards didn’t meet the threshold for accessing NHS services, it was difficult for these communities to meet their needs elsewhere. Although the VCFSE sector does support these needs, funding is often limited and short term, leading to fragmented and inequitable support. 
Overall, there is a misalignment between the services we offer and the needs of the community.  In terms of their scope, approach, and method of access.  Service offers needed to be multiagency and holistic, relational and not paternalistic, and designed for community specific needs, accessible in a way that works for the population.  
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There is a wealth of more focused engagement work done by both the ICB, local Healthwatch organisations and other groups across Lancashire and South Cumbria, and they cannot all be summarised here. For reference, some of these reports include:
· Women’s health – multiple smaller, focused pieces of engagement work with specific populations across L&SC.
· Annual adult and children JSNA from LCC.
· Regularly updated JSNA updates from other local authorities.
· Reports from Healthwatch Lancashire, Blackpool, Blackburn with Darwen and Westmoreland and Furness.
· Get Lancashire Working report
[bookmark: _Toc214446987][bookmark: _Toc214447032][bookmark: _Toc214460977][bookmark: _Toc220937635]Engagement work - summary and considerationsEngagement work conducted across the ICB found:
· Access to health services is not consistently good across Lancashire and South Cumbria due to significant challenges, including poverty and high deprivation, staffing shortages, funding pressures, and wide variations in health outcomes and access across different communities. These issues are exacerbated by an aging population and the lingering effects of the COVID-19 pandemic.
· Primary care access – particularly GP settings and dental – is a challenge in disadvantaged communities in Lancashire and South Cumbria. Initiatives are underway to improve this, including the following:
· National Neighbourhood Health Implementation Programme, which aims to bring more services closer to home in areas such as Blackburn with Darwen and Morecambe Bay.
· Modern General Practice 
· Oral Health improvement programme
· Pharmacy First programme
· Some individuals struggle to access services due to barriers such as digital literacy, lack of broadband, or transportation issues, and may not be aware of the services available to them.
Considerations:
· Community engagement work is vital for any proposed changes to services. Understanding the needs of a specific population group means that barriers to access can be planned for and reduced, and experience and outcome can be improved. 
· Understand the community and the wider supporting VCSFE have the solutions to the problems, and the ICB must work closely alongside them.









[bookmark: _Toc214446988][bookmark: _Toc214447033][bookmark: _Toc214460978][bookmark: _Toc220937636]Summary & Recommendations
[bookmark: _Toc220937637]Conclusions
This Health Needs Assessment has highlighted some of the challenges and disparities faced by people and services across Lancashire and South Cumbria in a combination of the following areas:
· An increasingly aging population which will heighten demand and pressure on all health and social care services. 
· Some of the worst health inequalities in the country. There are significant disparities in life expectancy between our poorer communities and more affluent ones, particularly for cardiovascular disease, respiratory illnesses, cancer and mental health conditions. 
· Factors such as child poverty, psychological trauma, employment, education, housing quality and cultural barriers are stark and fundamental key drivers of inequalities.
· A higher-than-average prevalence of adverse lifestyle risk factors that are particularly impactful in terms of mortality and years lived with disability. This is particularly worse in poorer communities.
· A higher-than-average prevalence of chronic conditions and multimorbidity, such as cardiovascular disease, chronic respiratory diseases, dementia, liver disease, psychological trauma, cancer and mental health problems. This contributes to a higher-than-average mortality rate both overall and per condition.
· Inconsistent and inequitable access to some primary care services (such as G.P & dental) due to significant challenges, including high deprivation, staffing shortages, funding pressures, and wide variations in health outcomes.
· Capacity issues across Lancashire and South Cumbria Hospitals, with emergency departments seeing far more patients than they were designed for, leading to delays and overcrowded waiting areas. 
· Worse health outcomes, higher health inequalities and increased challenges faced by many people across LSC are more evident in some population groups. Poorer or disadvantaged communities - in particular the wider geographical areas of Blackpool, Barrow, Blackburn with Darwen and Burnley along with smaller groupings of populations at ward level in other areas. This is also true in certain population groups such as people with learning disabilities, ethnic minority groups and people with complex disadvantage; these are further compounded in many cases by experiencing poverty alongside.   
· Evidence that where collaborative, community-insight informed approaches are used, we see reductions in inequalities and improved performance, e.g children’s admissions and cancer early diagnosis
· VCFSE and communities are key enablers, particularly in accessing our most marginalised communities who experience barriers in accessing NHS services
· A mixed picture for CYP with CORE20PLUS5 clinical conditions*. There are both encouraging & adverse trends & variation in patterns relating to prevalence, admissions & correlation to socio-economic group (*asthma, diabetes, epilepsy, mental health and oral health
· There are inequalities between population groups for infant mortality (increasing with higher deprivation), babies born with low birth weight and babies born to mothers who smoke. Infant mortality is particularly worse in Blackburn with Darwen.
· Women in LSC spend on average more of their lives in debilitating health or disability than men

We must collectively shift the ICB’s focus to the prevention of ill health and health inequalities and focus action on making faster improvements for those groups who currently have poorer health outcomes especially in those areas with the greatest need. With that in mind, focusing solely on the most disadvantaged will not reduce health inequalities sufficiently. To reduce the steepness of the social gradient in health, actions must be universal, but with a scale and intensity that is proportionate to the level of disadvantage, we must adopt a proportionate universalism approach. 
The overarching goal is to ultimately develop strategies to drive improvements in population health across the system, with a specific focus on reducing identified health inequalities. Achieving this goal will require a united effort. Only through collective action across the ICB and local government, and with communities and the voluntary, community, and faith sector can we tackle these issues.

Moving forward we will commit to taking key steps to improve the lives of our most disadvantaged people who experience the greatest health inequalities.

[bookmark: _Toc214446989][bookmark: _Toc214447034][bookmark: _Toc214460979][bookmark: _Toc220937638]Recommendations
Embed Population Health approach across workstreams
· Enhance access to planned procedures, urgent and emergency care, mental health, general practice, and urgent dental services, with a focus on disadvantaged and marginalised groups. Address barriers such as transport, language, cost, digital exclusion, and health literacy.
· Tackle health inequalities by embedding approaches like Core20PLUS5 as a foundation, not an add-on. Ensure care is culturally competent and responsive to local needs.
· To reduce the steepness of the social gradient in health, actions must be universal, but with a scale and intensity that is proportionate to the level of disadvantage, the ICB must adopt a proportionate universalism approach.
· Build a resilient, adaptable workforce by equipping staff with skills in cultural competence, trauma-informed care, and emerging health challenges. Address shortages in rural and deprived areas through ongoing learning and professional growth. 
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Strengthening Prevention and Public Health Initiatives
Working closely with Public Health and considering the impact of interventions over time (diagram above), work together across the 3 domains of health improvement, health protection and health service improvement:
· Identify priority areas across the 3 domains for joint targeted action, with a focus on prevention. Examples are: immunisations, cancer screening, hypertension, smoking cessation, and early intervention.
· Promote healthy behaviours through community campaigns and joined-up action on wider determinants of health, such as unpaid care.
· Take joined-up action with partners on the social determinants of health such as unpaid care.
 
Data Use and Population Health Management
· Promote digital maturity and improve data collection and monitoring to empower people to manage their health and wellbeing, including support to access digital tools and applications.
· Embed PHM by linking and analysing health, social care, and wider determinants data to inform proactive, targeted interventions and care planning, especially in identifying populations in greatest need.
· Use risk stratification and standardised care pathways to proactively manage disease in groups with the highest burden, ensuring holistic care for people with multiple long-term conditions.
 
Preventing, identifying and managing long-term conditions effectively
· Prioritise early identification and targeted prevention of long-term conditions, focusing on high-prevalence and underserved groups where inequalities are most pronounced. 
· Deliver personalised care and support self-management, ensuring people with both clinical and non-clinical complexity benefit from a joined-up, multidisciplinary approach. 
· Address multimorbidity by treating the whole person, not just individual conditions, recognising the impact of deprivation and wider determinants on health outcomes

Neighbourhood Working
· Expand and strengthen primary care services at neighbourhood level, especially in areas of greatest need, learning from local ‘tests of change’.
· Embed neighbourhood working within a broader strategy to tackle socio-economic deprivation and its impact on health, making care more proactive, coordinated, and centred around the community.
· Integrate models of care across primary, community, secondary, social care, and voluntary sectors to improve health equity across the population.
 
Align policy, funding and strategy with health priorities
· Determine proportionate resource allocation formulas based on robust data, needs of the population and evidence of impact.
· Advocate for sustainable, long-term investment and strategic planning, rather than short-term fixes.
· Ensure local and regional policies are joined up and strategically support identified health priorities.
 
Integrate Services and empower communities
· Foster better coordination between health, social care, and community services to support the needs of our ageing population and those with long-term conditions.
· Develop multidisciplinary teams and shared care plans for joined-up, person-centred care.
· Use community development approaches to empower people to manage their own health and wellbeing and involve them in identifying needs and co-designing solutions.
· Build partnerships with local organisations, VCFSE, schools, and faith groups to maximise reach and impact.

[bookmark: _Toc220937639]Key Actions 
The ICB as a strategic commissioner and crucial partner must ensure our collective approach to commissioning:
· Is optimised using data, intelligence and analytics to support a common understanding of the needs, opportunities and lived experience of staff and residents/patients across whole pathways, as well supporting informed decision-making, identification of priority cohorts and enabling the identification and monitoring of key metrics
· Is shifting its resources to the places and people that need it in the right way by incentivising the shift to preventative action for the whole population, whilst prioritising our most disadvantaged communities
· Is built on evidence-backed approaches that combine clinical intervention with wider community-based support that enable people to access support at the right time, and to overcome barriers to achieving good health outcomes
· Is supported by timely decision making that prioritises delivery against longer term outcomes indicators over a three-to-five-to-ten year period that ensures we remain on track to achieve longer term outcomes. This must build on the successes already achieved.
· Supports local autonomy to develop approaches to make decisions as close to people which best support partnership working and integration on the most appropriate population footprints within a clear outcomes' framework
The ICB as a crucial partner within a health and care partnership must:
· Use our collective resources to address the wider social determinants of health to work towards thriving and empowered communities. 
· Be clear about its own role, the roles of others and what we will deliver jointly.




[bookmark: _Toc220937640]Longer term (12-15 years) health indicators* to be considered for joint action

	Mortality: reductions in mortality for preventable conditions
	Life expectancy: increase in average life expectancy across the ICB population
	Equity: reduced gap in life expectancy between inclusion groups and the general population within ICB 
	Population wellbeing: improved quality of life, reduced morbidity, and healthier ageing within the ICB population
	System resilience: to enable sustainable delivery of the outcomes




*Indicators require engagement and collaborative agreement on further metrics at 1, 3, 5 & 10 years that set out how we are going to get there

[bookmark: _Toc220937641]Next Steps 
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Indicator Trend Time Local England Worst/ Best/
period value value Lowest Highes
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Obesity: QOF prevalence (new definition) 2023/24 14.3 12.8 9.7 ‘ 17.4
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Process to gather feedback to inform final version of PopHNA 1

Supportthe ICB to ensure that the PopHNA is influencingand underpinning

planning, identifying quick wins (to include locality / place plans) and resource allocation

* Engagementand collaborationwith partners and wider stakeholders to check it resonates and to
help underpin and inform wider planning and strategies on how we work together

* Align with ICB strategic commissioning plan and agree longer term health indicators and set out

what actions we take and what metrics we use that indicate how we are going to get there

1218
months

* Once HNA agreed develop into an online platform that enables an iterative process that can be
expanded and added to

* Align with strategic partners and JSNA’s, support the ICB to ensure that any other areas that
need further HNA work are connected, cross referenced synthesised to enable a cohesive,
logical, and well-supported narrative. Deep dive into geographical places and inclusion
groups are an immediate priority area in that a) we identify the groups of focus
and b) determine the priority order for more in-depth work

* Deep & meaningful engagementwith ICB, partners and communities to agree longer

term health indicators to develop meaningful conversations about what actions we

take and what metrics we use that set out how we are going to get there together

Now and
ongoing




