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Foreword

Welcome to this year’s Health and Care of Older People in England briefing from Age UK.

The report aims to shine a light on how the system of health and care is working for older
people in this country at the moment using the best, most authoritative data available, most
of it from official sources.

In some places Age UK has carried out additional analysis of this data to come up with new
results and conclusions; wherever this is so it is clearly indicated in the text.

Being able to know that we will receive health and care if and when we should need it
matters to all of us, at any age, but it is all the more salient as we get older. Many people in
their sixties and seventies enjoy good health and do not need any additional support with
daily living, but as we move into our ninth decade and beyond this becomes less common
and more of us will need help.

By the time we reach our early eighties only one in seven of us will be free of any diagnosed
long term health conditions and, once we reach the age of eighty five, eighty per cent of us
will be living with at least two. The same pattern can be observed when it comes to care
needs: by our late eighties, more than one in three of us have difficulties undertaking five or
more tasks of daily living unaided.

When you consider that the numbers of older people aged eighty five and over have
increased by a third over the last decade you can see why experts cite a growing older
population as one of the most significant factors behind the rising demand for health and
care services in this country.

These demographic changes inevitably mean that we need more health and care services
than before but the extent to which this is actually happening, with the right kind of health
and care services being made available in the right places, is one of the most crucial issues
covered by this report.

Looking further ahead, the numbers of older people aged eighty five and beyond are
projected to grow exponentially in the next twenty years, doubling by 2036, so an important
guestion that arises is the extent to which we are on the right path towards meeting these
increasing needs and demands in future. This vital question for our society and for the
generations of older people to come is addressed at the end of this report.

This briefing is based on numerous facts and figures and contains many graphs and charts.
But let’s never forget that behind them are millions of ‘real’ older people. That is why,
ultimately, we have compiled this report — to aid our understanding of what is working well in
terms of health and care and what needs to change to enable all of us to live as well as we
possibly can as we age.



Summary

It would not be possible or appropriate to create a true summary of all the information
presented in this report so instead below we have picked out some of the most important
facts and figures, expressed as succinctly as possible. They tell a clear story, the
implications of which are discussed in the final section of this report. The findings begin with
demographics before turning to care services and health services:

The health and care needs of our ageing population

The numbers of people aged 85+ in England increased by almost a third over the last
decade and will more than double over the next two decades (see page 8).

By their late 80s, more than one in three people have difficulties undertaking five or more
tasks of daily living unaided and between a quarter and a half of the 85+ age group are frail,
which explains why it is people in this oldest cohort who are most likely to need health
services and care support (see page 13).

Over the last decade life expectancy gains were mostly concentrated in the years between
2005 and 2011 - and there has been little progress since (see page 9).

Disability free life expectancy at age 65 has been falling from its peak in 2010-12. It
increased significantly between 2005-07 and 2009-11, with women gaining an average of
0.5 years of good health and men around 0.3 years. However, since then men have lost 66
per cent of the gains made earlier in the decade and women have lost 60 per cent (see page
10).

There are huge socio-economic differences in disability free life expectancy at age 65 — a
fivefold difference between people in the poorest and most affluent areas — e.g. a woman
aged 65 has an expected 3.3 years of healthy living in the worst area compared to 16.7
years in the best (see page 11).

The state of social care

There has now been a £160 million cut in total spending in real terms on older people’s
social care in the five years to 2015/16 (page 17).

Cash transferred from the NHS to social care has grown from two per cent of the total public
spend on older people’s social care in 2006/07 to 16 per cent in 2015/16 (page 18).

By 2020/21 public spending on social care would need to increase by a minimum of £1.65
billion, to a total of £9.99 billion, in order to manage the impact of demographic and unit cost
pressures alone (page 20).

This year Age UK’s analysis shows there are now nearly 1.2 million people (1,183,900)
aged 65+ who don’t receive the help they need with essential daily living activities. This
represents a 17.9 per cent increase on last year and a 48 per cent increase since 2010.
Nearly 1 in 8 older people now live with some level of unmet need (page 26).

Age UK estimates that an additional £4.8 billion a year would ensure that every older person
who currently has one or more unmet needs has access to social care, rising to £5.75 billion
by 2020/21 (page 20).



Age UK analysis suggests that overall local government spending on social care will fall by
8.3 per cent in real terms between 2015/16 and 2019/20 (page 21).

The percentage of our older population receiving social care support fell from 15.3 per cent
in 2005/06 to 9.2 per cent in 2013/14 (page 23).

Carers and the care market

In 2011 there were 8.2 million carers but by 2015 these numbers had risen to over nine
million; these carers are helping loved ones who have increasingly complex needs (page
28).

There are now over two million carers aged 65 and over, 417,000 of whom are aged 80 and
over (page 29).

Age UK analysis shows over 37 per cent of carers aged 80 and over are providing 20 hours
or more of care a week, while 34 per cent are providing 35 hours or more. Yet nearly two
thirds of older carers themselves have a health condition or disability, while 72 per cent
report feeling pain or discomfort, rising to 76 per cent for those who provide 20 or more
hours of care a week (page 29).

Although overall the numbers of carers are rising, there has not been a substantial increase
in the proportion of the population providing care. Set alongside rapidly rising levels of unmet
need and the impact of changing family structures, greater geographic dispersal and rising
State Pension age this suggests that the provision of informal care has not been able to fill
the gap left by declining provision of formal care services (page 30).

In 2015/16 48 local authorities reported dealing with at least one home care provider who
had ceased trading in their area and 77 local authorities reported dealing with at least one
care home which had ceased trading in their area (see page 31).

In 2015/16 the overall staff vacancy rate across the whole of the care sector was 6.8 per
cent (up from 4.5 per cent in 2012/13), rising to 11.4 per cent for home care staff. Turnover
rates have risen from 22.7 per cent to 27.3 per cent a year over the same three year period
(page 31).

96 per cent of older people who fund their own care home placement paid more than local
authorities did for the same type of room in the same home. They paid an extra 43 per cent
on average overall (page 32).

The state of healthcare

Between 2005/06 and 2015/16, the annual NHS budget rose from £91 billion to £117.2
billion in real terms but the trend was not a steady increase: the rate of growth remained
relatively high between 2005/06 and 2009/10, with funding rising from £91 billion to £108.3
billion at an average of 4.8 per cent a year. However, in 2010/11 funding fell and was slow to
recover, rising from £107.5 billion to £113.4 billion in 2014/15 or an average of 1.4 per cent a
year (page 33).

NHS funding did increase more substantially last year (2015/16), primarily due to the
additional £2 billion pledged in the 2014 Autumn Statement, but this was insufficient to plug
the NHS’s growing financial deficit (page 33).



Investment was also uneven. Spending on hospital services increased from £43.06 billion in
real terms in 2009/10 to £45.78 billion in 2012/13, an increase of 6.3 per cent. But over the
same period the primary care GP services budget fell in real terms from £8.45 billion in
2009/10 down to £8.14 billion in 2012/13, while funding for mental health grew by only 2.5
per cent, from £8.88 billion in 2009/10 to £9.1 billion in 2012/13 (pages 33-34).

By the end of 2013/14 the deficit in NHS hospitals was £109 million and this has accelerated
rapidly since, reaching £2.5 billion by the end of 2015/16. Despite increases in funding,
money coming into hospitals has not been keeping pace with the costs of running services.
This is partly explained by gradual reductions in the amounts paid to hospitals for some of
the treatments they deliver over recent years, but is also due to hospitals’ need to achieve
‘safer staffing levels’ in the wake of the Mid-Staffordshire Inquiry, with many hospitals
seeking to address shortfalls through increased recruitment and costly agency staff (page
35).

To date in 2016/17, NHS Improvement has reported that Hospital Trusts have made £1.2
billion of savings, reducing total year to date expenditure by 2.9 per cent and putting them on
course for a £669 million year to date deficit, after taking into account the Sustainability and
Transformation Fund. A substantial proportion of these savings has reportedly come from
controls on agency staff spending, with providers estimated to reduce agency spend by £900
million this year (page 35).

In 2014, the UK spent the equivalent of 9.12 per cent of GDP on health care, putting it at the
lower end of spending with comparable countries and representing a 0.3 per cent drop since
2012. Spending per head of population in the UK was $3,935 in 2014, compared to $4,959
in France, $5,411 in Germany and $9,522 in Norway. The average spend per head across
all OECD countries is $4,735 (page 36).

The additional £8 billion pledged for the NHS in the last Government Spending Review has
been ‘front loaded’ with almost half coming into the 2016/17 budget. As a result, funding
increases in the latter part of the spending review period will be significantly lower, yet
predicted levels of unit cost inflation alone are estimated at between 2-3 per cent a year over
the period (some experts believe health cost inflation can be as high as six per cent ). Nor
does this take into account wider pressures on the NHS, including growing demand or the
need to invest in long-term transformation (page 37).

There has been relatively little growth in the bulk of the NHS workforce since 2010/11. The
overall number of nurses working in adult services has increased, rising 3.5 per cent to
175,820 in 2015/16, but this increase follows the 2013 Mid-Staffordshire Inquiry
recommendations on safe staffing levels and is predominantly concentrated in acute
hospitals. The numbers of FTE mental health nurses have dropped over this period from
40,275 to 35,998 (10.6 per cent) while the biggest decrease is in community nurses which
fell by 13.6 per cent to 33,177 (excluding school nurses).

Doctors have been the fastest growing group amongst health care professional in recent
years. However, while the numbers of hospital and community health service doctors
increased from 97,130 in 2010 to 104,498 in 2015, the numbers of GPs fell by 3.4 per cent
from 35,243 to 34,055 over the same period (page 39).



Demand in general practice has been growing steadily for the past 20 years. Between 1995
and 2008, a longitudinal study concluded that the number of consultations had grown by
38.3 per cent, from 217 million consultations a year to 300 million. For the average GP
practice this means the estimated number of consultations rose from 21,100 to 34,200.
Updated analysis estimated that consultations would have reached 340 million a year by
2013 (page 40).

Analysis by the Kings Fund found that the number of GP contacts with patients increased by
15.4 per cent between 2010/11 and 2014/15. The proportion of contacts with those aged
85+ increased by 16 per cent over the period, compared to just four per cent amongst those
aged 18 to 64 (page 39).

The impact on older people

The number of older people reporting a good experience of getting a GP appointment is in
decline. In 2011/12, 89.5 per cent of people aged 65 and over and 91 per cent of people of
those aged 75 and over rated their experience as “very good” or “fairly good” but by 2015/16
this had dropped to 84.1 and 86.3 per cent respectively (page 41).

The numbers of older people attending accident and emergency (A&E) departments have
increased significantly in the last five years. In 2009/10 there were 30,831 attendances per
100,000 of the 60+ population, by 2014/15 that had risen to 37,240 — an increase of 20.7 per
cent over the period. They were also more likely than younger adults to need further
inpatient care - while people aged 65 and over represented 23 per cent of total A&E
attendances in 2015, they made up 46 per cent of all admissions from A&E (page 44).

The overall number of hospital inpatient episodes has risen significantly in recent years as
well, up by 8.9 per cent from 14.9 million a year in 2010/11 to 16.2 million in 2015/16. Older
people account for around 65 per cent of these admissions and generally stay longer in
hospital, with people aged 75+ staying an average 9.1 days per admission compared to an
average of five for all ages (page 46).

Between 2010/11 and 2014/15 the number of outpatient appointments amongst people aged
60+ increased by a third from 28.1 million a year to 36.1 million. Once again, this increase
far exceeds the increase in the overall numbers of people in this age group. Effective use of
outpatient services is essential in managing many long-term conditions and for avoiding
multiple and repeat visits across different specialties (page 47).

Between August 2010 and July 2016 the number of days delay in being discharged from
hospital because of waits for home care had increased by 181.7 per cent, from 12,777
delayed days to 35,994. Waits for residential care placements increased 40 per cent, from
13,459 to 18,973 (page 50).

Since the beginning of 2014/15 the number of days delayed waiting for a care package in
your own home has more than doubled. Yet at the same time the total number of people
waiting has risen at a much slower rate (28.8 per cent), suggesting waiting times for each
individual are getting longer rather than a rapid rise in the number of individuals waiting
(page 50).



1. The health and care needs of our ageing
population

It is now well understood that our population is ageing rapidly, and that this is now the single
most significant driver for changing health and care needs in our society.

1.1 Our growing older population

Between 2005/06 and 2015/16 the total number of people aged 65 or over in England
increased by close to 21 per cent, representing nearly 1.7 million extra people. Moreover,
the greatest growth in percentage terms has been amongst those aged 85 and over — this
age group increased by 31.3 per cent (or more than 300,000 people) over the period.

Figure 1: Number of people aged 65 and over in England by age group, 2005/06 to
2015/16
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Looking ahead, population ageing is only set to gather pace. Over the next two decades the
total number of people 65 and over is estimated to grow by 48.9 per cent, which amounts to
around 4.75 million people. In keeping with current trends, the fastest growing group will be
those aged 85 and over with the numbers projected to increase by 113.9 per cent, from
nearly 1.3 million people to just under 2.8 million in 2035/36.



Figure 2: Actual and projected number of people aged 65 and over in England by age
group, 2015/16 to 2035/36
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1.2 Life expectancy and disability-free life expectancy

Over the past decade, overall, we have seen a slow but steady increase in life expectancy.
Today, on average, a woman aged 65 in England can expect to live another 21.2 years,
while a man can expect another 18.8. However, it is a matter for concern that gains in life
expectancy over the last 10 years were concentrated between 2005 and 2010, since then
life expectancy has improved little for either sex.

Figure 3: Average life expectancy at age 65 in England, 2005-07 to 2012-14
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Furthermore, while greater longevity overall is still to be welcomed, unfortunately far too
many of those extra years are being spent in poor health. It is of great concern that the most
recent data presented here point towards more, not less, ill-health and disability in later life.

Over the last decade disability free life expectancy (DFLE) increased significantly between
2005-07 and 2010-12, and over that time woman gained an average of 0.5 years of good
health and men around 0.4 years. However, since then DFLE has declined for both sexes.
Men have lost a shocking 75 per cent of the gains made in the earlier part of the decade,
with women close behind losing 60 per cent. As figure 4 shows, in 2005-07 a woman could
expect to live another 10.7 years free from disability at 65, this peaked in 2010-12 at 11.2
and has now fallen back to just 10.9. Meanwhile men could have expected 10.2 years free
from disability in 2005-07, peaking at 10.6 before declining to 10.3.

It has long been the case that increases in life expectancy have outpaced improvements in
DFLE, however the gap is now growing faster than before as improvements in life
expectancy just about hold their own and past gains in DFLE are eroding. Between 2005-07
and 2012-14 women gained an extra 1.1 years in life expectancy but overall only 0.2
disability-free years. Men gained 1.4 years in life expectancy and ultimately just 0.1 of good
health. As a result, more of us are spending more time in later life with multiple long-term
conditions, frailty, dementia and social care needs.

Figure 4: Average disability free life expectancy at age 65 in England, 2005-07 to 2012-
14

76.5
76
=@ \en
75.5 == \Women

Years from age 65
~
v

74.5

74 T T T T T T T 1
2005-072006-08 2007-092008-102009-112010-122011-132012-14

Year

Source: Office for National Statistics (2016°, 2012°)°

b Life expectancy at age 65 added to the initial 65 years.
¢ Disability-free life expectancy at age 65 added to the initial 65 years.
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It is also important to note that there is huge inequality within the population. As figures 5
and 6 illustrate, there is a wide gulf in DFLE at age 65 between local authority areas. In the
local authority area with the lowest DFLE, men can only expect 2.8 years in good health at
age 65 while women can expect just 3.3. In comparison, in the local authority area with the
highest DFLE men can expect 14 years in good health and women 16.7 — for both men and
women this represents a staggering near fivefold difference in the prospect of good health
after the age of 65.

Figure 5: Disability-free life expectancy at age 65 by local authorities in England, 2012-
14, men
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Figure 6: Disability-free life expectancy at age 65 by local authorities in England, 2012-
14, women
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1.3 Health and care needs of older people

As we set out in last year's Health and Care of Older People report, the prevalence of nearly
all major chronic and long-term conditions increase significantly with age®. Yet it is important
to recognise that the older population is extremely diverse.

Indeed it would be more accurate to characterise the ‘65+ generation’ as two generations. It
is now increasingly common for people in their 60s and even 70s to have living parents or
older relatives. There is also huge diversity within those generations particularly, as
illustrated by figures 5 and 6, in the likelihood of living with poor health and disability as we
age.

Therefore, while on aggregate a growing older population is driving greater demand for
health and care services, it is far too simplistic an equation to say more older people
inevitably equals a greater burden of disability and disease. Furthermore it is a calculation
that misses both the possibility of improving health in later life and fails to account for the
changing nature and complexity of some of our health needs as we age.

The good news is that the onset of age-related conditions and disability can be prevented or
delayed. Equally, acquiring a health condition does not necessarily mean high levels of
dependency on health and care services. Most people aged 75 and over have one or more
health conditions, but almost 50 per cent of them do not consider themselves to be living
with a ‘life limiting’ long-term condition'®, meaning that even if they have one or more health
conditions this is not perceived to have a significant impact on their lives.
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However it is always preferable to prevent and mitigate the developments of long terms
conditions and disabilities and it is of concern that past progress in improving DFLE
expectancy has now stalled and appears to be heading in reverse. Without urgent action on
preventative measures the numbers of older people living with long-term conditions and
disabilities is going to increase significantly over the next 20 years as our older population
grows.

It is also important to recognise that much demand for health and care services is driven by
the increasing complexity of some people’s health needs as they acquire multiple long-term
conditions and disabilities or become frail.

Frailty is a distinctive health state relating to the ageing process in which multiple body
systems gradually lose their in-built reserves, affecting around 10 per cent of people aged 65
and over, rising to between 25 and 50 per cent of those aged 85 and over!!. Older people
living with frailty are at risk of adverse health events, such as a fall or infection, and can
experience dramatic changes in their physical and mental wellbeing even after an apparently
minor incident.

While having a health condition does not necessarily impact on your life, the more conditions
someone has, and the more limitations on their activities of daily living, the more likely they
are to need joined up health and social care.

However with early action to reduce the risk of co-morbidities and measures to address
frailty, it is possible to improve and sustain people’s health. Equally services that provide
proactive, holistic support have also been shown to be much more effective in comparison to
traditional approaches that operate in separate siloes.

Failing to recognise that fact overlooks important opportunities to improve people’s wellbeing
and independence and reduce demand on urgent and acute services, by focusing on
delivery of much more joined up, holistic health and care services.

Living with disability, co-morbidities and complex health and care needs

The proportion of people who have difficulties with activities of daily living® increases with
age. The percentage of people with at least one difficulty increases from 16.4 per cent at age
65 to around half of those aged 85. By people’s late 80s, over one in three people have
difficulty undertaking five or more activities of daily living.

4 An ‘activity of daily living’ is defined as a basic task of everyday life. These are split into instrumental which
are less fundamental such as doing housework, taking medication and preparing meals and basic activities of
daily living which include more fundamental tasks such as eating, toileting and washing.
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Figure 7: Number of difficulties with activities of daily living and instrumental

activities of daily living by age, England, 2014/15
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As figure 8 below shows, while age does not necessarily mean people have long term
conditions the likelihood of having one or more long term conditions increases with age.
Nearly 40 per cent of people in their early 60s do not have a diagnosed long-term condition.
This falls sharply throughout people’s 70s to less than 15 per cent of people in their early
80s and just 6.5 per cent in their early 90s.

Figure 8: Number of health conditions by age group in England, 2014
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Furthermore, as figures 9 and 10 below demonstrate, the majority of older individuals with

one diagnosed condition live with at least one further condition, and most with two or more.

Amongst those 85 and over diagnosed with a condition, more than 80 per cent live with at
least two others across most of the condition groups listed, and more than 40 per cent live
with 4+.

Figure 9: Proportion of patients diagnosed with a major disease who also had an
additional disease®, age 60 to 84, England, 2014
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Source: Age UK and University of Exeter Medical School (2015

Figure 10: Proportion of patients diagnosed with a major disease who also had an
additional disease, age 85+, England, 2014
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Source: Age UK and University of Exeter Medical School (2015%)

¢ Diseases include coronary heart disease, heart failure, hypertension, stroke, diabetes, asthma, COPD, chronic
kidney disease, hypothyroidism, epilepsy, dementia, depression, cancer (in the last 5 years) and severe mental

health disorders.
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Conditions are also likely to cluster around common risk factors or where one condition is a
risk factor for acquiring others. For instance several types of heart disease are risk factors
for stroke. Likewise stroke is a risk factor for coronary heart disease, and both share many of
the same underlying risk factors such as hypertension?®. As figure 12 shows, nearly two in
five people aged 85 to 100 years old who had had a stroke also have coronary heart disease
and 83 per cent also have hypertension.

Equally physical ill health can cause tremendous emotional and psychological strain,
doubling or tripling the likelihood an individual will suffer from a mental health disorder —
particularly anxiety or depression?’. The figures below show that between around a quarter
and a third of people also experience depression alongside another condition.

Figure 11: Proportion of people with each major disease who also have another

specific diagnhosed condition, ages 60-84, England
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Figure 12: Proportion of people with each major disease who also have another
specific diagnosed condition, ages 85-100, England
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