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Foreword 
 
Welcome to the tenth annual edition of Age UK­s State of Health and Care of Older People report. The story 

it tells begins with the fundamental demographic fact that the numbers of older people in our country are 

rising quite quickly. However, at the same time, over the last couple of years healthy life expectancy has 

fallen at ages 50 and 65. This overall decline in older people­s health masks massive inequalities in terms of 

income and geography, with advantaged older people often ageing well while their less fortunate peers 

struggle. Many of those who do need support from NHS services and social care can­t access it speedily or 

sometimes at all. Services are under huge pressure and levels of public satisfaction have gone down. As 

both the NHS and the local authorities that oversee the delivery of social care battle to meet high demand 

with static or reduced resources in real terms, the burdens on unpaid carers are increasing. The pressures 

on staff in health and social care are intense too, undermining essential efforts to improve recruitment and 

retention and fill substantial workforce gaps. 

 

Within healthcare, there is a growing trend towards more older people who can afford it choosing to ¬go 

private­ for some procedures, sharpening inequalities. Within social care, increasing numbers of older 

people are being forced to fund their own support as the State funded system lags between growing 

demand from older and disabled people. This means that increasingly, it is only the very poorest older 

people with the most severe needs whose care is being paid for by the Government, with everyone else left 

to fund their own. Such is the cost that some older people are unable to afford to pay for enough, or 

sometimes any care, so if they lack friends or relatives who can help them for free then they have to cope 

alone. This in turn makes them more likely to become unwell and so a damaging cycle continues. 

 

How have we reached this depressing position? Part of the answer is that as the years go by it is becoming 

clearer that the experience of living through the pandemic significantly weakened many older people­s 

health and resilience, leading to some becoming sicker more quickly, increasing their demand for health 

and care support. The pandemic also halted most routine NHS procedures so waiting lists that were already 

lengthening increased exponentially. They remain stubbornly long today, despite energetic attempts by the 

NHS and the Government to bring them back down again. 

 

However, where we are now is to an even greater extent the product of more than a decade of State 

underinvestment in the NHS and social care, plus a lack of workforce planning and future proofing to make 

our system fit for an ageing population. The upshot is that we haven­t got enough GPs, hospital beds or 

social care professionals, among other key deficits. By any measure this is a big strategic failure on the part 

of predecessor governments and as the biggest users of both the NHS and social care, older people are 

inevitably impacted the most.    

 

But not all is lost: we can escape this ¬doom loop­ and we must. A few months ago the incoming Government 

published a 10 Year Health Plan, which sets out the transformational change it believes is needed to put the 

NHS on an even keel and make it fit for the future. Age UK strongly supports its main thrust, the aim of 

shifting the emphasis in healthcare ¬from hospital to home­ through the development of a Neighbourhood 

Health Service. We were pleased and honoured to be able to contribute to the development of this part of 

the Plan. As the initiative is rolled out it is essential that older people living with frailty and other long-term 

health conditions are among the top priorities for help, and that the essential contributions from social care 

and from VCSFE organisations like Age UK are properly factored in. An effective Neighbourhood Health 

Service wouldn­t just be good for older people, it would benefit us all and be a corrective for an approach to 

healthcare which leans too heavily on hospital in-patient care and underinvests in working in the 

community to sustain people­s health. 
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Earlier in the year the in-coming Government announced that it was establishing an independent 

Commission into the future of social care, under the leadership of Baroness Louise Casey. After a delayed 

start the Commission is now getting into gear. Given the litany of failed government social care initiatives 

in recent years and against the context of the current system failing to meet current, let alone future needs, 

it is imperative for older people that the Commission succeeds. The biggest concern for it is the slow 

timetable the Government set ± it is not due to report until 2028 ± and we can only hope that Baroness 

Casey decides to speed things up. Much of the policy groundwork for an initiative of this kind is already 

there but the Commission has a crucial role to play in articulating the trade-offs involved in reforming and 

refinancing social care and helping policy makers and the public to make decisions. 

 

Before the Election the Labour Party had pledged to introduce a Fair Pay Agreement (FPA) to benefit our 

underpaid care professionals quite quickly after entering office. Recently however it announced that the 

FPA will not come into force before 2028 ± into the next Spending Review period and before ameliorative 

efforts are in place to compensate for new immigration rules curtailing care workers coming here from 

abroad. This unfortunate sequencing poses a threat to the sustainability of social care services in the next 

few years as they are so highly dependent on having enough staff to deliver them. It also reinforces the 

impression that the Government is ¬long-grassing­ social care reform. 

 

The Government is keen to press ahead with improving the NHS but it remains to be seen how much 

progress is possible in one part of our health and social care system for as long as the other part limps 

behind. Ideally reforms to both sets of services would have proceeded hand- in-hand, and the fact that they 

are not means that in the shorter term it is the development of a Neighbourhood Health Service that has 

the greatest potential for improving older people­s health, wellbeing and quality of life ± but only if it is truly 

integrated in its approach so they get the joined up help they need. Age UK is committed to doing everything 

we can to help ensure this happens.     
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Recommendations 

 

 
 

 

  

1. Make older people an explicit priority cohort for Neighbourhood Health right from 
the start and throughout.   

2. By the end of this Parliament:   

a. Reduce the number of emergency admissions for acute and chronic 
conditions that could and should be managed in the community to under 
100,000 a year.   

b. Guarantee that all older people diagnosed with severe frailty in the 
community receive a structured medication review and falls risk assessment, 
as a minimum.  

c. Bring down the numbers of people delayed in hospital when fit for discharge 
back to pre-pandemic levels (approx. 4,500 on a typical day vs 12,000+ now).  

3. In order to achieve this, develop and put in place in every area shared community 
assessments involving NHS and social care services and minimum service 
requirements for rapid access to care such as physio and occupational therapy, 
community mental health and other rehabilitation services where needed.   

4. As part of the upcoming NHS workforce strategy, the Government must:   

a. Assess and standardise maximum GP list size, taking into account the size of 
the older population.   

b. Make funded commitments to grow the community workforce, including 
District Nurses.   

c. Increase and standardise core skills and capabilities across the workforce 
relating to older people­s care and frailty.   

5. Request the Casey Commission produces its final report in 2027 at the latest, rather 
than 2028.   

6. Develop measures to support the care workforce and mitigate the impact of the new 
Immigration Rules, including bringing the Fair Pay Agreement into force sooner 
than 2028 if at all possible.   

7. Develop a funded strategy to increase the proportion of unpaid carers who are able 
to take a break for 24 hours to at least 1 in 4 by the end of this Parliament.   
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1 HEALTH AND CARE NEEDS OF THE OLDER 
POPULATION 

 

1.1 England­s population is ageing 
 
Ageing is not a linear or consistent process; trajectories are diverse and there is no typical 

older person. Healthy ageing is defined as ñthe process of developing and maintaining the functional 

ability that enables wellbeing in older ageò.1 Physiological changes in older adults can be a 

consequence of the normal ageing process, disease and multimorbidity, or frailty, but is often a 

combination of these.2 A recent study led by University College London found that while our organs 

function as an integrated system, they can age at different rates.3 While some people will maintain 

their health and independence into their 80s and beyond, others will experience diseases, conditions 

and disabilities usually associated with later life in their 50s. A  large proportion of this diversity is the 

result of the cumulative impact of advantage and disadvantage across peopleôs lives. Impacts of 

factors such as sex, ethnicity, childhood nutrition, access to education, financial income, and caring 

responsibilities all contribute to diverse experiences of ageing.4  

 

óOlderô is not a fixed age. Data pertaining to óolder peopleô in England has historically been collected 

from the age of 65+. However, we have been struck by how much some members of the 50-64 age 

group are struggling, and on many different fronts. Over the past few years, Age UK has conducted 

seven waves of research into older peopleôs health and care. We expanded our recent research to 

include people aged 50+ and found some people in their fifties and early sixties have been very 

severely impacted by the cost-of-living crisis. This is exacerbated by low pay or not working because 

of caring responsibilities, ill health, disability and/or unemployment. We also know ethnic inequalities 

exist (see below). As a result, it is clear to us that less advantaged people in their fifties and early 

sixties need more policy attention and support to help them make the most of their lives now and to 

help them to flourish as they age. We have therefore sought to include this age group in our 

considerations of the state of health and care of older people in England.5 

 

The age structure of Englandôs population is shifting toward older ages, and the older 

population is increasing .6 In 2025, there are an estimated 22.3 million people aged over 50 in 

England, equivalent to 38% of the total population. By 2045, this is projected to increase by 4.2 million 

to 26.6 million (42% of Englandôs population) (Figure 1.1).6  
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1.2 Healthy life expectancy is falling at older ages 
 
Life expectancy gains at older ages stalled in the 2010s. 7 Life expectancy at birth is sensitive to 

changes in infant mortality at the youngest ages*, so to understand the experiences of older people 

we must focus on life expectancy at older ages. As shown in Figure 1.2, period life expectancy at 

older ages plateaued in the 2010s after a long period of year-on-year improvement. It fell during the 

COVID-19 pandemic but saw modest increases in 2021-23. These are likely, in part, to be accounted 

for by mortality displacement during the pandemic and a return to pre-pandemic levels (which has 

been modelled in other countries8). In 2021-23, life expectancy at age 50 stood at 34.5 years for 

females and 31.3 years for males. At age 65, life expectancy was 21.1 years for females and 18.6 

years for males.7 

 

 
*High infant mortality results in lower values of life expectancy at birth than at other ages. In populations with high infant 

mortality, those surviving the hazards of early childhood have a higher life expectancy than infants and the maximum life 

expectancy occurs not at birth but at a later age (usually expected to be at age one year). Thus, changes in mortality in the 

first year of life significantly affect life expectancy at birth. See: Miladinov, G. (2020). Socioeconomic development and life 

expectancy relationship: evidence from the EU accession candidate countries. Genus Journal of Population Science 76:2. 

https://genus.springeropen.com/articles/10.1186/s41118-019-0071-0
https://genus.springeropen.com/articles/10.1186/s41118-019-0071-0
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Healthy life expectancy at age 50 in England has continued to fall.  Figure 1.3 shows healthy life 

expectancy at age 50 has dropped to 20.6 years for females and 19.4 years for males. At age 65, 

healthy life expectancy has dropped to 11.2 years for females, and to 10.1 years for males.9  
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1.3 Geographic variation and health inequalities 
 

There is a 25 -year age gap between the median age in the oldest local authority and the 

youngest.  The Resolution Foundation10 report the median age in local authorities ranged from 55.3 

years in North Norfolk to 30.6 years in Tower Hamlets. The oldest parts of the country are often rural 

and coastal areas, while cities, particularly those with large universities, are significantly younger. This 

demographic divergence is expected to continue; coastal and rural areas are projected to continue 

ageing, as younger populations move towards cities. 

 

The more deprived an area, the lower the proportion of life spent in good health. In 2020-22, 

females age 50 living in the most deprived areas of England were expected to live 44% of their lives 

in good health, compared to 70% for females age 50 living in the least deprived areas of England. 

For males, proportions were 47% and 72%, respectively.11 

 

There is an 11 -year gap in healthy life expectancy at age 50 between Blackpool and 

Wokingham, areas in the most and least deprived areas of England. 9 At age 50, people living in 

Blackpool, which is one of the most deprived areas of England, have the lowest healthy life 

expectancy; 15.1 years for females, and 14 years for males (Figure 1.4). This contrasts with people 

living in Wokingham, one of the least deprived areas of England, with healthy life expectancy at 26.3 

years for females and 24.6 years for males at age 50.9 
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1.4 Health and care needs of older people 
 

Fewer older people report good general health than younger people.  ONS Opinions & Lifestyle 

Survey report in April 2025, 82% of people aged 16-29 reported their general health to be ógoodô or 

óvery goodô, compared to 61% of people aged 50-69, and just 54% of people aged 70+.12 

 

Many older people experience difficulties with day -to-day activities due to their health. * The GP 

Patient Survey 2025 found 59% of people aged 55-64 felt their long-term condition or illness reduced 

their ability to carry out day-to-day activities (Figure 1.5).13 For those aged 65-74, 56% agreed, 

increasing to 62% and 77% for those aged 75-84 and 85+, respectively.13   

 

 
* óActivities of daily livingô are routine, everyday tasks related to personal care and mobility about the home. They tend to be 

tasks we learn as young children, including walking (including getting up and down stairs), eating, toileting, bathing, and 

dressing. 
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Over the past year, people aged 50 ï59 were the most likely older age group to report 

difficulties with self -care, processing information, increased anxiety, and poor sleep . Age UK 

polling data from September 2024 showed that in the previous 12 months, older people aged 50-59 

were the most likely older age group to find it difficult to look after themselves; to process new 

information; to feel more anxious than the previous year; and to have not been sleeping well than any 

other age group over 6014. 

 

The likelihood of being out of work for older workers (aged 55 -64) with health limitations is 

much higher than for younger workers with health limitations.  While the employment rate for 

people aged 55-64 with health limitations improved in most European comparator countries between 

2018 and 2022, it got worse in the UK.15 In 2022, older workers with health limitations were 20% more 

likely to be out of work than their peers without health limitations. It is not fully understood if this 

difference reflects a greater severity of health limitations appearing with age; an imbalance in how 

labour market interventions are targeted at different age groups; or differing employment choices 

across the age groups (or a combination of these).  

 

Peopleôs experience of poor health does not appear to have improved since the COVID-19 

pandemic.  The proportion of adults in Britain reporting good or very good health has declined slowly 

but steadily since March 2020. The ONS Lifestyle and Opinions Survey found that while 77% of 

people surveyed reported good or very good health at the beginning of the first lockdown, this figure 

had dropped to 63% at the end of March 2025.12 
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1.4.1 Long- term conditions and multiple long- term conditions 

 

The number of older people living with long -term conditions is rising. 16 In England, 41% of 

people aged 16+ report having at least one long-term health condition.17 The most common conditions 

were: conditions of the musculoskeletal system (14.3%); mental, behavioural and 

neurodevelopmental conditions (10.6%); conditions of the heart and circulatory system (9.4%); 

diabetes and other endocrine and metabolic conditions (8%); and conditions of the respiratory system 

(6.8%).17 

 

People aged 55+ are more likely to report having a long -term condition or illness than people 

aged 16-54.13 Figure 1.6 shows 3 in 4 people (73%) aged 55-64 self-report having a mental or physical 

health condition or illnesses lasting, or expected to last, 12 months or more. This rises to 82% for 

those aged 65 to 74, and to 87% and 90% for those aged 75 to 84 and 85+, respectively.13 

  

 
 

The likelihood of living with multiple health conditions significantly increases with age. 18 As 

shown in Figure 1.7, in the 50-59 age group, almost one in five (17%) people have multiple long-term 

conditions. By 80+, this rises to two in three (68%) people.  
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There are ethnic inequalities in the prevalence of multiple long -term conditions. 19 A study of 

both patient records and large-scale social survey data led by Kingôs College London found that ethnic 

inequalities in the prevalence of multiple long-term conditions emerge from mid-life. By later life, older 

Pakistani, Indian, Black Caribbean and Other ethnic people have an increased risk of multiple long-

term conditions compared to White British people, even after adjusting for area-level deprivation. 

  

People tend to experience different combinations of long -term conditions across the life 

course.  A recent study led by Imperial College London20 found that specific combinations of long-

term conditions have a distinct and significant impact on health-related quality of life. While asthma 

and autism were the most common combination in children aged up to 19 years, depression and 

asthma dominated for those aged 20-49 years, hypertension and diabetes for 50-59 years, and 

cardiometabolic conditions (including heart attack, stroke, diabetes and fatty liver disease) and 

osteoarthritis for the older age groups.  

 

The combinations of long -term conditions experienced in later life are strongly associated 

with the greatest declines in health -related quality of life. A further study, led by the University of 

Glasgow21, found certain combinations of chronic conditions ï especially those involving pain (such 

as arthritis) and cardiometabolic diseases ï were linked to greater long-term reductions in health-

related quality of life than the total number of conditions alone. In older adults, these clusters had a 

stronger negative effect on daily functioning and well-being, underscoring the importance of treating 

the interplay and cumulative effect of conditions rather than focusing only on disease count. 
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1.4.2 Frailty 

 

Frailty is a term widely used but often misunderstood.  It is a health state associated with low 

energy, slow walking speed and poor strength,22 but living with frailty does not mean you are incapable 

of living a full and independent life. When used appropriately, it describes someone being less able 

to recover from accidents, physical illness or other stressor events.23 In practice, being frail means a 

relatively óminorô health problem, such as a urinary tract infection, can have a severe long-term impact 

on someoneôs health and wellbeing. In practice, this means identifying frailty and mitigating those 

risks is critical to effective care and wellbeing. 

 

One-third of older people who received a frailty assessment in primary care were diagnosed 

with moderate or severe frailty in 2024/25 .24 Of the older people in England who received a frailty 

assessment in 2024/25, 21% were diagnosed with ómoderateô frailty and 12% with ósevereô frailty. 

Alongside the additional level of health risk associated with frailty, people with moderate to severe 

frailty may need some help with outside activities and maintaining their home and may often have 

problems with stairs, bathing and dressing.  

 

Older people diagnosed with severe frailty are not always getting follow -up care. GP practices 

are incentivised to identify and assess people over 65 that may be living with frailty. Through this 

process, someone should be offered a care and support plan to optimise their care and reduce the 

risk of crisis and emergency care.  

 

Following good practice, they should also receive preventative measures such as a 

medication review and falls risk assessment.  As shown in Figure 1.8, only one in five (19%) 

received a falls risk assessment; 3% were referred to a falls clinic; and less than one in five (17%) 

received a structured medication review.24  More than one in four (23%) went on to experience a 

fall.24 
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Someone living with frailty may have no other diagnosed health conditions.  However, there is 

an overlap with long-term conditions, and many people live with both.25 Frailty is generally 

characterised by issues such as unintentional weight loss, reduced muscle strength and fatigue. The 

National Institute for Health and Care Excellence (NICE) recommends healthcare professionals 

consider assessing frailty in adults with multimorbidity.26 

 

Older people with frailty are more likely to experience recurrent falls than older people without 

frailty. 27 Frailty-induced falls are associated with a greater risk of fractures, hospitalisation, and a 

permanent move to a care home.28 Frailty assessment and diagnosis can be a gateway to support 

and services, including support to prevent falls. 

 

Falls and fractures are a common and serious health issue faced by older people.  Around one 

in three people aged 65+ and half of people aged 80+ will have at least one fall a year.29 In 2023/24, 

220,000 people aged 65+ in England had an emergency hospital admission due to a fall.30 Falls are 

a significant cause of both emergency admission to hospital and admission to long-term residential 

care.31 A fall (whether resulting in a fracture or not) indicates a high risk of fracture within the following 

year.32 After a fall, older people are significantly more likely to have a fear of falling33 , and older people 

with a fear of falling are at significantly greater risk of falls.34  

 

1.4.3 Mental health 

 

One in seven (14%) older people have symptoms of mental health problems. 17
 Across all age 

groups, women are more likely to have higher scores than men for the General Health Questionnaire*  

(GHQ-12) mental health screening instrument. Adults living in the most deprived areas are more likely 

to have higher scores than adults living in the least deprived areas.17 

 

One in five (19%) people aged 55 -64 have a common mental health condition, including 

generalised anxiety disorder, depressive episodes and panic disorders. 35 As shown in Figure 

1.9, women are more likely than men to have a common mental health condition in all age groups 

above 55. 

 
*The 12-item General Health Questionnaire (GHQ-12) is a widely used mental health screening instrument that measures 

12 symptoms including general levels of happiness, depression, anxiety, sleep disturbance and self-confidence. A score of 

four or more indicates probable psychological disturbance or mental ill health. 
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Of new claimants of health -related benefits aged 55 -64 between 2019 and 2024 in England 

and Wales, 22% were primarily for mental health reasons. 36 In England and Wales, 4 million 

people aged 16-64 (1 in 10) now claim either disability or incapacity benefits, up from 2.8 million in 

2019 (1 in 13). An investigation by the IFS found ñcompelling evidence that mental health has 

worsened since the pandemicò.37 

 

Older people may feel it is more difficult to discuss mental health issues than it is for younger 

people. 38 International Longevity Centre UK found older people could be more likely to feel shame 

when disclosing their mental health symptoms to a healthcare professional than younger adults. Some 

mental healthcare facilities are also perceived to not be age-friendly.38 A study of UK workplace mental 

health trends published in 2025 found that 51% of people aged 55 to 64 felt that stigma around mental 

health and seeking help was a barrier to accessing employee assistance programmes, with only 29% 

of people aged 18 to 24 feeling the same way.39 

  

1.5 Factors impacting health and care needs in later life 
 
Several interconnected factors shape health and care needs as people age. These include factors 

pertaining to support networks, which play a role in older peopleôs experiences of and responses to 

their health and care needs.   

 

Older people are  over -represented in rural and coastal areas  compared to urban regions .40 

Even though more older people live in urban areas in absolute numbers due to larger populations, 

the proportion of older residents is higher in rural settings, with coastal towns and remote 
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villages having especially high proportions of older residents. The 2025 Statistical Digest for Rural 

England notes the proportion of the population aged 65+ in rural settlements to be 26%, while in urban 

areas outside of London the proportion is 18%, and in London itôs 12%.40   

 

There were 4.3 million people aged 65+ living alone in the UK in 2023. 41 The number of people 

aged 65+ living alone in the UK increased 16% between 2013 and 2023, with older women more likely 

to live alone than older men (2.7 million women and 1.5 million men). Living alone increases older 

peopleôs mortality risk.42 A systematic review published in 2025 found that people living alone had 

a 21% higher chance of dying during the follow-up time of the study than those not living alone. Living 

alone involves structural risk (like reduced support or emergency care) that worsen over time with age 

and frailty. Living alone poses challenges in accessing healthcare provisions, including transportation 

for medical consultations, and managing healthcare logistics, but the stress associated with living 

alone can also exert detrimental impacts on both mental and physical health. A study by researchers 

at University College London found that older people who move to living alone after divorce or 

bereavement have a particularly significant increase in their mortality risk compared to their peers.43 

 

The number of people ageing without children is significantly increasing. In 2025, 19% of 

women in England and Wales aged 65 have never had children, compared with 14% of women aged 

75, and 11% of women aged 85.44 The number of single and childless older people needing care in 

the UK is projected to increase by 80% by 2032. 

 

One in 12 older people (8.0%) report often feeling lonely .45 Loneliness is associated with an 

average 14% increased likelihood of mortality in older people, and social isolation with an average 

35% increased risk.46 Longitudinal research47 has found higher levels of loneliness to be associated 

with poorer cognitive function, a worsening memory and declining verbal fluency over a decade.* 

Loneliness has also been shown to be associated with a range of poor physical health outcomesÀ, 

including high blood pressure, heart disease, obesity, and a weakened immune system.48 There is 

an increased or high risk of loneliness linked to health inequalities.  Age UK research49 found enduring 

loneliness to be weighted heavily towards groups of people including those on lower incomes. Life 

transitions ï and particularly role transitions, including through retirement, divorce or bereavement ï 

are also known to increase the risk of a person becoming or remaining lonely.50 

 

Around 16% of people aged 65+ in England are unpaid carers, equivalent to 1.8 million .51 Some 

7.5 million people in England aged 16+ provide unpaid care. One in five (20%) of people aged 50% 

in England are unpaid carers, equivalent to 4.3 million. óSandwich generation carersô are becoming 

increasingly common.52 Sandwich carers provide unpaid care for one or more older person while 

simultaneously looking after one or more child. They are predominantly women. The ONS estimate 

there are 1.4 million sandwich carers aged 16-64 in the UK.52 The ONS analysis also found sandwich 

carers to be more likely to find it difficult to manage financially, to have run out of food in the past 12 

months, and to be diagnosed with depression than their peers.52  

 

Caring has a significant impact on carersô physical and mental health. Carers are more likely 

than non-carers to report that they are ónot in good healthô.53 Carers UK research54 found 80% of 

carers surveyed in the summer of 2024 felt the impact of caring on their physical and mental health 

 
* However, there is a bidirectional relationship between these factors, as baseline memory and its rate of decline also 

contribute to an increase in loneliness. 
À This may in-part be reverse causality (people with worsening health are less able to engage with society, become lonely, 

and go on to be diagnosed with a health condition). 
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would be a challenge over the coming year. Over a third (35%) of respondents said they had bad or 

very bad mental health, compared with 27% in 2023. Research by Age UK found 74% of older carers 

(aged 65+ in the UK) feel under strain, 66% have lost sleep due to worry, and 62% felt unhappy or 

depressed. More than half (55%) live with a long-term illness or disability themselves. 55 
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2 NEIGHBOURHOOD TREATMENT, CARE AND SUPPORT 
The 10 Year Health Plan and Neighbourhood Health Guidelines reiterate repeated policy 

commitments in recent decades to shift care away from acute hospitals and into community settings, 

including the NHS Long Term Plan (2019) and its predecessor the NHS Five Year Forward View 

(2014), along with the Care Act 2014 and its associated Regulations and statutory guidance.  

 

2.1 Accessing treatment, care and support 
 

2.1.1 Primary care 

The largest volume of NHS activity is in primary care ï people receiving services from their 

local GP practice. This includes services with a GP or another member of the practice staff, such as 

a nurse or physiotherapist. In 2024/25, there were an estimated 370 million appointments in general 

practice, of which two-thirds (65%) were conducted face-to-face.56 

 

The increase in full -time equivalent GPs is struggling to keep pace with increasing demand for 

appointments.  The number of total appointments in general practice (excluding COVID-19 

vaccination appointments) increased by 2.7% between 2023/24 and 2024/25.56 Meanwhile, the 

number of full-time equivalent (FTE) GPs (including trainees) increased by 2.5% between March 2024 

and March 2025.57  

 

Satisfaction with the time it takes to get a GP appointment is the top NHS priority for older 

people.  In 2025, 28% of people aged 65+ felt the length of time they waited for an appointment was 

too long.13 Respondents to the British Social Attitudes Survey conducted between September and 

October 202458 felt the most important priority for the NHS should be making it easier to get a GP 

appointment (51%). This concurs with polling undertaken by Ipsos for the Health Foundation in 

November 2024 that found participants aged 65+ were significantly more likely to prioritise making it 

easier to get appointments at GP practices, with 44% citing this to be their top priority compared with 

38% of all participants (aged 16+).59 

 

Many adults are unable to access NHS dental treatment, with the óoldest-oldô seen least by 

dental services.  In June 2023 (the latest data available), 43% of adults living in England reported 

having seen a dentist in the previous 24 months, but ï despite older people being at increased risk of 

dental disease60 ï this proportion was only 37% of adults aged 85+, the lowest of all adult age 

groups.61 In 2025, 16% of respondents to the GP Patient Survey aged 65+ said they had been unable 

to get a dentist appointment in the last two years.13 

 

The Public Accounts Committee (PAC) reported in April 2025 that ñthe most vulnerable [dental] 

patients continue to suffer the most from long ïstanding failures in the systemò.62 Echoing a 

finding by the National Audit Office that plans to increase access to NHS dentistry are ñnot on trackò63, 

a PAC inquiry into NHS dentistry found a smaller proportion of adults in England were seeing an NHS 

dentist than prior to the COVID-19 pandemic. It concluded ñmore fundamental reform to the dental 

contractéis necessary to mend NHS dentistryò, but noted NHS England and the Department of Health 

and Social Care ñdo not yet know what that reform might look like or to what timescales it can be 

deliveredò. The Governmentôs 10 Year Health Plan has prioritised children and young people for 

urgent dentistry reforms and promised major changes to the sector by 2035. 
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2.1.2 Adult social care 

 

Adult social care usually refers to a variety of extra support and professional help to carry out 

essential daily tasks and live comfortably.  For many older people, ósocial careô means personal 

care, which can include help with washing, dressing, getting out of bed in the morning, help taking 

medicine and help with housework. It can also refer to support that does need meet the eligibility 

threshold for state-funded support under the Care Act 2014 but is nonetheless important to maintain 

a personôs independence and their home. This includes support with household tasks, shopping or 

gardening, plus broader activities that are essential to a personôs wellbeing, such as being active in 

their community and maintaining contact with family and friends. Social care also seeks to protect and 

safeguard people from harm and neglect. 

 

There were 1.4 million new requests for support from older people to English local authorities 

in 2023/24, accounting for 68% of all requests received by Adult Social Services Departments 

(Figure 2.1).64 The total number of requests for support from people aged 65+ has increased by 2.7% 

to 1.4 million in 2023/2464, from 1.39 million in 2022/2365. In 2023/24, 368,175 requests resulted in no 

services provided and 365,145 were provided with universal services* or signposted elsewhere. This 

accounts for more than half (51%) of requests for support from older people in 2023/24.64 

 

 
*Universal services are those that are available to everyone living in the councilôs area ð not just to people who have been 

assessed as needing targeted or specialist help. 
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Hundreds of thousands of adults are waiting for councils to action their care. 66 The Association 

of Directors of Adult Social Services (ADASS) reports that as of 31 March 2025, there were 372,113 

adults waiting for an assessment, care or direct payments to begin or a review of their care plan. This 

is an 11% reduction on 31 March 2024, though ADASS advises caution in drawing a direct year-on-

year comparison because they have made slight alterations to their methodology. Of the people 

waiting, 195,788 were waiting for an assessment, of which 78,641 had waited for six months or more. 

ADASS has previously noted that the high number of people waiting for councils to action their care 

ñmeans that people have unmet or under met needsò.66 

 

Unpaid carers are ñselflessly picking up the pieces of a health and social care system that is 

not realising its full potentialò.66 ADASS reports that 76% of Directors of Adult Social Services 

reported an increase in the number of unpaid carers requiring support in 2024/25.  For the third year 

in a row, Directors ranked burnout as the number one contributing factor to increases in carer 

breakdown over the past 12 months. This has wide-ranging implications, with ADASS noting ñCarer 
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breakdown is deeply upsetting and potentially damaging for the person providing care, and the person 

receiving care. It also accelerates the need for more expensive council-provided careò. 

 

One third of people using Adult Social Care services find it difficult to seek information and 

advice about support, services and benefits .67 Under the Care Act 2014, local authorities have a 

duty to provide comprehensive information and advice about care and support services in their area 

to help people understand how care and support services work locally, what care and funding options 

are available, and how they can access care and support services.68 All information and advice must 

be provided in formats that help people understand, regardless of their needs. Despite this, Figure 

2.2 shows 32% of people using Adult Social Care services have reported finding it ódifficultô (including 

óFairly difficult and óVery difficultô) to find information and advice about support, services or benefits.67 

 

 
 

2.1.3 Home adaptations 

 

Most older people wish to stay in their home for as long as possible, yet the vast majority will 

age in general mainstream housing that is not accessible or adaptable . Only 19% of homes have 

step-free access and less than 10% of homes have the four features that would allow a wheelchair 

user to visit.69  IFS research suggests 40% of homeowners and more than 60% of renters aged 70 

have moved into their property since the age of 50. More than two-thirds (70%) of over 55-year-olds 

say that a strong motivation behind considering a move is wanting a home better designed to meet 

their needs as they age.70   
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Home adaptations can enable older people to remain in their homes for longer. 71 Home 

adaptations ï changes made to the fabric and fixtures of a home to make it safer and easier to get 

around and to use for everyday tasks ï have an important role to play in ensuring the homes of older 

people can accommodate changing needs and are comfortable, healthy and safe. Local authorities 

administer funding for adaptations, which generally fall into two categories. óMinorô adaptations are 

those with a value of less than £1,000, and include grab rails, lever taps in kitchens and bathrooms, 

small ramps, and raising or lowering plug sockets, light switches, and key holes. óMajorô adaptations 

are those with a value of £1,000 or more, and include level access showers, walk-in baths, and 

installing ceiling track hoists, stairlifts and óthrough the floorô lifts. 

 

The majority of Disabled Facilities Grants (DFGs) are awarded to older people. Disabled 

Facilities Grants (DFGs) are capital grants available to people of all ages and in all housing tenures 

to contribute to the cost of major adaptations that make homes more accessible. They can provide 

funding for a wide range of adaptations to support people in and around their homes, such as lifts, 

stairlifts, wash and dry toilets, grab rails, and level access showers. More than half (57%) of DFGs 

were awarded to people aged 65+ in 2023/24.72  

 

However, people are waiting months for DFGs to be awarded and their home adaptations to 

be completed. In 2023/24, the total average time for completing a DFG was 247 working days (an 

11% increase on 2022/23).72 Allowing for weekends (but assuming no public holidays as it is not 

possible to know which fell within the period of each DFG), this equates to 346 days*, or more than 11 

months. 

 

Only 1 in 10 councils are meeting the target that all stages of the DFG application process 

should be completed within 6 months (for all but the most complex or non -urgent cases). 72 By 

law, councils must approve valid applications within 6 months, but they can defer payment for up to 

12 months if their DFG budget is already fully committed. In 2023/24, 17 English councils deferred a 

total of 778 grants.72 Long waiting times mean some older people are confined to the downstairs part 

of their homes, are unable to go to the toilet in private, or are required to use their kitchen sink to strip 

wash.73  

 

2.1.4 Mental health 

 

The percentage of referrals to NHS Talking Therapies for older people is still far short of the 

national expectation . In 2011, the Department of Health said that, based on estimated need at the 

time, 12% of referrals through the Improving Access to Psychological Therapies (now known as NHS 

Talking Therapies) programme would be people aged 65+.74 Fourteen years later, this is still not close 

to being reached, with 6.7% of referrals being for people aged 65+ in 2023/24.75  

 

2.1.5 Dementia 

 

The óChallenge on Dementia 2020ô target, consistently met prior to the COVID-19 pandemic, 

has not been met since.  The target was for 66% of people with dementia in England to receive a 

formal diagnosis with appropriate post-diagnostic support.76 It had been met consistently at the 

 
* (247 working days / 5 weekdays = 49.4 weeks) * 7 days in a week = 345.8 days 
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national level from July 2016 until end of March 2020, then dropped below the national ambition in 

April 2020 as the COVID-19 pandemic began to impact health services.77 The percentage of people 

aged 65+ who are estimated to have dementia with a recorded diagnosis had incrementally increased 

since and had been more or less achieved in May 2025, when it stood at 65.6%.78  

 

The óChallenge on Dementia 2020ô target has now been scrapped, despite concerns about NHS 

diagnostic capacity. In January 2025, the NHS removed the target from its annual Operational 

Planning Guidance for 2025/26.79 This move was criticised by leading dementia charities who noted 

having dementia but no recorded diagnosis leaves people without access to care, support and 

treatment, and puts them at greater risk of crisis.79 A number of MPs also criticised the move, noting 

England to be the only UK nation without a dementia plan80, despite research finding the NHS in 

England to have ñlarge gaps in diagnostic capacityò, including the second-lowest number of 

specialists needed to diagnose dementia (such as neurologists, old age psychiatrists and 

geriatricians) among the G7 countries.81 

 

2.2 Receiving treatment, care and support 
 

2.2.1 Adult social care 

The growth in the number of older people receiving local authority long -term care is not 

keeping pace with the increasing older population and rise in need.  The number of older people 

receiving local authority long-term care increased by 2% to 559,055 in the five years from 2019/20 to 

2023/24 (Figure 2.3).64 This is despite a 7% increase in the English population aged 65+, and a 16% 

increase in the population aged 75+ over the same period.82 
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Directors of Adult Social Services  are concerned about their ability to meet the increasing 

complexity of older peopleôs needs.66 ADASS reports that only 24% of Directors of Adult Social 

Services are fully confident their budgets will enable them to meet the care and support needs of 

people aged 65+ in 2025/26.  
 

2.2.2 Mental health 

 

The percentage of people aged 65+ receiving no treatment for common mental health 

conditions is higher than every other age group  (Figure 2.4).35 In the 65-74 group, two-thirds 

(67%) with clinically significant symptoms did not receive any treatment, with this proportion rising to 

78% for the 75+ group. Similarly, these age groups were the least likely to receive psychological 

therapy (5% and 3%, respectively) compared to nearly 1 in 4 (23%) for people 25-34.35 

 

 
 

Despite low numbers of referrals for older people, they are more likely to achieve reliable 

recovery/improvement through NHS Talking Therapies than younger adults. 75 As noted in 

Section 2.1.4 above, too few older people are being referred for NHS talking therapies services. 

However, those who are referred are relatively more successful at showing reliable improvement. In 
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2023/24, 37% of both adults aged 18-64 and adults aged 65+ finished a course of Talking Therapies 

treatment, however, 20% of adults aged 65+ achieved reliable recovery/improvement, compared with 

16% of adults aged 18-64.75 This ought to challenge outdated assumptions about how best to treat 

common mental health conditions such as depression and anxiety in later life. 

 

2.3 Experiences of treatment, care and support 
 

2.3.1 Primary care 

Older people report generally positive experiences of appointments with their GP practice, but 

older age groups are less likely to discuss what is important to them when managing their 

conditions or illnesses. 13 In 2025, 84% of older people aged 65+ reported a ógoodô overall 

experience of their GP practice. However, less than half (44%) of people aged 55-64 report having a 

conversation with a healthcare professional from their GP practice to discuss what is important to 

them when managing their conditions or illnesses (Figure 2.5). This drops to 36% in the oldest age 

group of 85+.13 
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2.3.2 Adult social care 

 
Public satisfaction with social care remains at an all -time low. 83 The British Social Attitudes 

survey, carried out by the National Centre for Social Care Research (NatCen) in September and 

October 2024, shows public satisfaction with social care services remained at 13% in 2024 ï the 

same as in 2023, which was the lowest level ever recorded. Only 2% said they were óvery satisfiedô. 

More than half (53%) of people reported dissatisfaction with social care. A slightly larger proportion 

of older people aged 65+ (55%) report dissatisfaction than people aged 18-64 (53%).  

 

Few members of the public think the standard of social care improved over the last 12 

months. 84 Polling undertaken by Ipsos for the Health Foundation in November 2024 found only 3% 

of UK participants (aged 16+) thought the standard of social care had improved in the last 12 months, 

whereas 44% thought it had deteriorated. Participants aged 55+ (54%) and those with a health 

problem or disability (51%) were significantly more likely to think the general standard of social care 

had deteriorated over the last 12 months.84 

 

2.4 Pinch points within neighbourhood treatment, care and support 
 

2.4.1 Capacity in primary care 

Capacity in primary care is not keeping pace with growing need.  As noted in Section 2.1.1, the 

gradual increase in FTE GPs is not keeping pace with the increase in demand for appointments and 

satisfaction with the time it takes to get a GP appointment remains low.  

 

GPs are operating beyond ósafeô working practice. British Medical Association (BMA) guidance85 

on safe working recommends a safe level of GP-patient contacts of 25 consultations a day, though 

this would likely need to be adjusted down for doctor-patient contacts for long-term, complex, mental 

health, or multiple conditions due to the more demanding nature of the consultations. The BMA 

reports: ñCurrently patient contacts per day by GPs in England are significantly in excess of thisò, 

85with a 2024 survey of GPs by Pulse magazine finding GPs are seeing an average of 31 patient 

contacts each day.86 

 

The number of registered patients per fully qualified  FTE GP exceeds the ólimit of effective 

careô and continues to grow. The Family Doctor Charter of 1965 recognised the need for effective 

workload management as a basis for the delivery of safe, high-quality patient care, including adequate 

time for each appointment. It introduced a limit of 2,000 patients per GP.85 This limit has been subject 

to discussion since, with arguments made that it should be lowered to recognise the increased 

complexity of need,85 but it has not been formally reviewed.  

 

It many parts of the country, the number of patients over 65 alone exceed this figure. As shown in 

Figure 2.6, there are also large variations depending on where you live. In NHS Northwest London 

ICB, there are 2,216 registered patients over 65 per GP, the most in England.57 This is followed by 

NHS Bedfordshire, Luton and Milton Keynes ICB at 2,182 65+ patients per GP, and NHS Kent and 

Medway ICB with 2,141. The ICB with the lowest number is NHS Chesire and Merseyside with 1,464 

65+ patients per GP.57 
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There are fewer GPs per patient in more deprived parts of the country. 87 Analysis by the Institute 

for Government found there to be substantial variation in the number of GPs per 100,000 patients 

when grouping practices by the deprivation of their patient lists. There were 38 fully qualified 

permanent GPs per 100,000 patients in the practices with the most deprived decile of patients in 

March 2024, compared with 49 in the least deprived. The analysis found a parallel between the 

variation in the number of GPs per 100,000 patients by deprivation and variation in patient satisfaction 

by decile of deprivation: the least deprived areas have more GPs per 100,000 patients and better 

patient experience. 

 

Growth in the number of full -time equivalent GPs is not keeping pace with population growth 

of older people.  The number of FTE GPs (including trainees) increased by 12% from June 2018 to 

June 2025 ï from 33,592 to 37,720.88 However, this has not kept pace with population growth as 

between 2018 and 2025, there was a 22% increase in those aged 75+ (Figure 2.7), the age group 

most likely to be living with multiple long-term conditions and frailty. The overall population of over 

65s increased by 11% in the same period. 

 

 
 

Some GPs feel unable to take time off work for mental wellbeing issues, despite recognising 

that working while not feeling mentally well enough may contribute to a lower standard of 

patient care. 89 More than a quarter (27%) of GPs surveyed by the Medical Protection Society (MPS) 

said taking time off for mental wellbeing issues is not óacceptableô where they work. Of the GPs who 

reported working while not feeling mentally well enough, 70% said they did so because they felt guilty 

adding to colleaguesô workloads, 51% because of staff shortages, and 46% because their patients 
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rely on them. However, the GPs who reported working while not feeling mentally well enough also 

reported adverse impacts on patient care: 68% said it has contributed to a lack of empathy with 

patients, 57% said it has contributed to a loss of concentration, and 15% said it may have contributed 

to a missed or incorrect diagnosis.  

 

2.4.2 Sustainability of adult social care provision 

 
The public sector provides very little social care directly, with most services being delivered 

by private and third sector organisations.  Local authorities have a duty under the Care Act 2014 

to ensure that the market of home and residential care providers is sustainable and offers choice for 

people drawing on local authority and privately funded services alike. However, as noted in last yearôs 

edition of this report, local authorities ï often the major purchaser in an area ï have sought to manage 

their own budget reductions by driving down the prices they pay for services. At the same time, the 

costs for those same providers have increased, particularly over the past year with inflationary 

pressures. As a result, the care market is increasingly precarious and dysfunctional in many parts of 

the country. 

 

The care provider market ñis in distress, struggling to cover existing costs via fees and facing 

underfunded increases in the National Living Wage (NLW) and National Insuranceò.90 This was 

a key finding of the Health and Social Care Committeeôs inquiry into adult social care reform and the 

cost of inaction. The NLW rose by 6.7%, from £11.44 to £12.21 in April 2025.91  As at December 2024, 

58% of private and third sector workers were paid less than this rate, equating to around 575,000 

filled posts being directly affected by the 2025 increase in the NLW.92 The NLW increase would add 

around £1.85 billion to the total wage bill for independent social care organisations in 2025/26, while 

changes to National Insurance Contributions rates and thresholds will add around £940m to their 

employer national insurance bill.93  

 

The Minimum Price for Homecare in England is £32.14 per hour for 2025/26. 94 This is effective 

from April 2025, when the UKôs statutory National Living Wage increases and changes to employersô 

National Insurance Contributions come into effect. This is a 13% increase on 2024/25, when the 

Homecare Association calculated it to be £28.53 per hour.94  

 

Care providers have lower resilience to deal with new financial challenges. 66 CQC notes care 

provider dependency on agency staff and the associated costs have fallen, while fees paid by local 

authorities increased in 2023/24. However, they warn providers have faced higher costs in recent 

years due to inflation and workforce challenges, which has affected their financial position, for 

example, leading to a reduction in reserves and this means providers will have lower resilience to 

deal with new financial and operational challenges. It is also worth noting the reduced dependency 

on agency staff is in-part due to international recruitment. This will be less viable as changes to the 

Health and Care Worker visa come into force ï as discussed in Chapter 4.  

 

More than half (56%) of Directors of Adult Social Services reported residential and homecare 

providers in their area had closed or handed back contracts in 2024/25. 66 This is significantly 

higher than during the pre-pandemic period of October 2019 to March 2020, when 43% of Directors 

reported providers in their area to have closed or handed back contracts.66 When asked what factors 

are contributing to contract hand backs, Directors ranked provider closure as the most important 

factor, followed by providers deciding against participating in council arrangements. Closures and 
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contract hand backs have consequences for people accessing care and support, their families and 

carers. Directors reported that more than 1,000 people drawing on services were affected by closures 

and contract hand backs in the six months to May 2025. 

 

Fewer people are missing out on homecare because of staff capacity issues. 95 ADASS reports 

the number of hours of homecare delivered to have increased by 6% (45 million hours to 47.6 million 

hours) from April-June 2023 to January-March 2025.66 However, data from providers in CQCôs Market 

Oversight scheme suggests there has been a reduction in the number of homecare hours provided 

over the last two years.96 The reasons for this discrepancy are not clear. ADASS reports local 

authorities were unable to deliver 118,673 hours of home care due to staff capacity (Figure 2.8).66 

This has plummeted from the peak of 2,206,187 hours not delivered in 2022 ï something ADASS 

notes to be ñlargely attributable to the increase in international recruitment from 2022 to 2024ò (the 

sustainability of which is explored in Chapter 4) ï but still means some older people will not be having 

their needs met, despite those needs being assessed and recognised by their local authority. 

 

 
 

Health Foundation analysis found an additional £3.4bn investment is needed in adult social 

care by 2028/29, just to avoid services declining. 97 This would meet the growing demand for social 

care and cover rising costs to employers; rising to £9.1bn by 2034/35. To additionally improve access 

to care would require total investment of £6.4bn to 2028/29 and £12.7bn by 2034/35. To additionally 

improve services and boost pay would require total investment of £8.7bn by 2028/29 and £15.4bn by 

2034/35. 

 



   

 

36 
   

 

Older people and f amilies are making up shortfalls in public funding.  Many people who receive 

publicly funded social care are expected to contribute towards it from their income. In 2023/24, a total 

of £4.1 billion was spent on these fees and charges [all adults].98 People paying privately for services 

are also significantly cross-subsidising the system, with providers typically charging self-funders more 

for the same standard of care than those receiving state-funded services in order to mitigate the 

shortfall between what local authorities will pay and what it costs to deliver those services.99 

 

An estimated 11% of care home residents had top -up fees paid on their behalf in 2024 in the 

UK.100 A third-party top-up fee is the difference between the rate a local authority is willing to pay a 

care home and the chosen care homeôs fee. In theory, these should only apply when someone has 

chosen a more expensive care home after they have been offered suitable options within the local 

authority rates. This could be because a person would prefer to live in a care home that costs more 

than the local authority is prepared to pay for genuine extras (such as a large room, a better view, or 

a private balcony). Or it could be because they were previously self-funding their care home fees and 

want to stay in the same home now that they are eligible for local authority funding rather than move 

to one within the local authority rates.  

 

2.4.3 Navigating health and social care  

 
ñThe health and care system frequently fails to support care co-ordination across multiple 

care pathways and instead focuses on individual diseases or issuesò.101 An investigation by the 

Health Services Safety Investigations Body (HSSIB) published in 2025, found this can leave people 

who have complex long-term conditions with uncoordinated care. It also found people who are unable 

to navigate the health and care system can experience deterioration of health, miss appointments or 

their care may become delayed or forgotten about, meaning they may need more intense treatment 

in the future or longer stays in hospital. 

 

There is a relative lack of public awareness of social care compared to the health service.  

Research by the Health Foundation undertaken in November 2024102 asked participants to what 

extent they agreed or disagreed with the statement, óSocial care services in my local area are goodô. 

One quarter (25%) of respondents said they didnôt know. When asked to what extent they agreed or 

disagreed with the statement, óNHS services in my local area are goodô, only 2% did not know ï 

highlighting the relative lack of public awareness of social care services compared to health services. 

 

Navigating social care requires a range of skills that people may not have.  As noted in last yearôs 

edition of this report, research by the National Institute for Health and Social Care Research (NIHR) 

undertaken in 2021103 found people in England who pay for their own social care receive little 

assistance in making choices about their care, even though arranging care requires a range of skills 

that they may not have. These skills include searching for information, deciding on the level of care 

needed, weighing up options, managing a budget, and dealing with employment or care home 

contracts. The researchers concluded that getting it wrong can be expensive and could mean that 

needs are not met. 

 

2.4.4 Medicine shortages and product restrictions 

 
A large and increasing proportion of pharmacy staff face daily medicines supply issues and 

this is adversely impacting patients. 104 The Pharmacy Pressures Survey 2025 (of which 
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respondents are pharmacy owners and staff) found 87% reported facing daily medicines supply 

shortages in 2025, up from 67% in 2022. These shortages adversely impact patients, with 95% of 

pharmacy staff believing patients are inconvenienced by ongoing shortages, 73% reporting medicines 

supply issues are putting patient health at risk, and 90% of pharmacy staff reporting increased 

workload and stress due to supply problems. 

 

Older people may be more heavily exposed to the risks of medicines shortage. 105 The majority 

of prescription items are dispensed to people aged 60+. Of the more than 1.3 billion prescription items 

dispensed in the community in 2024/25, 62% were dispensed to people aged 60+.  

 

Health charities report drastic deterioration in some peopleôs health and wellbeing due to 

shortages . A coalition of charities106 reported survey results in 2024 that found 70% of respondents 

reported difficulties in accessing medicines in the previous year, 37% of people with epilepsy reported 

having seizures caused by switching or skipping medication, and 36% of respondents with 

Parkinsonôs said that facing this difficult choice led to their symptoms worsening.107 While this was not 

a survey of a representative sample, it still illuminates some of the challenges people face due to 

medicine shortages. 

 

Access to continence products is restricted in some English areas. 108 Research based on 

Freedom of Information requests published in the i Paper in December 2024, found 53% of English 

NHS trusts providing continence care have a daily cap on the number of continence products they 

provide to patients. One-third of these trusts have a cap of three products per patient, per day, while 

the remaining two-thirds have a cap of four products per patient, per day.  
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3 IMPACT ON OLDER PEOPLE, THEIR FAMILIES, AND 
ACUTE CARE 

 

3.1 High levels of unmet need 
Local authorities are having to make savings and cut adult social care provision , despite the 

increasing need for care and support. 66 The Local Government Information Unitôs annual finance 

survey found 27% of local authorities intend to cut adult social care services in 2025109; a large 

increase from 16% in 2024.110 In 2025/26, Directors of Adult Social Services plan to deliver the highest 

level of savings since 2016/17 ï £932 million ï equating to about 4% of net adult social care budgets. 

Only 16% of Directors are fully confident theyôll be able to deliver these planned savings in full. If local 

authorities successfully develop preventative approaches that increase independence and reduce 

need for care, then this is a positive ambition. However, spending on prevention ï to help people live 

independent, healthier lives for longer ï has fallen to Ã1.3bn ñbecause of financial pressures and the 

need to prioritise those people with the highest level of needò. Consequently, 74% of Directors either 

have partial or no confidence that their budgets are sufficient to meet their legal duties around 

prevention.  

 

The increased complexity of older peopleôs needs is significantly contributing to financial 

pressures. In their 2025 Spring Survey, ADASS asked Directors for the first time about a range of 

factors and how concerned they were about the impacts of these factors on their budgets. Directors 

reported being most concerned about the financial pressures associated with the increased 

complexity of need for older people (aged 65+) ï a large majority of 89% of Directors reported being 

concerned. This was closely followed by increased costs due to care market pressures with 88%. 

 

More than one -third of councils in England could effectively declare bankruptcy in the next 

five years, further impacting older people, their families, and carers. 109 One-third (35%) have 

warned they are likely to issue a section 114 notice in the next five years, and 6% said they are likely 

to issue such a notice within the next financial year. Section 114 notices are issued by a councilôs 

chief finance officer if they consider in-year expenditure is likely to exceed available resources, or if 

there is no prospect of setting a balanced budget for the year ahead. The Local Government 

Information Unit continues to warn of ña shift of section 114 notices from occurring in only the most 

exceptional circumstances to becoming a real possibility for the majority of councils in the long termò.  

 

Some older people funding their own care are also going without the care they need.  Alongside 

these cuts to publicly funded social care, the Care Quality Commission has repeated its concerns that 

self-funders are also struggling to access care due to a combination of rising costs, increased provider 

fees, and limited capacity in the local care market.111 As noted in last yearôs issue of this report, an 

estimated 2 million people aged 65+ have unmet needs for care and support.112 This includes 

hundreds of thousands of people who are unable to complete three or more activities of daily living 

(ADLs*) and receive no help, or help that does not meet their needs. Age UK analysis found 4.5 million 

people aged 50+ need help with essential everyday tasks (Figure 3.1), including help with basic tasks 

like getting in and out of bed, using the toilet and eating. 

 
* óActivities of daily livingô are routine, everyday tasks related to personal care and mobility about the home. They tend to be 

tasks we learn as young children, including walking (including getting up and down stairs), eating, toileting, bathing, and 

dressing. 
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More than one -quarter of people aged 55+ living with a long -term condition feel they do not 

have enough support to manage their condition .13  The GP Patient Survey 2025 reports 28% of 

people aged 55-64 living with a long-term condition feel they have not had enough support from local 

services or organisations to manage their long-term health condition within the past 12 months. This 

figure is at 22% for those aged 65-74, and 20% for the 75-84 and 85+ groups (Figure 3.2).  
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Older people living in the most deprived areas of England are less likely to report they had 

enough support to manage their long -term conditions than people living in the least deprived 

areas. 13 As shown in Figure 3.3, this disparity exists across all older age groups. The largest 

difference (9%) between least and most deprived areas is seen across ages 55 to 64 and 65 to 74. 
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3.1.1 Private expenditure on healthcare 

 

In total, 8.1 million people (subscribers and dependents) are covered by health insurance 

schemes, representing 12% of the UK population ï the highest since 2008. 113 LaingBuisson 

reported in March 2025 that the value of the private health cover market grew by £825m to reach an 

unprecedented high of £7.6bn in calendar year 2023, with continued growth expected across 2024 

and 2025, ñalbeit potentially at more conservative levelsò. 113 

 

Parts of the UK self -pay market continue to grow, but the rapid post -COVID boom has steadied 

and appears to have found a consistent level. 114 This particularly appears to be the case in relation 

to elective procedures and admitted care. Much of the recent growth has been driven by demand for 

private GP services, diagnostics and outpatient consulting, and lower acuity 

treatment. LaingBuissonôs provider survey of the self-pay market found no respondent felt the market 

overall would decrease in the next three years: 30% believe it will grow by more than 10%, 30% by 

5-10%, 10% by up to 5%, and 30% feel it will remain static. 

 

Almost seven in ten of people (67%) say they would consider using private healthcare, with 

more than  one third (34%) saying they would pay for treatment in the next 12 months if they 

needed it. 115 These were key findings of the Independent Healthcare Providers Network (IHPN)ôs 

Going Private 2024 report ï which explores public attitudes and behaviours around private healthcare. 

Further research by the Patients Association found people place such importance on diagnostics that 

60% would consider paying for the tests they need if they faced a long wait on the NHS.116 

 










































































