Overview of Liverpool’s Population by Equality Target Groups

General
In Liverpool, as elsewhere, inequalities in health exist between ethnic and Socio-economic groups, people living in different geographic areas, people belonging to different generations, and between males and females. These inequalities are not random: in all countries, socially disadvantaged and marginalised groups have poorer health, greater exposure to health risks, and lesser access to high-quality health services.

Inequalities in access to and decisions over resources are the primary cause of health inequalities. Differential access to health services – and in the quality of care provided to patients – also contribute to unequal health outcomes. These structural inequalities may explain more of ethnic inequalities in health than is often recognised. Existing measures may not fully capture the dimensions and impacts of socioeconomic position relevant for different ethnic groups; cross sectional studies fail to take the effect of cumulative disadvantage over the life course into account.

Nevertheless, it appears likely that discrimination makes an independent contribution to ethnic inequalities in health in Liverpool – albeit one that is not currently well quantified or understood. While discrimination may affect health partly through socio-economic pathways, the experience of personal discrimination or institutional bias may also affect health more directly, through psychosocial stress.

To achieve its health and independence objectives, the PCT requires reliable and valid information on population health outcomes, how equitably these outcomes are distributed, and the causes or determinants of both the level and distribution of these health outcomes. This information is required to monitor trends, project future need for government/PCT intervention, and evaluate the effectiveness and efficiency of these policies.

Socio-economic and ethnic inequalities in mortality are health outcomes of particular concern. Yet reliable comparisons of mortality rates across ethnic groups and over time have always been problematic in the UK and Liverpool. The way ethnicity data is collected differs between the mortality and census records. Ethnicity on the death registration form is elicited from GP records, whereas on the census form ethnicity is self-reported.

Liverpool Primary Care Trust has a mid-2008 estimate resident population of 434,900 and a GP registered population of 419,463. 

Life Expectancy based on 2005 to 2007 for people born in Liverpool is 73.9 years for males and 78.7 years for females, which is lower than the England averages of 77.7 years for males and 81.8 years for females.

The tables below show how Liverpool PCT is monitoring its BME population using different data sets

Commissioning Data Set (CDS): Information on care provided for all Patients by NHS Hospitals and Primary Care Trusts and Independent Sector Providers (for NHS Patients only) is specified in the Commissioning Data Sets and must be submitted to the Secondary Uses Service according to issued guidelines. This contains inpatient episodes. This data covers patients admitted to trusts in like the Royal Liverpool and Broadgreen University Hospital Trust, Aintree Hospitals University NHS Foundation Trust, Mersey Care NHS Trust and others using the main diagnosis on admission - the commissioning trust, being Liverpool Primary Care Trust. 
	No of Patients Admitted in 2009

	Disease
	White British
	BME
	Not Stated

	CHD
	6348
	170
	160

	Cancer
	7,594
	349
	403

	Diabetes
	669
	50
	52

	Dementia
	191
	8
	-

	Obesity
	98
	-
	11


Source CDS Admissions Data, 2009
Note:

- Numbers too small to be released
Patient Profiling Study 2009 - The Ethnicity Prevalence in the table below has been calculated using Patient Profiling involving 20 GP Practices in Liverpool, 2009.
	Unadjusted Prevalence Rates in 20 GP Practices, 2009

	Disease
	White British
	BME
	Not Stated

	CHD
	7.3%
	4.1%
	1.8%

	Diabetes
	6.5%
	5.9%
	1.5%

	Obesity
	13.1%
	10.5%
	5.5%


Source Patient Profiling 2009

The trend in the numbers of people by gender dying from all causes by all ages shows a 2.3% drop between 2006 and 2008 for males, 1.3% increase for females and 0.5% decrease in general for all persons.
	Mortality by Gender all causes all ages

	Disease
	Male
	Female
	All

	2008
	2,177
	2,415
	4,592

	2007
	2,259
	2,281
	4,540

	2006
	2,228
	2,385
	4,613


Source: ONS, Vital Statistics Table 3

Ethnicity / Race
Liverpool's status as a port city has contributed to its diverse population, which, historically, were drawn from a wide range of peoples, cultures, and religions, particularly those from Ireland

Liverpool is home to Britain's oldest Black community, dating to at least the 1730s, and some Black Liverpudlians are able to trace their ancestors in the city back ten generations. Early Black settlers in the city included seamen, the children of traders sent to be educated, and freed slaves, since slaves entering the country after 1722 were deemed free men. 

The city is also home to the oldest Chinese community in Europe; the first residents of the city's Chinatown arrived as seamen in the nineteenth century. The gateway in Chinatown, Liverpool is also the largest gateway outside of China. 

The city is also known for its large Irish and Welsh populations. In 1813, 10 per cent of Liverpool's population was Welsh, leading to the city becoming known as "the capital of North Wales". Following the start of the Irish Potato Famine, two million Irish people migrated to Liverpool in the space of one decade, many of them subsequently departing for the United States. 

By 1851, more than 20 per cent of the population of Liverpool was Irish.  At the 2001 Census, 1.17 per cent of the population were Welsh-born and 0.75 per cent were born in the Republic of Ireland, while 0.54 per cent were born in Northern Ireland, but many more Liverpudlians are of Welsh or Irish ancestry.

As of 2007, an estimated 91.5 per cent of Liverpool's population was White, 2.3 per cent Asian or Asian British, 2.0 per cent Black or Black British, 2.0 per cent mixed-race and 2.3 per cent Chinese and other.

Liverpool PCT uses patient profiling in conjunction with EMIS Web to monitor the ethnicity of its GP registered population and ONS Mid year estimates for ethnicity for its resident populations.

Disability
There is currently no single definitive source of information on disabled people at local area level but a number of data sources can be used to assist in building a geographical picture of disability in a locality. These include benefit data on people claiming Disability Living Allowance (DLA) or Incapacity Benefit / Severe Disablement Allowance (IBSDA) and Census 2001 data on people reporting a limiting long term illness or disability (LLTI). 

The Department of Works and Pension shows IBSDA Claimants at May 2009 for Liverpool is 34,010 people - with 31,000 people (91.1%) on incapacity Benefit and 3,010 (8.9%) on Severe Disablement Allowance.

	IBSDA Claimants at May 2009

	Variable
	Percentage of total IBSDA claimants as at May 2009

	Male
	56.9%

	Female
	43.1%

	
	

	Aged 16-24 years
	4.1%

	Aged 25-49 years
	46.8%

	Aged 50-59 years
	36.1%

	Aged 60+
	13.0%


Source: Dept of Works and Pension

From the 2001 Census Data the number in the total population with a limiting ling term illness is 108,271 (24.6%), and the number of people claiming Disability Living Allowance is 44,560 as at May 2009.

From the Annual Population Survey for the financial year April 2008 to Mar 2009, 66,600 of 279,500 (23.5%) the working age population are disabled.

Gender
Liverpool PCT uses patient profiling in conjunction with EMIS Web to monitor its GP registered population and ONS Mid year estimates for its resident populations.

Most standard and official data sets are produced by gender.

Trans-sexual
See Sexual Orientation below

Age
In common with many cities, Liverpool's population is younger than that of England as a whole, with 42.6 per cent of its population under the age of 30, compared to an English average of 37.6 per cent. 65.5 per cent of the population is of working age

Liverpool PCT monitors its GP registered populations using Patient Profiling and EMIS Web as well as and its resident populations by Age using ONS Mid Year Estimates.

PANSI stands for Projecting Adult Needs and Service Information. It gives councils easy access to forecasts of the numbers, characteristics and needs of adults, aged 18-64, in their locality through 2030. 

POPPI stands for Projecting Older People Population Information. It is designed to give councils with social service responsibilities [CSSRs] easy access to forecasts of the numbers and characteristics of older people aged 65+ in their locality through 2025.

POPPI and PANSI bring together relevant information for council planners and commissioners of adult social care and provide a consistent starting point for Joint Strategic Needs Assessment.

POPPI and PANSI use forecasts based on the 2001 census and current trends. They do not predict ‘expected’ outcomes. In many cases, the strategic direction will aim to avoid the outcomes that POPPI projects through service transformation.
SportsLinx data fro school children is used to monitor obesity, consumption of fruit and vegetables and self reported health and fitness in children. Please see Key Demographic and Health Statistics 2009 document pages 123, 129 and 135.

Various clinical data are also analysed by age e.g. mortality data, vital statistics, admissions data to mention a few.

Sexual Orientation
Lesbian, Gay, Bisexual and Transgender (LGBT)
The terms LGBT or GLBT are not agreeable to everyone that they literally encompass. For example, some argue that transgender and transsexual causes are not the same as that of lesbian, gay, and bisexual (LGB) people. This argument centers on the idea that transgender and trans-sexuality have to do with gender identity or a person's understanding of being male or female irrespective of their sexual orientation. LGB issues can be seen as a matter of sexual orientation or attraction. These distinctions have been made in the context of political action in which LGB goals may be perceived to differ from transgender and transsexual goals like same sex marriage legislation and human rights work that is not inclusive of transgender and intersex people. Similarly, some intersex people want to be included in LGBT groups and would prefer the term “LGBTI” while others insist that they are not a part of the LGBT community and would rather that they not be included as part of the term.
Due to the sensitive nature surrounding collection of this type of data, the information collected is only restricted to specific disease or conditions that this areas is applicable, e.g. HIV/AIDS, mental health problems, self harm and suicide.

The NWDA commissioned this research in partnership with the Government Office North West, LSC North West, 4NW and the NHS North West. The NWDA recognised there was a lack of data available on the lesbian, gay, bisexual and trans (LGBT) communities at national, regional or local level. This lack of data means that regional policy makers lack a detailed understanding of LGBT people's needs as well as the nature and scope of the discrimination that these communities face. The NWDA and its regional partners are committed to building a better understanding to improve policy responses and service provision to LGBT people. This research supports that commitment by helping to address gaps in understanding and build the evidence base as part of their work on understanding the wider population of the North West.

The calculations from the study suggest that the LGBT population is likely to approximate in 2009

	LGBT Population Estimates, 2009

	
	Merseyside
	North West
	UK

	LGB
	94,000
	430,000
	3.05-4.3M

	Transsexual
	120
	600-700
	5,000


Source: Improving the Region's Knowledge Base on the

LGB&T population in the North West, Final Report to NWDA and partners, NW regional Intelligence Unit.

The LGB population is likely to approximate 430,000 in 2009. However this may underestimate the bisexual population as it uses a proxy based on same sex partnerships.

The number of transsexual people in the North West by the end of 2009 is likely to be a conservative estimate as it is based only on those with gender recognition certification and does not include those not seeking recognition or the wider community of trans individuals at other stages of transition.

Liverpool's Gay Quarter (sometimes Liverpool gay village) encompasses Stanley Street, Cumberland Street, Victoria St and Eberle St, and is where the bulk of the gay bars and clubs are located in Liverpool, in North West England. Stanley St is the main hub of the Gay Quarter and is where most of the bars are found.
Vital Statistics 2007- The UK Gay Men’s Sex Survey, reports that 14% of the 683 men surveyed in the North West region resided in Liverpool PCT. From the Prescription for change Lesbian and bisexual women’s health check survey in 2008, 7.5% of the 638 women surveyed in the North West region resided in Liverpool PCT.

Religion and Belief
The thousands of migrants and sailors passing through Liverpool resulted in a religious diversity that is still apparent today. This is reflected in the equally diverse collection of religious buildings, and two Christian cathedrals. 

Christianity is the major religion in the City with 79.5% of residents describing themselves as Christian in the 2001 Census

Liverpool has a thriving Jewish community with three main Synagogues. Liverpool has had a Jewish community since the mid-18th century. The current Jewish population of Liverpool is around 3000.

Liverpool also has an increasing Hindu community, with a Mandir. The current Hindu population in Liverpool is about 1147.

The City had one of the earliest mosques in Britain, founded in 1887 by William Abdullah Quilliam, a lawyer who had converted to Islam. This mosque, which was also the first in England, however no longer exists. Currently there are three mosques in Liverpool with a 1.4% of the population of describing themselves as Moslem in the 2001 Census.

Patient Profiling Data is gathered on Religion in at least 90 practices. There is a data field to gather religion on all chronic disease templates. Levels of data are currently being evaluated but are at slightly lower levels than ethnicity.

The 2001 Census also provides self-described information on religion.
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