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About the N8

The N8 is a group of the eight most research intensive universities in the North — Durham,
Lancaster, Leeds, Liverpool, Manchester, Newcastle, Sheffield and York. All N8 universities are
ranked in the top 200 of the World University Rankings. Combined, the N8 universities have
125 “top 10” subject rankings in the UK (RAE 2008).

The N8 partnership was created in 2007, establishing virtual research centres in Regenerative
Medicine and Molecular Engineering. It was a novel way of creating a confluence of research
assets and capabilities across the partnership, with sufficient scale and critical mass, to move
on broader industrial and commercial opportunities.

The initial collaborations were focused on areas of scientific and technological research. This
project marks the first venture for an N8 collaboration into the social sciences. The multi
disciplinary research team which delivered this work combines economists, geographers,
labour market, healthcare and housing experts from across the N8 Universities.

About the Northern Way

The Northern Way was a unique initiative, bringing together partners across the North of
England from public, private and other sectors to work together to improve the economic
performance of the North.

Created in 2004, the Northern Way conducted ground-breaking policy research in innovation,
private investment and transport, and produced a wide-ranging economic evidence base on
other issues facing the North ranging from the impact of long term global challenges on the
North, through to strategies to address local deprivation.

As a result of the Government decision to close the Regional Development Agencies by
March 2012, funding for The Northern Way ceased on 31st March 2011, at which point the
initiative closed.

However, to ensure that the important research and intelligence produced by the Northern
Way is not lost, the website remains available at www.thenorthernway.co.uk. The website
enables public access to the various research reports and further information regarding the
work of the initiative.
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1 Introduction

1.1 Demographic change

This report presents the results of research exploring the impact of demographic change on
housing, health and social care in the North of England. This project was undertaken as part
of the Northern Way/N8 programme of research on the impacts of demographic change in
the functional economies of the North of England. This was one strand of four undertaken as
part of the research programme. Strand 1 developed future projections of the population in
the North of England, and levels of labour force participation, health status and dependency
rates. Using these projections, Strands 2, 3 and 4 looked at: patterns of demand for skills and
labour; entrepreneurship and business growth arising from the increase in ageing population;
and demand for housing and healthcare respectively.

The population in the UK has been ageing for the last hundred years (Johnson, 1993).
However, the current pace of change is unprecedented. This is due to advances in healthcare
leading to longer life expectancy for older people, premature babies and disabled children
(Franklin, 2009); a reduction in the fertility rate (House of Lords, 2003); and also the effect of
the ‘baby boomers’ reaching retirement age (House of Commons, 2010 [pg22)]). In 2007, for
the first time in the UK, there were more people over state pension age than under 16 (HMG,
2009). In addition to ageing, the UK population is also becoming more diverse (Dunnell,
2009). These demographic changes have a number of housing, health and social care
implications and present key challenges for public policy and infrastructure planning (Boden
and Rees; 2010) including:

o Housing — notably a need for more accommodation designed or adapted to be
suitable for a diverse population of (much) older people with disabilities or who are frail
to live relatively independently, and for growing numbers of (older and younger) people
living alone;

L Health services where technological developments suggest that increasingly
sophisticated health monitoring systems and more delivery of healthcare at home will
be important features in the future, with rising demand for treatments and therapies
associated with later life; and

° Social care, which (broadly defined, and on current trends) will continue to be
delivered primarily by unpaid carers of working age (often under great pressure and at
risk of leaving the labour market), with the crucial support of a range of social care
services, including home care, assisted living, telecare, personal assistants and other
community-based services, plus (for the oldest, frailest, and those with some very
debilitating conditions) residential care.

These issues are not unique to the North of England; other areas of the country have a higher
proportion of older people in their population, notably the South West and South East
(Tomassini, 2005). However, the North does have population ageing together with:



Pockets of high levels of deprivation and poverty

The Index of Deprivation 2007 (CLG, 2007) shows that the region which has the
greatest percentage of its sub-ward level areas that fall in England’s most deprived 20%
is the North East (34.2%), followed by the North West (31.8%). In addition, the North
West has the greatest number of these areas that fall in England’s most deprived 20%
(1,420). Residents in areas of high levels of deprivation have lower life expectancy at
birth than people in more affluent areas, and they are more likely to experience long
periods in poor health at the end of their lives (Rasulo et al. 2007). Deprivation is also
associated with a higher prevalence of unpaid care (Young et al. 2005), as well as with
high levels of iliness, poverty, worklessness and social exclusion (Social Exclusion Unit,
2004).

Contrasting urban and rural areas

Population density data from the 2001 Census (ONS, 2003) show that the fourth most
densely population district in England outside London is in the North (Blackpool), whilst
there are four Northern districts in the top 20. At the other end of the scale, eight of the
top ten most sparsely populated districts in the country are in the North, including all of
the top seven. Population ageing in urban and rural areas brings different issues and
challenges. In particular older people in rural areas may face difficulties accessing
primary healthcare and specialist health facilities, and the costs of providing support to
maintain independence may be higher in rural settings.

Communities disproportionately affected by recession

Tunstall (2009) showed that the North and West Midlands had been most affected by
the recession. In addition, this research showed that:

‘Many “high unemployment” neighbourhoods have remained disadvantaged
through growth and recession, and over decades.’

Dolphin (2009) found that:

‘Outside of the West Midlands and areas like Swindon where there are special
factors, most of the areas that have seen the biggest increases in unemployment
since March 2008 are found within the northern city-regions.”

Policies to address these issues will require an accurate picture of the future state of the
North of England with respect to housing, health and social care which take into account
local-level dynamics. These are now considered in the context of the more detailed research
questions laid out below.



1.2 Research questions and aims

For the three areas of housing, health, social care, and with reference to the functional
economies of the North of England, this paper seeks to address the following questions:

° What trends and developments are in prospect with regard to demand, and how stable
and locally diverse will the need for services and support be?

° What is the current balance of service provision, investment and staffing between
public, private and not-for-profit agencies, and how will unpaid carers be affected?

° What will be the impact of different scenarios which can be foreseen?

The aims of this research, with reference to the North of England, are to:

1. To draw together existing evidence and data to highlight the character and scale of key
trends, risks and opportunities arising from population ageing and the impact of
migration (including the rising costs of traditional service provision);

2. To assemble evidence of any policies and measures (at the local, regional or national
level) capable of mitigating risks and capturing opportunities;

3. To set out policy options and provide an evidence base for policy making and
implementation by public, private and not-for-profit agencies in relevant fields.

1.3 Outline of this report

This report begins by reviewing the literature and policies relating to the overlapping topics of
housing, health and social care with an emphasis on delineating latest evidence, identifying
emerging or established trends, and noting key policy challenges, options and dilemmas
faced by providers, practitioners and policymakers in the public, private and not-for-profit
sectors. Chapter 3 describes the methodology used to produce projections of different
groups of interest in relation to housing, health and social care and presents the results of
these projections. A discussion of the projections and emerging themes are presented in
Chapter 4 together with emerging policy issues together with examples of ‘best practice” and
innovation.



2 Review of Exisiting Literature and Policy Context

2.1 Overview of housing policy

The previous government gave much consideration to the implications of the demographic
shift. Building a Society for All Ages (DWP, 2009) set out the challenges and opportunities of
an ageing society, and highlighted the need for major shifts to meet the challenges and
maximize the opportunities, and build on a number of previous initiatives that had already
begun to address key issues for an ageing society’.

With specific regard to housing, Lifetime Homes, Lifetime Neighbourhoods: A National
Strategy for Housing in an Ageing Society (CLG, 2008) set out the implications of demographic
change for housing, and possible responses to the changes to ensure that housing and
neighbourhoods can support older people’s health, well being, and independence. It noted the
need for the development of homes built to accommodate the changing needs of people as
they grow older, and the enhancement of a range of services, for example, better housing
advice and information, Care and Repair and Handyperson services, improvement to the
working of the Disabled Facilities Grant, that were intended to support older people’s housing
choices and increase their housing options. Perhaps central to the strategy is the recognition
is that the majority of people will live in ordinary housing as they grow older. While specialist
housing, for example, sheltered housing and extra care housing have a role, they will serve only
a minority of older people. Other strategies, for example, the National End of Life Care Strategy,
and the Dementia Strategy also reflect this recognition. There is an increasing expectation that
as we grow older, our care needs — including end of life care needs — will be met for the
most part in ordinary housing rather than specialist housing or care settings. The majority of
older people in the next two decades will also be home owners.

Lifetime Homes, Lifetime Neighbourhoods was well received at the time of publication, and
had cross party support. Until Lifetime Homes, Lifetime Neighbourhoods, planning for the
housing needs of older people had remained a very local concern. Thus far the Coalition
Government appears to remain committed to some of the overarching themes and aims of
the strategy, notably to enable older people to maintain their independence and continue
living in their own homes as opposed to more institutionalised models of care. Nevertheless it
is to be noted that the policy framework is changing dramatically, and much is evolving. In
particular, the determination of the Coalition Government to pursue the ‘localism’ agenda,
suggests that planning for housing and housing related services for older people will be
undertaken at the local level, with little or no direct guidance, or specific ring-fenced
investment from central government. It would also seem in the shorter term as local
authorities address the shortfall in funding that services will increasingly be directed only to
those in substantial and critical need. Many of the low level housing related support services
that assist older people to live independently, are likely to be subject to review and change.

Twww.hmg.gov.uk/media/34572/workacrossgovernment.pdf



Whatever policy emerges, if housing is to support older people to maintain their
independence and well-being, it must be:

° comfortable and warm

° safe and secure

° affordable

° easy to manage and maintain

° able to accommodate or be adapted to changes in life style and health status.

2.2 Patterns of tenure among older households:

The vast majority of older people including the very old live in their own homes rather than in
specialist housing schemes or care homes. Owner occupation is the main form of tenure.
There has been a significant shift in tenure in the last 30 years from public sector renting to
homeownership. Figure 2.1 below shows the current patterns of tenure of older households
drawing on data from recent English Housing Condition Surveys.

Figure 2.1. Tenure by age of the household reference person (HRP)

Owned
HRP aged 80 O outright

and over

' [ [ | [ | [ | [Owmeuwn

mortgage
HRP aged 65

and over Social
R
sector
All households
Private
| | B rented

| I I I I I I I I I 1
0%  10% 20% 30% 40% 50% 60% 70% 80% 90% 100% sector

Base: all households
Source English House Condition Survey (EHCS), 2003-04, 2004-5 and 2005-06 surveys.

The vast majority of older households own outright their home, 66.3% compared to 30.2% of
all households. Furthermore very few older households are mortgagors, 5.9% of them
compared to 41.1% of all households. The sustainability of homeownership into later life has
previously been questioned (Hancocket al,, 1999). Older home owners on low incomes who
are living in poor conditions may become dependent on whatever state assistance is available
to maintain their properties to a reasonable degree, or seek to release the equity within their
properties to carry out necessary repairs. A small body of evidence suggests that a significant
proportion of older people moving into the social rented sector were previously homeowners
(see Croucheret al,, 2007a; Ford and Rhodes 2008), and often concerns about the
maintenance and affordability were given as reasons for changing tenure.

The full suite of reports can be accessed at www.n8research.org.uk



6

Likewise, the proportion of older households in the private rented sector (PRS) is only 5%,
about half of the average for all households which is 10.7%. Older PRS tenants are much
more likely to have a regulated letting. In general these are lettings that began before January
1989 when the 1977 Rent Act was still in force, and have a considerable degree of security of
tenure, and a registered rent. It is estimated that some 33% of older PRS tenants could have a
regulated letting while the proportion of all households is only 12.3%. There is an expectation
that the private rented sector will grow, and that increasing numbers of older people will find
themselves living in the private rented sector (see Rugg and Croucher, 2010).

Twenty two%% of older households live in the social rented sector compared to 18% of all
households who live in the social rented sector (SRS). However, ‘elderly’ households (where
the HRP is aged over 80) are less likely to be mortgagors or outright owners, and more likely
to be renting in either the private or social sector.

With regard to the type of dwelling, Figures 2.2—2.4 show the type of dwellings occupied by
age of HRP and by tenure.

Figure 2.2. Dwelling type: owner occupiers, England (%)

House or
HRP aged 80 . bunga|ow
and over
[] Flat
HRP aged 65
and over
All households
I f f 1 1 1 1 1 f 1 1
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Source English House Condition Survey (EHCS), 2003-04, 2004-5 and 2005-06 surveys.
Figure 2.3. Dwelling type: social rented sector, England (%)
House or
HRP aged 80 - bunga'ow
and over

Flat
1 [ 1 1 I | H“

HRP aged 65
and over

All households

1 1 1 1 1 1 1 1 1 1 1
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Source English House Condition Survey (EHCS), 2003-04, 2004-5 and 2005-06 surveys.

This is one of a series of five reports looking at the impacts of demographic change in the North of England.



Figure 2.4. Dwelling type: private rented sector, England (%)

. House or
HRP aged 80 bungalow
and over
| | [7] Flat
HRP aged 65
and over

All households

| |
I I
80%  90% 100%

1 1 1 1 1 1 1 1
0% 10% 20% 30% 40% 50% 60% 70%

Source English House Condition Survey (EHCS), 2003-04, 2004-5 and 2005-06 surveys.

2.3 Home-ownership and housing wealth

Clearly homeownership will be the tenure of the majority of older people in the next two
decades. Figure 2.5 below illustrates the extent of house price increases over the last decade.
This shows long run indices of average earnings and house prices over the years since 1970.
Over the last decade house prices have increased far more rapidly than earnings. In 1996 the
house price index was 7% higher than the earnings index, by 2006 it was 1092 higher.

Figure 2.5. Housing prices and earning indexes, England 1970-2006

)]
o

B £80-120,000
[ £120-180,000
[ Over £180,000

N
o

w
o

N
o
|

Percentage of all older home owners
-
o
|

o
|

North  Yorkshire North East West East  South London South England
East &Humber West Midlands Midlands East West

Regions
Source: Average F/T Earnings from NES/ASHE. Average house prices from CLG.

As a consequence of the increases in house prices of the last two decades, older home
owners have far higher levels of housing equity relative to their predecessors, and housing
equity has grown as a proportion of household wealth. However there are regional
differences in housing wealth and assets. These variations are significant both in the
immediate and longer term future with the current climate of government spending review,
and with the growing expectation that individuals will draw on their housing wealth as a
means of support in old age (Willetts, 2010). There is an increasing interest in asset-based

The full suite of reports can be accessed at www.n8research.org.uk
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welfare and in exploring the mechanisms for older homeowners to draw on the wealth locked
into their properties. While it might appear, however, that the majority of older people have
considerable housing equity at their disposal, on closer inspection the distribution of housing
equity varies across different regions, as do the proportions of “asset rich and income poor”.

Nationally the average level of equity held by households with a household representative
person aged 60-74 in 2009 was almost £200,000. There are, however, considerable regional
variations. Highest average levels of housing equity for those in this age group were in
London (£300,000), while in the northern regions of England, average levels of housing
equity were a little more than £100,000. The distribution of housing equity within regions is
shown in Figure 2.6 below. This shows that while over 90% of older home ownersin London
and the South East have housing equity of £120,000 or more (as do over 80% of those in the
East and South West), more than a half of older home owners in the northern regions have
equity of less than £120,000. Over a quarter of the older home owners in the North West and
Yorkshire and Humber have housing equity of less than £80,000; as do just over 35% of all
older home owners in the North East. However, nationally only 12% have housing equity
below that level while over 70% have housing equity in excess of £120,000.

Figure 2.6. Distribution of household equity held by older households

100 [] Less than £50,000
Il £50-80,000

B £80-120,000

60— Il £120-180,000

[ Over £180,000

80

40+

Percentages

20

0 T T T T T
North Yorkshire North East West East South London South England
East & Humber West Midlands Midlands East West
Regions

Source: Croucheret al., 2009; Source: English House Condition Survey 2004
All home owner households with a household representative person aged 60(+)

There were also regional variations in the market values of dwellings owned by older
households. Nationally some 73% of all home owner dwellings were valued at over £120,000,
this applied to 98% of the home owner dwellings in London, but only 39% in the North East.
Conversely while there were no dwellings in London valued below £80,000, 35% of all home
owner dwellings in the North East had lower values.

Apart from variation by age and region, levels of housing values and housing equity also vary

significantly by income. As might be expected, pre retirement income clearly impact on the size
of a mortgage a household can afford, and subsequently the value of the home they occupy

This is one of a series of five reports looking at the impacts of demographic change in the North of England.



in retirement. Figure 2.7 shows the proportions of lower income home owner households
with housing equity worth more than £80,000; but with incomes below £12,000 a year.

Figure 2.7. Older low income home owners with more than £80,000 housing equity

g 90 Il £80-120,000
c

2 40 [ £120-180,000
£ [ Over £180,000
2

5 30

o

°

5 20-

o

[0]

®

£ 10
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S

[0

o 04

North Yorkshire North East West East  South London South England
East &Humber West Midlands Midlands East West

Regions

Source: English House Condition Survey 2004. All home owner households with a household representative person
aged 60(+) and net household incomes below £12,000 a year

Figure 2.7 also shows the marked variations in the proportions of ‘asset rich and income poor’
as between regions. Those variations are driven both by differences in income and equity
levels; but it is the variations in housing equity that have the greatest impact.

The above analysis was based on the combined data from the 2003/4 and 2004/5 English
House Condition Survey; and overall this provides average values at 2004 levels. By 2009
prices rose by a further 22%, but similar price rises appear unlikely. The emergence of buy to
let mortgage finance, and the substantial reduction in interest rates compared to the previous
decade, were important ‘one off’ factors underlying the extent of those house price rises.

2.4 Benefiting from home owner housing equity

Older home owners might chose to use their equity gains to improve their housing
conditions, pay for care or other support services, or simply to supplement their retirement
income and enjoy a higher standard of living (see Overton, 2010). The two main mechanisms
for releasing equity are ‘trading down’ in the market, or through equity release or other similar
financial mechanisms.

Attitudes to both mechanisms for equity release have been examined (Cleryet al., 2007; Smith,
2004). Both these surveys found that a substantial minority of home owners planned to make
some use of their housing equity in retirement but it was only rarely seen as a primary source
of income in retirement. Moreover, home owners were far more likely to consider ‘trading
down’ in the housing market as a means of releasing equity, than they were to consider
utilising equity release schemes, or simply borrowing against the value of their property.



‘Trading down’ in the housing market to move to a smaller property and/or a cheaper location
are only realistic options for those households that live in larger dwellings, or in more
expensive locations. Available data show that very few older home owner households live in
one bedroom accommodation (less than 4%); just under 30% live in two bedroom
accommodation, virtually a half live in three bedroom accommodation, and one in six live in
dwellings with four or more bedrooms. At the same time well over 90% of all older
households are either single or couples without any dependent children. Consequently over
90% of all older home owner households occupy accommodation with at least one more
bedroom than is required according to the formal bedroom standard. A third have dwellings
with just one additional bedroom, and almost three fifths (59%) have a dwelling with two or
more bedrooms additional to the formal standard. At the same time is must be recognised
that the formal bedroom standard was set down over fifty years ago, and since then there has
been significant changes in households expectations, along with increases in living standards
in all aspects of life. One ‘spare’ bedroom is now the contemporary social norm, and very few
older households wish to move to one bedroom accommodation.

In almost all local housing markets there are significant differences between the prices of
dwellings with four or more bedrooms, compared to the prices of properties with two and
three bedrooms. Financially a move to smaller accommodation by households currently in
accommodation with four or more bedrooms should readily release substantial levels of
equity, without requiring a move away from the same locality.

The potential for equity release is far less, however, for households moving from three
bedroom to two bedroom accommodation, as can be seen from Figure 2.8 below. This is
particularly the case in the northern regions of the country, and in the east midlands, where
the potential equity released by such a move is on average between £23,000 and £26,000.
This is not a huge sum when the costs of moving (legal fees, stamp duty and removal costs,
refitting/redecorating a new home) are taken into consideration.

Figure 2.8. Average equity released by moving into a dwelling with one less bedroom
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Within each region there are also a substantial number of areas where the price differentials
are lower still, and moving locally from three bedroom to two bedroom accommodation is
thus unlikely to result in any net release of equity after all the costs associated with moving
have been met. The opportunities for low income older home owner households to release
equity by moving from three to two bedroom accommodation, without moving to a different
area, are thus extremely limited

Equity release schemes

An alternative to trading down would be to release equity. There are two main types of equity
release scheme — lifetime mortgages and home reversion plans. Lifetime mortgages
typically allow the older homeowner to borrow against their property, and to roll up the
interest and capital due until either the individual dies or sells the property. Home reversion
plans involve selling all or part of the property to a company for either a capital lump sum or
an annual income, with the borrower retaining the right to live rent free in the property until
their demise. Lifetime mortgages have by far the largest share of the market (see Safe Home
Income Plans at http://www.ship-Itd.org/default.aspx). It appears therefore that there is very
substantial potential for growth in these schemes to enable older home owners to
supplement their incomes however those whose properties are worth less will gain least from
equity release. It remains the case, however, that relatively few older home owners are
interested in such schemes, and many remain wary of them, although it may be that
attitudes will change over time.

2.5 Housing choices of older people

Evidence from a number of studies consistently indicates that many older people intend to ‘stay
put’ as they grow older — rather than move into specialist housing settings, or indeed to
smaller properties (Croucher, 2008; Croucher et al, 2009). They intend to adapt their current
homes if necessary to accommodation changing needs (for example by installing a downstairs
toilet, walk-in shower). Reasons for not moving are linked to neighbourhood, social and family
networks, and concern that specialist housing schemes are only really suitable for the very old
and infirm. While older people’s housing options have been explored, studies have usually
focused on older home owners, and those living in the public rented sector, much less is known
about the housing intentions of those in the private rented sector, although this sector is likely
to grow in strategic importance. Work undertaken recently suggests that the private rented
sector provides a useful alternative option to older people, particularly around choice of
location, however older tenants have concerns about the long term affordability of remaining in
the sector (Rugg and Croucher, 2010).

Some older people do move, and housing decisions in later life are complex, although they
are frequently related to health status or impairment (Croucher, 2008). Studies also show that
neighbourhood and satisfaction with neighbourhood is an important determinant of housing
choice in later life (Croucher, 2008). A recent study of attitudes towards ageing in Scotland
(Davidsonet al., 2007) demonstrated that younger people tend to give little thought to where
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they will live when they are older, and - in line with studies of older people’s housing
aspirations and choice — older people felt they would only move if and when they had to.
Overall the study suggested that the public would welcome greater consideration to the
number and types of homes that are being built, and their suitability for older people. These
views are echoed by the report of the Housing for an Ageing Population Panel for Innovation
(HAPPI) which investigated how the design of new housing could take account of the housing
needs of older people, particularly the younger old who are likely to have greater
expectations of housing quality (Homes and Communities Agency, 2009).

2.6 Housingrelated support services for older people living at home

Information and advice

As noted above, studies of older people consistently report their intention to remain at home,
but it is questionable as to whether this is an intention based on choice, or one based on lack
of information and knowledge about available alternatives. Recent and current work being
undertaken with older people in the Centre for Housing Policy indicates that older people are
often unclear about their benefit entitlements, how to access support and care services that
might be available to them, or where to find information and support to explore their future
housing choices. Some groups of older people might face additional barriers, for example,
sensory or mobility impairment. Older people from black and minority ethnic groups may also
face particular difficulties in accessing information and advice (Croucheret al, 2007a). As
stated elsewhere, better information about housing options might enable older people to
make better informed, proactive decisions as opposed to reactive decisions at the point of
crisis.

Care and Repair Projects

Care and Repair projects are intended to support older homeowners to remain in their own
homes by providing assistance with housing repairs, improvements or adaptations. Clearly
they have a potentially crucial role in supporting older people, and also assisting with
improving housing standards. Demand for services is generally high, and often greater than
resources available.

Equipment and adaptations

As the evidence consistently points to the determination of many older people to remain
living in their own homes as they grow older, services to allow changes and adaptation to the
home will play an important role in allowing those who chose to remain in their own homes to
realise that choice, promote theirindependence, and enhance their sense of safety and
security.

Work undertaken in CHP in the last two years that has explored older people’s housing choices
(Croucher, 2008; Croucheret al,, 2009) gives some indication of the type of adaptations that



support for older people, and involved a re-thinking and re-designing of services across a
whole local authority. Findings of the evaluation suggest that it was successful in promoting
independence and choice for older people and in enabling people to stay in their own homes,
primarily through enhancing people’s sense of safety and security. The study also found that
the initiative successfully supported carers of older people. Mainstreaming the service may
also reduce the stigma of using services. Evidence on cost effectiveness showed positive
results. While these results are encouraging and highlight the potential of assistive
technologies, it is to be noted that West Lothian is the most developed and large scale user of
telecare in the UK; thus, taking forward a similar programme in other areas may prove to be a
different experience.

McCreadie and Tinker (2005) explored attitudes of older people (aged 70 and above) towards
technologies in their homes, suggesting a complex model of acceptability where individuals
need to recognise themselves that they need assistance and be confident that devices work
properly, reliable and safely. Moreover people need sufficient information, advice and
financial resources to access technologies. These findings are supported the Review of
Sheltered Housing in Scotland (Croucheret al., 2007b). Older people were not always clear of
how community alarms worked and some were fearful that the response would not be
sufficiently speedy. The concerns regarding changes to warden services, particularly out-of-
hours cover, might be seen to be attributable to a lack of understanding and confidence in
community alarm systems.

2.7 Specialist housing for older people

Sheltered Housing

Many commentators question the need or desirability for “special” housing for older people,
preferring to emphasise the need for all housing to be inclusive, and to take account of the
needs of older people (see for example, Hanson, 2001; Heywoodet al., 2002). Work to
understand the housing preferences of older people suggests that some older people would
be uncomfortable in an age-segregated setting, but that for others moving to an age-
segregated setting is a positive choice in later life. The combination of independence and
security offered by sheltered housing and housing with care is consistently reported as being
attractive feature. In brief, having your own front door and control over your home environment
in combination with knowing your neighbours will be people like you,that the physical
environment has been designed for older people, and crucially help is at hand when needed.
In addition, specialist housing schemes may offer opportunities for reducing social isolation.

The main form of special housing for older people is sheltered housing, a form of housing
with basic support aimed at reducing social isolation and feelings of vulnerability and

2 See also Heywood 2001, Haywood, 2005
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people had made or would make if necessary. Most usually these were walk-in showers,
downstairs toilets/shower rooms and chair lifts. Heywood (2004)? reports a recent and major
qualitative study of the effectiveness and value of housing adaptations, highlighting the health
impacts and demonstrating that when these are well-designed and take into account
individual preferences, they can provide long term beneficial and preventative effects on both
physical and mental health. Effects include reducing pain, accidents and fear of accidents and
depression. However, Haywood also notes that adaptations can sometimes fail, usually as a
result in weakness in the original specification, and can in some cases create a sense of
intrusion, or loss of control of the home environment, as well as being a waste of resources.
Again work in CHP supports these findings. Older people are sometimes resentful of the
sometimes ugly and cumbersome equipment that takes up valuable space, and is a visible
reminder of their failing capacities, and medicalises the home environment. Heywood also
notes that delay in installation was another cause of waste, leading to out-dated assessments,
and accidents and hospitalisation during the waiting period.

Other studies (see for example, McClatcheyet al,, 2001, O’'Neilet al,, 2003) have explored the
role of adaptation for people with different types of impairment. Overall the evidence
suggests that adaptations can make an enormous difference to individuals, however they
need to be properly resourced, delivered within reasonable time periods, and undertaken
with a high degree of sensitivity to individual needs and preferences.

Assistive technologies

Assistive technologies are expected to make an increasingly important contribution to older
people’s independence and autonomy, allowing them to remain at home, reduce admissions
to care homes or hospital, and improve quality of life for older people and their carers (see for
example, Audit Commission, 2004; Bowes and McColgan, 2006). In addition, technologies are
increasingly being seen as the response to increasing needs and a diminishing workforce (DH,
2005). Already technologies such as community alarms are commonly used (an estimated
1.3 million have been installed in the UK).

Although expectations of assistive technologies are high, the evidence base remains limited
(Poole, 2006). Much of the evidence is derived from development programmes, or from
mainly small scale use of such devices (see Bowes, 2006). An important contribution to this
evidence base has been made by Bowes and McColgan (2006), who report a three year
evaluation of West Lothian’s Opening Doors for Older People (ODOP) Initiative. As part of this
initiative, a Home Safety Service was installed in more than 2,000 homes. The basic package
consists of: a home console (linking sensors to a control centre), activity monitors, flood
detectors, heat extreme sensors, and a smoke detector. Depending on individual need,
additional devices can also be installed. As far as possible, the intention of the ODOP Initiative
was to “mainstream” the technology and ensure that every older person’s household,
regardless of whether this was in general needs housing or sheltered/extra care housing had
smart technology installed, which could then act as a platform for additional services should
care and support needs increase. The initiative addressed the whole model of care and



insecurity. Commentators have noted the ambiguity of its role, particularly given increasing
focus on supporting people in their own homes. The relatively recent Review of Sheltered
Housing in Scotland (Croucheret al,, 2007b) highlighted the range of provision in Scotland in
terms of services provided (for example, on-site scheme manager cover), numbers of units
available in different local authority areas, and varying levels of demand. It seems likely that
the picture of provision is very similar across the UK. Much of the sheltered housing stock is
no longer considered fit for purpose with regards to accessibility and suitability for disabled
people. Space standards can also be poor (for example, bed-sitting room accommodation).

Changes to warden or scheme manager services, consequent to the introduction of the
European Working Time Directive, have resulted in considerable changes to sheltered
housing provision and a re-thinking of its viability. Moreover, evidence has consistently shown
low levels of need in some schemes (between one quarter and one third of residents move
into sheltered housing with no support needs at all and consequently find a regular visit from
a scheme manager unnecessary or intrusive) alongside increasing levels of need in among
older people in the community. Resident wardens are increasingly being seen as an
irrelevance (see EROSH, Position Statement on Resident Wardens and their Alternatives).

Alternatives to the 24 hour resident warden or scheme manager cover include:

° no on-site cover, with floating support provided to those residents who need it;

° scheme managers being based in schemes during normal working hours, with out of
hours emergency cover provided by community alarms;

° floating support where support staff may be based in sheltered housing, but provide
services to older people living in the community as well as scheme residents;

° hub and spoke model where sheltered housing schemes provide a resource point for
the wider community as well as individual residents.

As yet there has been no evaluation of the effectiveness of these different models, however
various studies indicate that changes to sheltered housing have not been well received by
many residents in part due to way changes have been implemented without consultation
(King at al, 2009).

New models of housing with care

In the last ten years or more, new models of housing with care have begun to emerge that
combine independent housing with relatively high levels of care. While there are a range of
definitions (extra care, assisted living, very sheltered housing), “extra care housing” is the
broad term given to these models of housing that allow independent living in self contained
flats or bungalows, but also offer relatively high levels of care and support to older people (see
Croucheret al., 2006; Riseborough and Fletcher, 2003). Flexible provision of care allows
people to remain in their homes even if their needs increase. In the last decade, however,
there has been growing interest, particularly in the potential of such schemes to reduce the
need for residential care and facilitate the maintenance of independence, reduce social
isolation, and improve the quality of life for residents. Thus there have been an increasing
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number of developments that as Oldman (2000, p. viii) states, “conform neither to pure
sheltered housing nor pure residential care”. There has also been considerable investment,
notably from the Department of Health’s Extra Care Funding Initiative which has committed
£147 million towards such developments between 2004 and 20083

There is a growing evidence base around the new models of housing with care (see for
example, Croucheret al., 2006; Vallellyet al,, 2006; Croucheret al,, 2007a; Evans and Means,
2009; Bernardet al., 2007; Evans and Vallelly, 2007a and 2007b; Dartonet al., 2008)). Studies
show that on the whole older people are satisfied with housing with care and consider it to
have been a positive choice. However on some key variables (notably the capacity of
schemes to reduce social isolation, provide an alternative to residential care, and provide a
home for life) evidence of effectiveness is somewhat muted, although more recent research
is beginning to address these crucial issues. There appears to be an inherent tension between
promoting independence and meeting the needs of very frail older people and the need for
appropriate support (as opposed to care) to sustain the concept of independence. Of
particular concern are the issues of how best to meet the needs of older people with
dementia or other types of chronic life limiting ilinesses in such settings, and provide
effective end of life care (see also, Croucher, 2006; Easterbrook and Vallelly, 2009; Crosbieet
al, 2009). Housing with care is not a panacea for all older people’s housing, care and support
needs, and the need for alternative provision should be addressed. Indeed, the future role of
extra care housing is already being questioned, given the introduction of personalised
budgets, and the relatively high costs of this type of provision, which may no longer be
affordable in the future (Hanover Housing Group, 2009; Vallelly, 2008; Macadam et al., 2009).

While the focus of this paper has been on housing for older people, it is essential to highlight
that ‘housing’ does not exist isolation, and that neighbourhood and neighbourhood services
and facilities are important determinants of older people’s housing choices, and have an
influence on health and well being (CLG, 2008).

2.8 Health

Key issues for an ageing population are the prevalence of disease and of disability status.
There is an established trend towards increased costs of healthcare because of ageing, the
availability of new and more expensive treatments and people surviving longer with serious
illness/disability (Polder et al. 2002; Gray 2005). In addition, some ethnic groups have rates of
illness/disability which differ from other groups, and large health/mortality differences are
associated with income inequality and are linked to local pockets of socio-economic
deprivation (Alcock, 2003; Mackenbach, et al.1997). Northern England faces key challenges
linked to urban deprivation, rural deprivation, income inequality, ageing and migration.

3 Details of the DH programme and the schemes that have been funded can be found at the following link:
www.integratedcarenetwork.gov.uk/index.cfm



In addition to the health and disability issues affecting an ageing population, an increasing
number of disabled children are surviving infancy due to advances in medicine. This group,
disabled children aged 16 and under, are the fastest growing group amongst the population
of disabled people in the UK (Prime Minister’s Strategy Unit, 2005)

The UK’s population is ageing, with a projected five and a half million more elderly people by
2030. At present, average NHS spending for retired households is nearly double that of non-
retired households (in 2007/8, this was £5,200 compared with £2,800). These averages
conceal variations within older age groups, with the costs of services much higher for the
oldest age groups than those for newly retired people. It is predicted that the costs of
providing hospital and community care for people over 85 years old is three times higher
than for those between 65 and 74 years old (Cracknell, 2010). Clearly the rise in the number
of older people in the future will have a major impact on public spending budgets.

Government is acutely aware of health-related challenges engendered by an ageing

population. The White Paper Healthy Lives, Healthy People: Our strategy for public health in

England (Department of Health, 2010) set out a long-term vision for the future of public

health in England. The aim was to create a ‘wellness’ service and to strengthen both national

and local leadership by:

o emphasising more personalised, preventive services focused on delivering the best
outcomes for citizens;

° local government and local communities will be at the heart of improving health and
well-being for their populations and tackling inequalities.

The government hopes to achieve this agenda by sharing responsibility right across society
— between individuals, families, communities, local government, business, the NHS,
voluntary and community organisations, the wider public sector as well as central
government. It is intended that individuals should feel in control of their health, well-being
and care. For both public health and social care, the vision involves services and support
delivered in a partnership between individuals, communities, the voluntary sector, the NHS
and local government, including wider support services such as housing. It is intended that
local government will be empowered to tackle local issues, with central government
providing a legislative framework to enable them to do so (e.g., equality policies). The NHS will
play a crucial in achieving these goals by preventing ill health, screening for disease,
supporting people with long-term conditions, improving access to care for the whole
population and tackling health emergencies. GPs*, community nurses, allied health
professionals, dentists and pharmacists in the community, and hospital-based consultants
and nurses will also play a vital part, while charities, voluntary organisations and community
groups already engaged in key roles will continue to provide services to individuals and

4By 2013, all Primary Care Trusts in the UK will be abolished, with commissioning strategies originally held by them
being switched to GP-led consortia. Each consortium will be allocated budgets by a new NHS Commissioning Board
based on the size of their client list and levels of deprivation in their area.
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communities, as well as acting as advocates for excluded groups and catalysts for action
(Department of Health, 2010).

This government document was in part a response to a report published in 2010 by the
Marmot Review Team called Fair Society, Healthy Lives. This report demonstrates that there
are gaps of up to 7 years in life expectancy between the richest and poorest neighbourhoods
inthe UK, and up to 17 years’ difference in life expectancy between disability and disability-
free groups. The report also highlights wide variation within areas of the UK: for instance, in
the London ward of Kensington and Chelsea, a man now has a life expectancy of 88 years; this
is compared with 71 years in Tottenham Green, one of the capital’'s poorer wards. Low income
and social deprivation are associated with higher levels of obesity, smoking, mental illness
and health difficulties arising from drug and alcohol misuse. The report also shows that
inequalities based on race, disability, age, religion or belief, gender, sexual orientation and
gender identity can interact in complex ways with socio-economic factors in determining
people’s state of health. Some vulnerable groups (e.g., people with learning disabilities) have
considerably lower life expectancies than would be expected on the basis of their socio-
economic status alone (Marmot Review, 2010).

Among the key messages and recommendations put forward by the Marmot review are:

o Reducing health inequalities is a matter of fairness and social justice;

° There is a social gradient in health — the lower a person’s social position, the worse his
or her health. Action should focus on reducing the gradient in health;

° Action on health inequalities requires action across all the social determinants of
health;

° 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;

o Action taken to reduce health inequalities will benefit society in many ways, including
economic benefits in reducing losses from iliness which currently account for
productivity losses, reduced tax revenue, higher welfare payments and increased
treatment costs;

° Economic growth is not the most important measure of our country’s success. The fair
distribution of health, well-being and sustainability are important social goals;
° Reducing health inequalities will require action on six policy objectives:

— Give every child the best start in life;

— Enable all children / young people and adults to maximise their capabilities and
have control over their lives;

— Create fair employment and good work for all;

— Ensure healthy standard of living for all;

— Create and develop healthy and sustainable places and communities;

— Strengthen the role and impact of ill health prevention.



° Delivering these policy objectives will require action by central and local government,
the NHS, the third and private sectors and community groups;

° Effective local delivery requires effective participatory decision-making at local level.
This can only happen by empowering individuals and local communities (Marmot
Review, 2010).

Government has already put a number of key policies in place designed to address health
problems related to specific conditions. For disabled children, a programme called Aiming
High For Disabled Children (Department of Health, 2009a) has been developed, which has
three priority areas: 1) access and empowerment: making services more accessible and
involving young people and their families in delivery of local services; 2) responsive services
and timely support: engaging all professionals in services for disabled children; 3) improving
quality and capacity. new funding to provide services such as breaks. Funding for disabled
children as part of the government programme Healthy Lives, Brighter Futures: The strategy
for children and young people’s health will provide additional resources for short breaks,
community equipment, wheelchairs and palliative care.

To target dementia, the government has developed a tailored strategy, first published in
February 2009 (Department of Health 2009b). Living Well With Dementia sets out a vision for
transforming dementia services with the aim of promoting better awareness of the condition,
earlier diagnoses and a high quality of treatment in all settings. These aims are intended to be
achieved through local delivery of quality outcomes and local accountability for achieving
them. This new outcomes-focused approach, which involves ensuring better transparency
and the timely provision of information, will enable people to have a good understanding of
locally available services, how these compare to other services, and the level of quality that
they should expect.

Itis predicted that demographic change will result in an increase in numbers of older people
with learning disabilities and young people who have complex needs and learning difficulties.
Valuing People Now (Department of Health, 2009¢) is a revised White Paper (extending an
earlier version called Valuing People, published in 2001) aimed at improving the conditions
for people suffering from learning difficulties as well as their carers. The document states that
all people with learning disabilities should be regarded as people first who have a right to lead
their lives like any others, with the same opportunities and responsibilities, and to be treated
with dignity and respect. There are three key priorities to focus on: employment, housing and
health, and these aims are intended to be achieved by a promotion of personalisation and
person-centred planning.

For mental health, the government has developed a strategy called No Health Without Mental
Health: A cross-government mental health outcomes strategy for people of all ages (2011).
This strategy sets out six objectives with a view to improving the mental health and well-being
of the nation, placing equal emphasis on physical and mental health, and improving
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outcomes for people with mental health problems through improved services. Additionally,
the impact of mental health issues on housing, employment, and the criminal justice system
are focused upon, with a view to informing increasing awareness of the issue.

2.9 Social care

There is an increasing need for care, at a time when most Local Authorities (LAs) are rationing
access to social care budgets ever more tightly, meeting only critical and substantial need;
this is severely squeezing moderate need and preventative support, increasing pressures on
unpaid carers (CSCI 2009). Northern England is implementing many new policies and
initiatives introduced in the 2000s — e.g. personalisation of services, individual budgets,
direct payments; Supporting People; new policies affecting carers (National Carers Strategy
2008 and 2010); National Dementia Strategy, new mental health and older people’s service
frameworks; social care workforce development strategy (etc.). There are strong pressures to
improve services, reduce costs, and for health and social care agencies to collaborate, all
creating challenges and opportunities at the local and regional level in Northern England.

This section reviews the current literature and policy initiatives in social care with a particular

focus on:

o The different modes through which social care is delivered: unpaid carers; social service
provision of social care; and self-funded care.

° New developments in social care: personalisation; telecare; telehealth and ICT

° The social care workforce.

2.10 Unpaid carers

Social care is currently delivered through unpaid carers, social care services and private care
arrangements. The majority of care is provided by unpaid carers and this is likely to continue
given the increasing need and the retrenchment of social service support both directly and
through voluntary organizations. Indeed Carers UK Wales (2010) estimated that unpaid carers
in Wales provide 70% of all care and the figure for England is likely to be similar.

In 2001, the Census counted 4.85 million unpaid carers in England, 10% of the population
(ONS, 2003). These data show that 58% of unpaid carers are female, 80% are aged 16 to 64
and 2% are children aged under 16. Figure 2.9 shows the age-sex distribution of carersin
England whilst Figure 2.10 presents the percentage of people who are carers. At all ages up to
75 women are more likely to be carers than men. The Census also asked how many hours of
care people provide. This showed that over 935,000 carers (20%) in England provide 50 or
more hours of care a week, however, this varies considerable by age (Figure 2.11). Caring also
varies by ethnic group although this may in part be a reflection of the different age-sex
profiles of these populations (Figure 2.12).



Figure 2.9. Age-sex distribution of carers in England
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Figure 2.10. Percentage of people who are carers in England
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Figure 2.11. Carers providing 50+ hours of care a week
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There are also geographic differences in unpaid caring. The prevalence of unpaid caring varies
by area with deprivation associated with a higher prevalence of unpaid care (Young et al,, 2005).
Carers access to support also varies according to their locality. A survey of rural carers in Northern
Ireland (Carers UK, 2003) found that although rural carers had the same needs as carers living
in urban settings they faced extra barriers of physical and social isolation and lack of services.

Figure 2.12. Percentage of people who are carers in England by BME group
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A recent survey of carers in households in England (NHS Information Centre, 2010a) showed

that 1526 of households contained a carer representing about 3 million households. In

addition the survey found that:

° 37% of carers (which equates to around 1.7 million adult carers) were the only support
for their main cared for person.

o 27% of carers had been looking after their cared for person for at least ten years, and
8% for 20 years or more.

° 52% of carers said their health had been affected and 42% said their personal
relationships, social life or leisure time had been affected because of the care they
provided.

Figure 2.13 shows the relationship between caring and economic activity in England. As the

amount of care a person provides increases, they are:

° Less likely to be in paid employment, particularly full-time

° More likely to be early retired, particularly male carers

° More likely to be looking after their home and family full-time
° More likely to be permanently sick or disabled.

Box 2.1 shows the increasing recognition by government of the role of unpaid carers

(Buckner et al, 2010a; Yeandle, 2010). In addition, there have been a number of measures
put in place by governments to support unpaid carers in their caring role (Box 2.2).

This is one of a series of five reports looking at the impacts of demographic change in the North of England.



In the future the demand for unpaid care will increase (Wanless, 2006; Pickard 2008).
However, the future supply of unpaid care is likely to be affected by a number of factors
including: the decrease in family size and the increase in childlessness; the change in
relationships; and the increasing complexity of families (Clark, 1995) and also changes to the
retirement age and increased labour market engagement of people, and in particular women,
over the age of 50. This may give rise to more people becoming part of the ‘sandwich
generation’— mid-life adults who have dependent children or older children that are partly
dependent whilst at the same time as caring for elderly parents. Grundy and Henretta (2006)
found that around a third of women aged 55-69 in Great Britain reported providing help to
members of both generations, whist one-fifth provided support to neither.

Figure 2.13. Economic activity by amount of care and gender in England
(men aged 16-64, women aged 16-59)

B Employee FT

B Employee PT

[ Self-employed

I Unemployed

I Retired

M Student

B Looking after home/family

Permanently sick/ disabled

[ Other economically inactive

No 1-19  20-49 50+ No 1-19  20-49 50+
care hours hours hours | care hours hours hours

MEN WOMEN
Source: 2001 Census SAM, Crown Copyright 2003

Box 2.1. Existing statutory rights for carers
Carers (Recognition and Services) Act 1995 introduced the concept of a Carers Assessment
Employment Relations Act 1999 gave employees the right to ‘reasonable time off’ to deal with emergencies

Carers and Disabled Children Act (2000) gave carers the right to an Assessment (carers of adults and carers of disabled
children). Allowed carers to receive services in their own right and introduced Direct Payments to purchase them. Direct Payments
also offered to parents of disabled children to manage on their child’s behalf.

Employment Act 2002 established the right to request flexible working arrangements for employed parents of disabled children
under the age of 18.

Carers (Equal Opportunities) Act 2004 Local authorities have a statutory duty to inform carers of their rights and to consider
their wishes re education, training and employment when conducting Carers Assessments.

Work and Families Act 2006 extended the right to request flexible working arrangements to all carers in employment.

Childcare Act 2006 placed a duty on local authorities to provide sufficient childcare for working parents ‘which includes provision
suitable for disabled children’.

Pensions Act (2007) reduced the number of qualifying years carers need for a full basic state pension; introduced a new Carers
Credit for those caring 20+ hours a week for someone who is severely disabled.

2nd National Strategy for Carers (2008) introduced new cross-departmental commitments to carers covering: services; income;
employment; and health.

Equality Act (2010) prevents carers from discrimination (including at work) because they care for a disabled person
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Box 2.2. Support for carers

1st National Strategy for Carers (1999) — ‘Caring about Carers’ ‘Enabling carers to work’ became a stated priority for
government; annual ‘Carers Grant’ funding allocated to local authorities.

Our health, our care, our say (2006) announced a New Deal for carers including a range of measure to support carers including a
national helpline, funding for short-term home-base respite, funding for training for carers.

2nd National Strategy for Carers (2008) — “Carers at the Heart of 21st-century Families and Communities’ set out a vision
for supporting carers including carers will be respected as expert care partners and will have access to the integrated and
personalised services they need to support them in their caring role; carers will be able to have a life of their own alongside their
caring role; carers will be supported so that they are not forced into financial hardship by their caring role; carers will be supported
to stay mentally and physically well and treated with dignity; children and young people will be protected from inappropriate caring
and have the support they need to learn, develop and thrive, to enjoy positive childhoods and to achieve against all the Every Child
Matters outcomes: to be healthy, stay safe, enjoy and achieve, make a positive contribution and achieve economic well-being.
Funding was made available for short breaks, support for carers to (re)enter the job market and help for young carers. In addition it
included pilots to explore annual health checks for carers, the ways in which the NHS can better support carers and ways to
provide more innovative breaks for carers; training for GPs; a more integrated and personalised support service for carers;
accessible information and targeted training for key professionals.

Carers Strategy (2010) — ‘Recognised, valued and supported: next steps for the Carers Strategy’ included support for
those with caring responsibilities to identify themselves as carers at an early stage, recognising the value of their contribution and
involving them from the outset both in designing local care provision and in planning individual care packages; enabling those
with caring responsibilities to fulfil their educational and employment potential; personalised support both for carers and those
they support, enabling them to have a family and community life; supporting carers to remain mentally and physically well.

In addition, there is evidence of generational differences in attitudes to caring. DRC et al.
(2007) found that 49% of survey respondents aged 15-34 said that they will provide care in
the future compared with 57% for people aged 53-54. Although younger people’s attitudes
may change as they age any decline in the willingness of people to provide unpaid care in the
future will have a significant impact for people who need support.

2.11 Social Services provision of social care

Social service provision in England is supplied directly by or through the 150 Councils with
Social Service Responsibilities (CSSRs) (unitary or county councils). These CSSRs set their own
criteria to assess need using a framework of four eligibility levels which correspond to
increasing levels of need: low, moderate, substantial, and critical. Data show an increasing
number of people age 18 and over are supported by services supplied directly by or through
Councils with Adult Social Service Responsibilities (CASSR) in England (Table 2.1). Between
2001 and 2009 the number of clients supported by CASSR increased by 214,000 (14%). This
increase is often associated with an ageing population. However, the data show that although
the population aged 16-64 increased by 6.5% over this period, the number of people aged
16-64 in receipt of services increased by 28%. In contrast, the population aged 65 and over
increased by 7.6% and the number of people in this age group in receipt of services increased
by 8.1%. In addition, by 2008-2009 68% of people in receipt of services were aged 65 and
over, a decrease from 72% in 2000-2001. This is not wholly unexpected given:

° The improvement in the health of older people, particularly those aged 65-84, who now
rely increasingly on health service support to help them live independent, active lives
(e.g. through the use of drugs to manage conditions such as heart disease)



° The rationing of social service support to older people to all but those in critical need

° The growing recognition by government of the need to support disabled people, many
of whom have multiple and complex needs and require intensive packages of care and
support to live independently

° Growing demand for support from younger sick and disabled people (Franklin, 2009).

Table 2.1. People aged 18 and over in receipt of services from CASSRs
in England: 2001-2009

Year All clients receiving services (‘1000s) Clients receiving cotnmunlty—based services
(1st Apr - (‘000s)

2000-2001 1,552 427 1,125 1,315 390 925
2001-2002 1,635 443 1,192 1,375 402 973
2002-2003 1,679 464 1,215 1,403 414 989
2003-2004 1,737 483 1,254 1,462 434 1,028
2004-2005 1,720 492 1,228 1,456 445 1,011
2005-2006 1,749 518 1,231 1,494 472 1,022
2006-2007 1,774 543 1,231 1,522 497 1,025
2007-2008 1,774 553 1,221 1,535 510 1,025
2008-2009 1,782 566 1,216 1,537 521 1,016

Source: NHS Information Centre (downloaded 18th January 2011)

The majority of clients received community-based services® although Tables 2.2 and 2.3 show
that this varies considerably by primary client type. In 2008-2009, 862 of all clients received
community-based services, however, this varied from 62% of clients aged 18-64 whose
primary client type was substance misuse to 96% of clients aged 65 and over with a disability.
There have also been changes in provision over time for particular client groups. There has
been anincrease in the percentage of clients aged 18-64 with a learning disability, and
vulnerable people aged 65 and over, receiving community-based services. In contrast, over the
same period, there was a decrease in the percentage of people aged 18-64 whose primary
client type was substance misuse and clients aged 18-64 classed as vulnerable, receiving
community-based services. These client groups are now more likely to be in receipt of
residential or nursing care.

> Community-based se