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APPENDIX A 

APPROACH TO GROSSING UP NMDS-SC INDEPENDENT SECTOR DATA IN 31 
MAY 2007 DATASET 

NMDS-SC data was defined as ‘independent’ if recorded as from the private, voluntary and other sectors 
– from listings of ‘others’ it appears that most are charities and charitable organisations which did not 
include themselves in the ‘voluntary and third sector’ category when they completed their NMDS-SC 
returns. In the 31 May 2007 NMDS-SC dataset there were 7,461 independent sector establishments thus 
defined. 

Because of different response rates in different regions, it was necessary to gross up the NMDS-SC data 
separately for each region. This meant that, for some NMDS-SC service categories, the numbers of 
returns available were too small to gross up individually. They were therefore merged with other 
categories (see below). In future the greater number of returns should mean this will not be necessary. 

It also meant that, at this stage, it was not possible to gross up the private and voluntary sectors 
separately and hence to produce separate workforce estimates for each. Again this will be possible with 
greater numbers of returns. 

The approach adopted to grossing up the 31 May 2007 dataset is outlined below. CSCI registered and 
non-CSCI registered services were treated separately. 

CSCI registered categories 

The NMDS-SC categories which reflect CSCI registered services were grossed up to totals derived from 
analysis of the CSCI’s registration database as at June 20071 on a region by region basis. The 
independent sector was defined as all registrations in private, voluntary and other categories, because 
inspection of the CSCI database indicated that those classed as ‘others’ were mostly private or voluntary. 
The grossing up matrix is shown in the table below: 

Grossing up matrix of independent sector CSCI registered providers (at June 2007) 
NMDS-SC main 

service category 
Type of Service 

Provided 
East 
Midla
nds 

Easter
n 

Londo
n 

North 
East 

North 
West 

South 
East 

South 
West 

West 
Midla
nds 

Yorks
hire & 

H 

Total 

Care home without 
nursing provision /  
care only 

PC Care home only + 
NM non-medical care 
home 

1,093 1,427 1,516 603 1,449 2,734 1,918 1,308 1,087 13,135

Domiciliary 
care/home care 

DCA Domiciliary Care 
Agency 

325 416 537 200 606 716 493 428 310 4,031

Care home with 
nursing provision 

N Care home with 
nursing 

380 308 370 230 592 693 559 416 459 4,007

Home nursing care NA Nurses Agency 60 92 170 24 82 113 82 77 53 753
Adult placement 
service 

APS Adult Placement 
Schemes 

1 2 4 1 6 3 1 0 5 23

 Total 1,859 2,245 2,597 1,058 2,735 4,259 3,053 2,229 1,914 21,949

 

Non-CSCI registered categories 

The non-registered part of adult social care is very diverse. In February 2006 Skills for Care 
commissioned an analysis of Experian’s National Business Database (former Yellow Pages database). 
This produced counts of numbers of businesses, by region and Yellow Pages classification, in each of 
the several SIC922 groups which contain elements of social care. 

                                                      

1 This was produced after transfer of children’s services to Ofsted 
2 The 1992 version of the Standard Industrial Classification. 
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Those Yellow Pages classifications which were considered to be outside adult social care were then 
excluded – these were mainly in healthcare, children’s services, early years and young people. 

Of the classifications containing adult social care operations, those which reflected CSCI registered 
categories were excluded. In each of the remaining classifications, a random sample of 100 businesses 
across England was inspected on the Yell website and the number of businesses which appeared to be 
operating in independent sector adult social care was calculated. This number was then applied as a % 
to the database totals to reflect as closely as possible the total number of businesses involved in adult 
social care in each region. The relevant Yellow Pages classifications and estimated % operating in adult 
social care resulting from this exercise are shown below: 
SIC92 
Code 

Yellow Pages Classification Adjustment made 

8511 Nursing Homes (medical) Excluded: covered by CSCI registrations data 
8511 Convalescent Homes Excluded: covered by CSCI registrations data 
8511/4/32 Counselling & Advice Estimated 8% are in adult social care, viz drop in and advice centres 

for adults. The vast majority are counselling professionals and 
practices. 

8514 Nurses' Agencies & Care Agencies Excluded: covered by CSCI registrations data 
8514 Nursing Homes (non-medical) Excluded: covered by CSCI registrations data 
8514 Occupational Therapists All included, although a few may specialise in children’s work only. 
8514 Addiction - Rehabilitation & Treatment All included. 
8531 Disability - Information & Services (with 

accommodation) 
All included 

8531 Residential & Retirement Homes Excluded: covered by CSCI registrations data 
8531 Sheltered Accommodation All included as appears to be nearly all independent: Abbeyfields, plus 

trusts (non-NHS), charities, housing associations 
8532 Charitable & Voluntary Organisations Estimated 22% are in adult social care, chiefly support for elderly and 

for disabled adults, homeless, carers’ support, drug & alcohol support. 
Healthcare, housing, shops, volunteering, legal & benefits advice, 
children’s charities, victim support, ambulance services, recycling, 
wildlife and environmental excluded. 

8532 Disability - Information & Services (without 
accommodation) 

All included 

8532 Social Service & Welfare Organisations Estimated 57% are in independent sector adult social care, including 
day care centres, carers’ support, elderly support and home help, 
supported accommodation/living, refuges, respite care, mental health 
teams and care n/s. Community resource centres, rights advice, 
services for children and families, YOTs, healthcare services, local 
authority social services, PCTs and unspecified services were 
excluded. 

8532 Marriage Preparation & Guidance Not included 
8532 Mediation Not included in adult social care; over half of these businesses are in 

family mediation services and children’s support and most of the rest 
are solicitors practices. 

 

The grossing up totals derived from the above processes are shown below: 

Independent sector businesses in non-registerable adult social care (at February 2006) 
Yellow Pages Classification East 

Midlan
ds 

East 
of 

Engla
nd 

Londo
n 

North 
East 

North 
West 

South 
East 

South 
West 

West 
Midlan

ds 

Yorks
hire 
and 

Humb
er 

Engla
nd 

total 

Sheltered Accommodation 17 42 47 27 47 83 47 29 36 375
All other day, domiciliary and 
community care services 

527 737 1,169 353 966 1,188 814 742 663 7,158

which includes:    
Counselling & Advice 22 37 59 11 41 60 35 28 28 322
Occupational Therapists 5 8 13 8 9 26 7 16 5 97
Disability - Information & Services (with 
accommodation) 

57 80 81 28 93 133 91 74 62 699

Charitable & Voluntary Organisations 157 227 493 114 268 381 262 211 236 2,350

Addiction - Rehabilitation & Treatment 13 23 44 8 29 27 27 10 17 198
Disability - Information & Services 
(without accommodation) 

72 108 127 48 142 183 118 91 78 967

Social Service & Welfare Organisations 201 254 351 136 384 377 272 312 237 2,526
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Grossing up categories 

Because of relatively low levels of response by 31 May 2007 in some NMDS-SC categories, notably 
home nursing and sheltered accommodation, it was necessary to merge some data to avoid distortion 
by high grossing up factors. The following seven NMDS-SC main service categories were therefore used 
for grossing up in each region: 

1. Care home without nursing provision / care only (CSCI registered) 

2. Care home with nursing provision (CSCI registered) 

3. All other residential care, including adult placement services (CSCI registered) but also non-CSCI 
registered adult placement homes, hostels and other types of residential care (but not sheltered 
accommodation which is included under other domiciliary care services below) 

4. Domiciliary care/home care (CSCI registered) 

5. All other domiciliary care services, including home nursing care (CSCI registered), home help 
services and sheltered housing/accommodation 

6. All day care 

7. All community care 

The table below shows the universe estimates to which the NMDS-SC data were grossed up. 

Grossing up matrix: total independent sector universe estimates (establishments) 
Region Total Care 

homes with 
nursing 

provision 

Care 
homes 
without 
nursing 

provision /  
care only 

All other 
residential 

Domiciliary 
care/home 

care 
services 

All other 
domiciliary 

care incl 
home 

nursing & 
sheltered 

accommod
ation 

All day 
care 

services 

All 
community 

services 

East Midlands 2,403 380 1,093 251 325 192 68 95
Eastern 3,024 308 1,427 504 416 179 65 126
London 3,813 370 1,516 394 537 375 152 469
North East 1,438 230 603 179 200 87 89 50
North West 3,748 592 1,449 423 606 229 186 263
South East 5,530 693 2,734 612 716 287 122 365
South West 3,914 559 1,918 559 493 185 64 136
West Midlands 3,000 416 1,308 316 428 210 173 150
Yorks & 
Humber 

2,613 459 1,087 368 310 136 142 110

Total 29,483 4,007 13,135 3,608 4,031 1,879 1,060 1,763
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APPENDIX B 

The 27 NMDS-SC JOB ROLES 

 

The text in this appendix is taken from Skills for Care’s 2006 NMDS-SC Job Roles booklet, which was 
designed to assist employers to identify the job role categories to use for their staff when completing the 
NMDS-SC. 

Unless otherwise specified, include trainees under the job role they are training for. 

1. Senior Management 

JOBS INCLUDED: 

Chief Executive • Director • Proprietor • Owner Manager 

ROLE DESCRIPTION 

Occupations whose main tasks consist of the leadership, direction and co-ordination of the functioning of 
the social care organisation at a strategic level, including the functioning of any internal departments and 
sections, often with the help of subordinate managers and supervisors. Includes Working Proprietors and 
Owner Managers of small businesses. The work includes some or all of: 

• overall responsibility for meeting legal requirements and National Minimum Standards 

• overall responsibility for service users’ experience of care  

• overall responsibility for the quality of the work of staff 

• determining staffing and financial needs and managing budgets 

• monitoring, maintaining and improving care provision 

• overall responsibility for the health and safety of staff and service users 

TRAINING ROUTE/QUALIFICATIONS 

A significant amount of knowledge of the service requirements associated with the efficient functioning of 
the organisation, and previous experience of working in a care or health setting. They may have a 
mixture of qualifications, which could include a professional social work qualification, nursing, medical or 
management qualifications. 

2. Middle Management 

JOBS INCLUDED: 

Assistant Director • Manager • Department Head • Area Manager • Project Manager (service provision) 

ROLE DESCRIPTION 

Occupations whose main tasks consist of assisting with the direction and co-ordination of the functioning 
of the social care organisation, including the management of any internal departments and sections, with 
the help of subordinate managers and supervisors as required. The work includes some or all of: 

• responsibility for meeting legal requirements and National Minimum Standards 

• employing, supervising and managing staff 
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• responsibility for the quality of the work of staff 

• determining staffing and financial needs and managing budgets 

• monitoring, maintaining and improving service provision 

• responsibility for the health and safety of staff 

• involvement in individual staff training and development plans 

TRAINING ROUTE/QUALIFICATIONS 

A significant amount of knowledge of the service requirements associated with the efficient functioning of 
the organisation. May have a mixture of qualifications which could include a professional social work 
qualification, management and professional qualifications. 

3. First Line Manager 

JOBS INCLUDED: 

Team Leader • Team Manager • Officer in Charge • Service Manager • Service Co-ordinator • Matron 
(NB not NHS Modern Matrons) • Playgroup Leader • Residential Warden • Residential Unit Manager 

Also includes: 

• Assistant and Deputy Managers of above types • Senior Social Workers with staff management 
responsibilities 

• Recipients of Direct Payments who employ Personal Assistants 

Does NOT include Registered Managers (see Category 4). A First Line Manager who is also a 
Registered Manager should be recorded as a Registered Manager. In the NHS, qualified healthcare staff 
are categorised as practitioners even if they have some management responsibilities 

ROLE DESCRIPTION 

Management of day to day provision of social care service(s). 

A First Line Manager’s role is to: 

• manage the primary tasks and activities of the organisation 

• have a key role in determining whether standards of practice are being consistently maintained 

• support staff engaged in complex, personally-demanding work and ensure that staff are continually 
developed in knowledge-based practice 

First Line Managers may also be involved in any or all of care planning, needs assessment, individual 
staff training plans and in meeting National Minimum Standards. Contact with service users usually 
relates to these aspects of their work rather than front line work at a supervisory level (see Category 5). 
Includes Team Managers who manage an establishment with a number of staff, provide appraisal and 
supervision, manage budgets and are the only manager within the establishment, but also provide direct 
care. 

TRAINING ROUTE/QUALIFICATIONS 

Knowledge of service requirements and previous experience of working in a care or health setting. 

They may have a mixture of qualifications, which could include a professional social work qualification, 
nursing, medical, or management qualifications. Topss England Leadership & Management Strategy 
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recommends that First Line Managers should have a minimum Level 4 management qualification. 
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4. Registered Manager 

JOBS INCLUDED: 

Registered Manager: includes all designated Registered Managers, even if their managerial 
responsibilities may be better described by the previous 3 categories 

ROLE DESCRIPTION 

This role is defined by the Care Standards Act 2000. Under this Act, the Registered Manager is 
responsible for the social care provision that he/she is managing. 

TRAINING ROUTE/QUALIFICATIONS 

A Registered Manager would have previous experience of working in a care or health setting, and may 
have a mixture of qualifications which could include social work, nursing, medical or management 
qualifications. Under the Care Standards Act 2000, Registered Managers are required to have a 
minimum qualification that includes a vocational qualification, e.g. in Care or Health & Social Care, at 
level 4 plus a management qualification such as Registered Manager’s Award. 

5. Supervisor 

JOBS INCLUDED: 

Supervisor • Care Officer • Care Supervisor • Supervisor of specific services, e.g. Meals on Wheels 
Supervisor 

ROLE DESCRIPTION 

This role involves supervision of the work of care workers and other front line workers and operational 
staff, including volunteers, and usually also involves some front line work with service users. 

Supervisors can also be involved in any of : 

• the design of individual care programmes for service users, working as part of a team with the 
manager and care workers and liaising with occupational therapists or social workers 

• taking some responsibility for the smooth running of the care service 

• administration and budgeting Supervisors normally report to a Front Line Manager. 

TRAINING ROUTE/QUALIFICATIONS 

Knowledge and experience of the work being supervised. Normally a NVQ level 3 qualification, plus 
relevant specific qualifications such as Food Hygiene Certificate, Moving and Positioning (Handling). 

6. Social Worker 

JOBS INCLUDED: 

Professionally-qualified social workers of all types and in all settings, e.g. field, Approved, medical, 
psychiatric, mental health, child protection, children & families, fostering & adoption. Includes: Care 
Manager, Care Navigator, Care Broker, Case Manager, Consultant (NHS), Senior Practitioner and other 
senior social work roles which do not involve management of staff. 

ROLE DESCRIPTION 

Provide people with advice and emotional support and arrange care services to help people: 

• live more successfully within their local communities 
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• adjust to changes in their lives, caused by illness, 

• age-related problems, disability or bereavement 

• with problems like depression, anxiety, schizophrenia and personality disorders 

Social workers assess needs, develop care packages and review interventions. They usually operate as 
part of a team responsible for a number of cases, each requiring a different approach. Social workers 
operate within a complex legal framework associated with different service user groups, and work closely 
with organisations such as the police, health services, schools and probation services. 

Social workers who specialise, e.g. in advocacy, youth offending, counselling, may be better included 
under these more specialise roles. 

Care Manager, Care Navigator, Care Broker, Case Manager Job titles used in some organisations for 
professional social workers who provide an assessment, care planning and care management service to 
service users, and work in partnership with statutory and independent sector agencies to deliver 
appropriate services. They assess the needs of service users and carers and devise individual care 
plans, provide information and advice on resources available to service users and make 
recommendations about particular services. They manage the social care of service users, following the 
agreed care plan, coordinate services and support, and review care plans with service users at agreed 
intervals with the team manager. All NHS employed social workers should be included here, even if they 
have staff management responsibilities. 

TRAINING ROUTE/QUALIFICATIONS 

A degree in social work approved by the General Social Care Council (GSCC), or previous professional 
qualifications including the Diploma in Social Work (DipSW), CSS, CQSW, which are still recognised (see 
data items relating to qualifications in the NMDS-SC) Various post-qualifying awards are also available. 

Social workers are required by the GSCC as part of their registration to undertake continued professional 
development during their career. 

7. Senior Care Worker 

JOBS INCLUDED: 

Senior Care Worker • Senior Care Assistant 

ROLE DESCRIPTION 

As Care Worker/Assistant, with the additional duties of front line supervision and monitoring of care 
workers and care assistants. The Senior Care Worker will often be in charge of a shift of workers and will 
take responsibility for the smooth running of the service whilst they are on duty. They respond to 
emergencies and provide guidance and support to care workers. 

TRAINING ROUTE/QUALIFICATIONS 

Senior Care Workers often have a background in social care and might have achieved their NVQ in Care 
level 2/3. It is a requirement that they are qualified to an appropriate level and this is usually NVQ level 3. 

Some may have nursing qualifications. 

8. Care Worker 

JOBS INCLUDED: 

Care Worker • Care Assistant • Care Staff in all settings: care homes, day care, domiciliary care, home 
care, residential child care 
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Includes: Driver/Care Assistant • Bus Escort • Personal Assistant to recipient of Direct Payments • 
Activity Worker In some residential settings, e.g. in learning disability, the job title Support Worker is used 
to cover this role. The term ‘Residential Social Worker’ may also still be in use (professionally qualified 
social workers are in Category 6). 

In health settings jobs include Health Care Assistant, Nursing Auxiliary, Auxiliary Nurse, Clinical Support 
Worker, Therapy Assistant, Therapy Helper, Trainee Assistant Practitioner and Assistant Practitioner. 

ROLE DESCRIPTION 

Care Workers/Assistants are the front line staff in all care settings. They work with all types of service 
users receiving direct care. Their duties vary depending on the needs of the service user but can include: 

• Assisting and enabling: 

o washing and dressing 

o taking food and refreshment 

o mobility 

o toileting 

o bed making 

• Generally assisting with the service users’ overall comfort and well being 

• Providing interest and activities to stimulate and engage the service user 

• Helping service users to live independently as far as possible 

• Monitoring service users’ conditions by taking temperature, pulse, respiration and weight. 

• Contributing to record keeping 

Care Workers work as part of a larger team and are supervised by a manager or senior care worker. 
Their work is defined by a care plan, which is developed by a social worker or care manager to meet the 
assessed needs of the service user. 

Personal Assistants: 

Personal Assistants work with one or more service users, often Direct Payments Recipients, to support 
them in every aspect of their daily living and enabling them to live independently. 

Health settings: 

Healthcare Workers work under the guidance of a qualified healthcare professional. The role can be very 
varied depending upon the area in which the person is employed. Working alongside nurses, for 
example, they may sometimes be known as Nursing Auxiliaries or Auxiliary Nurses. 

Support Workers/Assistants; 

Healthcare Workers working alongside Allied Health Professionals (AHPs) such as physiotherapists, 
podiatrists, speech and language therapists etc. are known as Clinical Support Workers, sometimes as 
Therapy Assistants or Therapy Helpers. Their duties (depending upon the form of therapy) include: 

• Preparing patients for their therapy 

• Setting up equipment to use in the session/treatment 

• Assisting the therapist in the treatment itself 
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• Contributing to record keeping 

Note that Occupational Therapy Assistants are included under Occupational Therapy (No. 15). 

TRAINING ROUTE/QUALIFICATIONS 

There are no specific minimum entry qualifications for the job. Care Workers will undergo a Criminal 
Records Check to determine their suitability to work with vulnerable people, and are required to complete 
industry-standard induction training. Training is also given in food hygiene, first aid, manual handling and 
other aspects of health and safety. For some jobs, e.g. in residential child care, there are minimum age 
requirements.  

It is a regulatory requirement that some Care Workers eventually achieve NVQ level 2 in Care / Health & 
Social Care. Experienced or ‘specialist’ Care Workers achieve a NVQ in Care / Health & Social Care at 
level 3 with modules that reflect their specialist area of practice. Health Care Assistants and Auxiliary 
Nurses may have the opportunity to obtain an NVQ qualification in Health & Social Care up to level 3. 
Often, obtaining NVQ level 2 will lead to the person having more responsibility in terms of the role they 
are fulfilling; an NVQ Level 3 will meet the minimum entry requirements for entry into nurse training. 

AHP Support Workers may also have the opportunity to obtain an NVQ in Support Services. 

9. Community, Support and Outreach Work 

JOBS INCLUDED: 

A wide range of job titles including: Social Work Assistant • Social Services Officer • Community Support 
Worker • Home Care Support Worker • Mental Health Support Worker • Rehabilitation Worker (Visual 
Impairment) • Mental Health Outreach Worker • Children & Families Outreach Worker • Community 
Outreach Worker • Community Development Worker • Substance Misuse Worker • Youth Worker • 
Outreach Development Worker Includes: trainee social workers and social work assistants and NHS STR 
(Support, Time and Recovery) workers 

Does NOT include: • NHS ‘Support’ Workers who are included under Care Workers • ‘Support Workers’ 
in some residential services whose role predominantly involves personal care and should therefore be 
classified as Care Workers 

ROLE DESCRIPTION 

The role of these workers is to help people overcome difficulties, cope with many aspects of everyday 
living (apart from education, employment and welfare rights – see separate Job Roles), develop socially 
and personally and live as independently as possible. Their work is predominantly support and enabling, 
rather than predominantly personal care (see Care Worker), and involves providing advice and guidance 
as part of a range of support activities rather than a specialist service (see Advice, Guidance and 
Advocacy). 

They work in teams with other professionals, including managers, social workers, other outreach and 
community support workers, drug action groups, youth offending services, and with the police, education 
authority and schools, health authorities, housing departments etc. They provide support and guidance in 
various ways, including individual support and counselling via such activities as shopping with service 
users taking them to appointments, teaching Braille or how to use a long cane to get about, developing 
everyday skills such as how to make a cup of tea or prepare and cook a meal safely, or simply being with 
them in their home environment. Other ways of providing support and guidance include organising 
activities such as sports, drama and educational activities; group discussions; compiling and 
disseminating information. These workers usually have a number of service users that they get to know 
very well. Some work in residential homes with long or short-term care residents, others provide support 
within the local community for service users who are in supported housing or living independently. They 
can specialise in: 

Mental health: supporting people with long-term mental health problems, helping them adapt to ordinary 
life within the community by developing coping skills rather than being institutionalised in a hospital or 
hostel. They may work within the service user’s home, outside in the local area, on the wards of the local 
hospital, and in community or day centres. 
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Young people: working in youth clubs, drop-in centres, residential homes and elsewhere, helping young 
people at risk through drug and alcohol abuse, offending behaviour and the whole business of growing 
up. 

Substance misuse: providing a specialist service to children, young people and their families who 
present a range of agencies with substance misuse problems. 

Families: visiting homes where parents are struggling to cope and where children are in danger from 
their own behaviour or that of others. 

TRAINING ROUTE/QUALIFICATIONS 

Variable. For some roles no formal entry level qualifications, but a GNVQ in Health and Social Care is an 
advantage and entrants need to be literate and numerate. Previous experience of working with people in 
a social care/support setting can be very useful. For others it is necessary to have at least one year’s 
experience of working/caring for people with problems, and be willing to undertake further training. NVQ 
level 3 in Care is desirable, or be working towards an NVQ relevant to this area of work. For yet other 
roles it is essential to have a particular qualification, such as NVQ 3 or 4 in Care or Health & Social 

10. Employment Support 

JOBS INCLUDED: 

Day Work Worker • Supported Employment Worker • Employment Training Officer • Employment Support 
Worker • Employment Adviser • Inclusion Worker 

ROLE DESCRIPTION 

This role specialises in supporting service users in obtaining and continuing in employment. 

Employment Support staff identify employment opportunities for people with disabilities or the long-term 
unemployed by contacting employers, finding out about job openings and trying to match them up with 
service users whose skills and abilities they have assessed. They may also help with practical matters 
such as preparing CVs and coaching in interview skills. In addition, they assess any support service 
users may need in carrying out their job – such as special equipment, adaptations or help with personal 
care. 

Employment support staff also work with employers, helping ease transition into the workplace and/or 
helping create individual training programmes, if required. They may arrange training for service users 
before putting them forward for work. Part of the job involves regular communication with local employers 
to keep up-to-date with opportunities, and putting forward the idea of employing someone who is long-
term unemployed (but perhaps newly retrained) or with a disability 

TRAINING ROUTE/QUALIFICATIONS 

Various. Employment advisers need to have good people skills and some knowledge/experience of 
benefits and services available for the long-term unemployed and/or people with disabilities. Specific 
academic qualifications may be less important than life and career experience.  

Employment advisers often work towards NVQs/SVQs at level 3. For working with people with 
disabilities, NVQs/SVQs level 3 in Care or Training and Development are common examples 

11. Advice, Guidance and Advocacy 

JOBS INCLUDED: Welfare Rights Officer • Advocacy Worker • Advocate • Court Liaison Officer 

ROLE DESCRIPTION 

This is a specialised role focussing on matters related to legislation. Staff work on housing benefit, 
disabled living allowances, help for single parents with child benefits, council tax, employment benefit, 
sick pay, rent support, bereavement benefits, industrial injuries claims, etc. and may also deal 
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with exemptions from certain charges (for prescriptions for example), concessions, free or low cost 
services and free aids, appliances and facilities, to advise service users and help those eligible to receive 
their full entitlement. 

Their work includes: 

• making an assessment of a service user's situation 

• researching information using reference material and relevant websites 

• giving advice on social security and tax credits legislation in confidential interviews, over the 
telephone, or by letter or email 

• writing reports and/or appeal submissions 

• representing claimants at tribunals and similar bodies 

• providing support to service users getting their voices heard in planning for individual care or for  
service development 

12. Educational Support 

JOBS INCLUDED: Learning Mentor • Education Welfare Officer • Connexions Personal Adviser • 
Careers Adviser • Outdoor Education Worker 

ROLE DESCRIPTION 

This group of workers supports service users while they are within the education system. 

Personal advisers in the Connexions Service provide information, advice, guidance and support to 
young people during their teenage years and as they move into adult life. They aim to help young people 
between 13 and 19 achieve their full potential, especially in learning. Much of the work involves direct 
contact with young people, working intensively on a one-to-one basis and less intensively with larger 
groups. Other tasks include liaising with outside organisations, working with parents and carers, and 
administration. 

Learning mentors provide guidance to school children, college students and sometimes adults. The 
range of tasks may include: 

• helping with school work 

• advising on financial matters 

• helping young people to plan for the future 

• providing emotional support 

Learning mentors work closely with teachers, parents, social workers, local government workers, careers 
advisors and fellow learning mentors. 

TRAINING ROUTE/QUALIFICATIONS 

Variable. Fully-qualified personal advisers have an NVQ/SVQ level 4 in a relevant professional discipline 
and extra training for Connexions. Experience of working with young people is important. 

People generally work as learning mentors after gaining experience in other fields such as social work, 
counselling, teaching or youth welfare. Some authorities or companies may ask for qualifications such as 
English and maths (GCSEs/S) grades. Mature applicants are often welcomed and there is no set age 
limit. 
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13. Youth Offending Support 

JOBS INCLUDED: Youth Offending Team (YOT) Officer • Youth Justice Officers • Social Workers (Youth 
Offending) • Youth Offending Support Worker • Intermediate Treatment Worker • Reparation Worker • 
Substance Misuse Worker 

ROLE DESCRIPTION 

The role of Youth Offending Teams (YOT) is to prevent young people from committing crime and to help 
offenders and their parents or guardians/carers to look at the possible causes of their behaviour so that it 
doesn't happen again. 

They work with young people - mainly 10-18 year olds – who are at various stages of the criminal justice 
system. Youth Offending Teams are multi-agency, made up of staff seconded from social services, 
police, health, probation, youth service and education welfare. 

TRAINING ROUTE/QUALIFICATIONS 

A professional social work qualification is often the minimum entry requirement, although some 
employers accept nationally recognised youth work or teaching qualifications. Experience of working with 
young people through the childcare or criminal justice system and a sound knowledge of both childcare 
and youth justice legislation can be an advantage. 

14. Counsellor 

JOBS INCLUDED: Counsellor 

ROLE DESCRIPTION 

Counsellors give people the opportunity to work through their feelings in complete confidence, by 
listening to what they have to say, and asking them questions to find out more. They offer counselling to 
people seeking help for various reasons, e.g. coming to terms with the death of someone close, making 
life changes or wanting support to cope with a stressful workplace. Some counsellors specialise, e.g. in 
relationship difficulties, AIDS, drug or alcohol misuse, or with particular age groups. Counsellors either 
work for organisations such as schools, colleges, youth agencies, the voluntary sector and the NHS, or 
are self-employed. Many work part time or are volunteers. 

TRAINING ROUTE/QUALIFICATIONS 

It is necessary to fulfil the requirements of the British Association for Counselling and Psychotherapy 
(BACP) Counsellor / Psychotherapist Accreditation Scheme. 

15. Occupational Therapist 

JOBS INCLUDED: Occupational Therapist, Specialist OT Practitioner • OT Assistant 

Can work in any of the following service areas: physical rehabilitation; mental health; learning disability; 
primary care; paediatrics; environmental adaptation; care management; equipment for daily living; 
housing. Includes Consultants in Occupational Therapy employed in the NHS. 

ROLE DESCRIPTION 

Occupational therapy is the assessment and treatment of physical and psychiatric conditions using 
specific, purposeful activity to prevent disability and promote independent function in all aspects of daily 
life. Occupational Therapists work with people of all ages to help them overcome the effects of disability 
caused by physical or psychological illness, ageing or accident. They assess the disabled person and 
their carer/s to ascertain what is needed to increase independence. This may include provision of 
specialist equipment, or adaptations to the property, or advice on re-housing. It may also include 
functional treatment to improve range of movement, coping with perceptual or cognitive deficits, coping 
with sensory loss or mobility impairment. 
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Occupational Therapists also have knowledge of housing design and give advice to housing departments 
on mobility and wheelchair housing. 

OT Assistants assist Occupational Therapists. 

TRAINING ROUTE/QUALIFICATIONS 

The professional qualification required is a degree or two year postgraduate diploma in occupational 
therapy. Practising Occupational Therapists have to be registered with the Health Professions Council. 

OT Assistants are not required to have qualifications but would be expected to work towards NVQs. 

16. Registered Nurse 

JOBS INCLUDED: 

In social care settings: nursing roles 

In the NHS, includes the following roles: Nurse Consultant • Modern Matron • Nurse Manager • 
Registered sick children’s nurse • Registered Midwife • Health Visitor 

ROLE DESCRIPTION 

Works predominantly on health care, rather than personal care, in the following areas: 

• Acute, General & Elderly (adults) caring for adults, elderly people and others who are ill, injured or 
have physical disabilities. 

• Paediatric (children’s) caring for babies, children and adolescents who are ill, injured or have physical 
disabilities. 

• Maternity and Special Care Baby Unit (SCBU) nurses caring for newborns. 

• Community Learning Disabilities and Other Learning Disabilities nurses work with people with 
learning difficulties to help them become as independent as possible. 

• Community Psychiatry and Other Psychiatry (Mental Health) nurses help people suffering from 
mental health problems, e.g. personality disorders, neuroses, phobias, acute anxiety, alcohol 
dependency, severe eating disorders and depression. 

• Community Services: Practice Nurses are usually employed within a primary healthcare team and 
work with individuals and groups registered with the practice population, assessing, planning and 
evaluating nursing care to meet the needs of the population. 

• Education Services: School Nurses: role includes searching out health-related learning needs of 
children, adolescents and their families. 

TRAINING ROUTE/QUALIFICATIONS 

Diploma (3 years) or BSc Degree (3-4 years) in Nursing (half theory & half practice). 

17. Allied Health Professional (other than Occupational Therapist) 

JOBS INCLUDED: 

• Physiotherapist• Chiropodist / Podiatrist • Dietician / Nutritionist • Drama Therapist• Dance Therapist • 
Speech and Language Therapist • Art Therapist • Play Therapist • Prosthetist • Orthotist • Orthoptist • 
Psychologist • Psychotherapist 

ROLE DESCRIPTION Physiotherapist 
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Assess and treat people with physical problems caused by accident, ageing, disease or disability, using 
physical approaches in the alleviation of all aspects of the person's condition. 

TRAINING ROUTE/QUALIFICATIONS: Degree in physiotherapy, or 2 year MSc for graduates of 
biological or sports science, leading to state registration. 

ROLE DESCRIPTION Chiropodist/Podiatrist 

Diagnose and treat abnormalities of the foot. They give professional advice on prevention of foot 
problems and on proper care of the foot. 

TRAINING ROUTE/QUALIFICATIONS Full-time degree in chiropody/podiatry. 

ROLE DESCRIPTION Dietician/Nutritionist 

Translate the science of nutrition into practical information about food. They work with people to promote 
nutritional well being, prevent food related problems and treat disease. 

TRAINING ROUTE/QUALIFICATIONS Degree in dietetics and/or nutrition. Graduates of e.g. physiology 
or biochemistry may study 2 year postgraduate course. 

ROLE DESCRIPTION Drama Therapist 

Work with older people, disturbed adolescents, psychiatric patients or physically and mentally disabled 
people of all ages to help improve their balance, speech and overall basic social and life skills. 

TRAINING ROUTE/QUALIFICATIONS 

Postgraduate course in drama therapy (available full or part-time), including theoretical and workshop 
study with work experience. 

ROLE DESCRIPTION Dance Therapist 

Use dance to help people express their feelings, build up their confidence and develop their potential. 

TRAINING ROUTE/QUALIFICATIONS 

Postgraduate course in dance movement therapy 

ROLE DESCRIPTION Speech and Language Therapist 

Work with people with communication and/or swallowing difficulties. 

TRAINING ROUTE/QUALIFICATIONS 

Degree in subject like speech and language therapy, clinical communication studies or speech pathology 
and therapy and speech sciences. One year supervised work before becoming registered with the Royal 
College of Speech and Language Therapists. 

ROLE DESCRIPTION Art Therapist 

Provide a psychotherapeutic intervention which enables people to effect change and growth by the use 
of art materials to gain insight and promote the resolution of difficulties. 

TRAINING ROUTE/QUALIFICATIONS 

Postgraduate qualification (usually Diploma) in art therapy or art psychotherapy, following first degree in 
art and design (or similar) and/or psychology. 

ROLE DESCRIPTION Play Therapist 

Help children to explore their feelings, to express themselves and to make sense of their life experiences. 
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TRAINING ROUTE/QUALIFICATIONS 

Usual entrance via social work or occupational therapy, undertaking a course validated by British 
Association of Play Therapists. 

ROLE DESCRIPTION Prosthetist 

Provide care and advice on rehabilitation for patients who have lost or who were born without a limb, 
fitting the best possible artificial replacement. 

TRAINING ROUTE/QUALIFICATIONS 

Full-time 4 year degree BSc in prosthetics and orthotics, with final year spent in clinical practice. 

ROLE DESCRIPTION Orthotist 

Design and fit orthoses (calipers, braces etc.) which provide support to part of a patient's body, to 
compensate for paralysed muscles, provide relief from pain or prevent physical deformities from 
progressing. 

TRAINING ROUTE/QUALIFICATIONS 

Full-time 4 year degree BSc in prosthetics and orthotics, with final year spent in clinical practice. 

ROLE DESCRIPTION Orthoptist 

Diagnose and treat eye movement disorders and defects of binocular vision. 

TRAINING ROUTE/QUALIFICATIONS 

3 year full-time degree course. NHS work requires state registration 

ROLE DESCRIPTION Psychologist 

Study the human mind and the way it affects personality, learning, behaviour and physical health. Help 
people to reduce the psychological distress caused by problems like depression, relationship breakdown, 
illness or stress at work. 

TRAINING ROUTE/QUALIFICATIONS 

Degree in psychology followed (usually after a year of relevant work experience, e.g. as a care assistant 
or ‘nightline’ helper) by a postgraduate qualification to become a Chartered Psychologist as awarded by 
the British Psychological Society. 

ROLE DESCRIPTION Psychotherapist 

Help people suffering from emotional or personal difficulties such as anxiety, phobias, eating disorders or 
depression, by listening to clients, drawing attention to patterns of behaviour and encouraging self-
understanding. Can work as Child Psychotherapist or Adult Psychotherapist - for the latter must be a 
Clinical Psychologist or Psychiatrist specialising in psychotherapy. 

TRAINING ROUTE/QUALIFICATIONS 

Degree in psychology and some professional experience in a relevant field (e.g. education, social work, 
psychiatric nursing) in order to enter postgraduate training. 

18. Nursery Nurse 

JOBS INCLUDED: 

Nursery Nurse • Early Years Specialist • Nanny 
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ROLE DESCRIPTION 

Nursery nurses are qualified to work unsupervised with and to take responsibility for the children in their 
care. They provide care and education for children aged between birth and eight years old. They use 
knowledge of child development to plan and supervise play and work activities, which help children learn 
and develop. Their duties depend on the age of the children they care for. With babies, a lot of the work 
involves physical care. With toddlers, pre-school and older children they also focus on developing 
language skills and encouraging exploration of the world through play. 

TRAINING ROUTE/QUALIFICATIONS 

Various, including Diploma in Nursery Nursing, NVQ level 3 in Early Years Care and Education, 
Advanced Diploma in Child Care and Education. 

19. Childcare Worker or Childcare Assistant 

JOBS INCLUDED: 

Nursery Assistant • Nursery Worker • Childcare Assistant • Childcare Worker • Early Years Level 2 
Worker • Playworker • Assistant Playworker  • Childminder 

ROLE DESCRIPTION 

Nursery Workers / Assistants assist Nursery Nurses in promoting the physical, social, intellectual and 
emotional development of children in their care. They are NOT qualified/allowed to work with children 
unsupervised. Playworkers plan, organise and supervise play and activities for children and young 
people, with the aim of enabling children to experiment through play and participate in imaginative play, 
sports, drama, music, outdoor activities, cooking or creative activities. 

Most playwork is needed after school, at weekends and during school holidays. Playwork settings include 
schools, community centres, adventure playgrounds, church halls, play buses and leisure centres. A 
Registered Childminder looks after children in the childminder’s own home. Childminders cater for 
children's physical, educational, social and emotional needs by providing a warm, caring, secure 
environment, with stimulating play and learning activities. 

TRAINING ROUTE/QUALIFICATIONS 

No formal qualifications required, but most employers would encouraged workers to register for and 
progress to NVQ level 2 in Early Years Care and Education. There are various qualifications, e.g. Council 
for Awards in Children's Care and Education (CACHE) Certificate in Child Care and Education, which are 
welcomed in such posts. 

Childminders 

As part of the National Daycare Standards, all childminders in England must complete a preparatory 
training course and a paediatric first aid course recognised by their local authority. Ideally these should 
be taken before the childminder’s registration with Ofsted is completed but may be taken up to six 
months from the date on their registration certificate. 

Currently, there is no requirement for an accredited qualification but childminders are strongly 
encouraged to work towards a relevant level 3 qualification. 

20. Teacher (qualified) 

JOBS INCLUDED: 

Nursery Teacher • School Teacher 

ROLE DESCRIPTION 
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School teachers help children and young people to develop their abilities and achieve their full potential. 
They can choose to teach a particular age group, and this determines the type of school they work in and 
the subjects they teach. The age groups are: 

• Nursery and primary school nursery classes (three to five year olds): teachers usually take their class 
for all lessons 

• Primary (5 to 11 year olds): teachers teach most subjects to the same class 

• Secondary (11 to 16 year olds, 11 to 19 if the school has a sixth form): teachers usually teach only 
one or two subjects to different classes. 

TRAINING ROUTE/QUALIFICATIONS 

The route to qualifying as a teacher in England and Wales is through an Initial Teacher Training (ITT) 
course to obtain Qualified Teacher Status (QTS). The main ways of training are a first degree course 
leading to QTS/TQ or a first degree followed by a Postgraduate Certificate of Education (PGCE) 

21. Educational Assistant 

JOBS INCLUDED: 

Educational Assistant • Teaching Assistant • Classroom Assistant • General Assistant • Learning Support 
Assistant • Literacy and Numeracy Support • Special Needs Support • Minority Ethnic Pupil Support 

ROLE DESCRIPTION 

Non-teaching staff regularly employed to support teachers and pupils in the classroom. Work includes 
supervising small groups of children undertaking learning activities, assisting individual children to 
complete learning tasks, handling routine classroom administrative duties, assisting in managing pupil 
behaviour around the school, dealing with minor accidents. 

Assistants are based in primary, secondary or special schools. In primary and special schools they may 
be mainly responsible for supporting one child or a small group of children with special needs, or be 
attached to a particular class. In secondary schools they are more likely to be working with one child 
across all areas of the curriculum. Some employing authorities in urban areas appoint staff to a central 
pool and deploy them to schools as required. 

TRAINING ROUTE/QUALIFICATIONS 

No entry qualifications required. Many schools prefer older entrants with previous child-care experience. 
Many teaching assistants are employed directly by the school or local education authority (LEA) and train 
on the job. There are a number of training opportunities and qualifications available including 
NVQs/SVQs levels 2 and 3 for teaching assistants and classroom assistants and vocationally-related 
qualifications such as CACHE or BTEC levels 2 and 3 certificates. There is a Foundation Degree for 
higher level Teaching Assistants. 

A minimum age gap between Teaching Assistants and pupils may apply. 

22. Technician 

JOBS INCLUDED: 

Equipment Technician • Equipment Aid • Rehabilitation Officer • Rehabilitation Engineer • Hearing  
Technician • Guide Dog Assistant • IT Technician • School Laboratory Assistant • School Technician 

Does not include technicians who have no involvement with service users – these are included under 
Ancillary Staff 

ROLE DESCRIPTION 
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Work for and with service users on the provision, use and maintenance of appropriate aids and 
equipment of all types, including electronic and electro-mechanical equipment. Technicians work with 
health and social care professionals and other members of teams to identify and meet service users’ 
needs. The work may include some or all of: 

• involvement in service user assessment 

• adjusting and explaining equipment 

• maintaining and servicing equipment 

• ensuring performance and safety 

• monitoring and recording service user activity and progress 

• custom manufacture of aids such as wheelchairs and speech synthesisers for individual service 
users 

TRAINING ROUTE/QUALIFICATIONS 

No specific minimum entry requirements, but employers usually expect 4GCSE's (A-C), science A-
Level/s, BTEC in electronics or an engineering degree. 

23. Other job roles directly involved in providing care. 

JOBS INCLUDED: 

Directly care-providing job roles not covered by any of the above categories. 

ROLE DESCRIPTION 

Directly care-providing job roles not covered by any of the preceding categories 1-22. 

24. Managers and staff in care-related but not care providing roles. 

JOBS INCLUDED: 

Wide range at all levels 

ROLE DESCRIPTION 

A range of roles which are specific to social care and need a high level of knowledge of the care 
provision activities of the organisation, but are not directly involved in providing care. Included are jobs 
involving: 

• Training and staff development 

• Assessment e.g. of NVQs 

• Practice learning management 

• Compliance, verification, quality control, quality assurance, standards, procedures, Best Value, 
performance assessment and review 

• Procurement, commissioning, contracting, payments 

• Liaison and coordination between different organisations, e.g. in multi-agency working, partnership 
working 

• Research and planning 



Skills for Care Annual Workforce Report 2008 Appendices A-D  - 21 - 

• Customer relations, complaints 

Includes staff at all levels including those with management responsibilities in these work areas. 

25. Administration / office staff (not providing care) 

JOBS INCLUDED: 

Personnel Officer • HR Manager • Clerical Worker • Receptionist • Secretary • Personal Assistant to 
Manager (NB not re. Independent Living) • WP Operator • Data Entry staff • Information and 
Communications Technology (ICT) • Accountant • Librarian • Interpreter • Analyst • Adviser • Researcher 
• Control Assistant • Architect • Lawyer • Surveyor • Marketing • other administrative jobs 

ROLE DESCRIPTION 

Administrative and office roles which are not specific to social care and can be found in many different 
types of organisation, including: 

• Personnel and Human Resources (HR) 

• IT, ICT 

• Finance and accounting 

• Information services 

• Health and safety 

• Transport services / fleet management (but drivers are Ancillary staff in category 26) 

• Marketing, promotion, business development 

• Interpreting service 

Includes staff at all levels including those with management responsibilities in these work areas. 

TRAINING ROUTE/QUALIFICATIONS 

Various. 

26. Ancillary staff (not providing care) 

JOBS INCLUDED: 

Domestic Assistant • Domestic Staff • Cleaning Staff • Catering staff, Cook • Estate / premises 
management and maintenance staff • Driver, other transport staff • Housekeeper • Porter • Telephonist • 
Gardener/Grounds-person • Electrician • Fitter • Labourer • Plumber • Carpenter • Bricklayer • 
Painter/Decorator • Work Analyst • Chargehand • Works Supervisor • Engineer • Building Officer • 
Handyperson • Maintenance Craftsperson • Building Craftsperson • Mechanic • Apprentice • Technician – 
if not providing care • Sign maker or designer • Other 

ROLE DESCRIPTION 

Ancillary roles which are not specific to social care and can be found in many different types of 
organisation. Includes staff at all levels including those with management responsibilities in these work 
areas. 

Also includes the following NHS ‘Support Workers’: laundry workers, sewing room, Hospital Sterilisation 
& Decontamination Unit (HSDU) and Estates/Facilities. 

TRAINING ROUTE/QUALIFICATIONS 
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Various. 

27. Other job roles (not providing care) 

JOBS INCLUDED: 

Other job roles (not providing care) 

ROLE DESCRIPTION 

Other job roles (not providing care) 

Supporting job roles not covered by any of the preceding categories, which are not directly involved in 
providing care. 
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APPENDIX C 

THE SKILLS FOR CARE WORKFORCE SIMULATION MODEL 

 

Work on developing Skills for Care’s Workforce Simulation Model started in 2007. The model has three 
components: People who use services, Functions & Services and Workforce. 

People who use services 

People who use services are broadly divided into three groups: those receiving residential care; those 
receiving care in the community and those having contact with social care services but not receiving a 
care package. 

The main sources of data for numbers were PSSRU’s Future demand for long-term care, 2002-2041: 
Projections of demand for long-term care for older people in England, and PSSRU’s Analysis to Support 
the Development of the Relative Needs Formula for Older People: Final Report. 

These were supplemented by Community Care Statistics 2004, Supported Residents (Adults), England; 
Community Care Statistics 2005-06: Referrals, Assessments and Packages of Care for Adults, England; 
Community Care Statistics 2005: Home care services for adults, England, and Laing & Buisson’s Care of 
Elderly People UK Market Survey 2004. 

Functions & Services 

The functions and services that people using services receive are derived from the criteria used in the 
above data sources, supplemented by those used in the NMDS-SC. The simulation model uses a set of 
19 functions and services. At summary level, these are: 

• Assessment, review and social care management 

• Contacts (including advice services outside of care packages) 

• Day care services 

• Domiciliary care services 

• Residential care 

Workforce 

The NMDS-SC defines 27 job roles, 22 of which are involved in adult social care. These are treated 
individually in the simulation model but are grouped for output purposes into four categories: Managers, 
Professionals, Care Workers and Administration/Ancillary. 

Based principally on results from the NMDS-SC organisational questionnaire, each of the 22 adult social 
care job roles is categorised as either being involved or excluded from delivering particular functions and 
services to clients. Furthermore, each ‘involved’ job role has a capacity to serve a number of people. This 
capacity has been quantified using the NMDS-SC organisational data as a ‘Staffing Ratio’. 

The Staffing Ratio 

This is the basic measure on which the simulation model operates. From the NMDS-SC data we know 
how many people (by job role) are employed in establishments offering most of the 19 functions and 
services. We also know those establishments’ service provision. Dividing the effective service provision 
(on the date the questionnaire was completed) of providing establishments by the total number of staff 
working at those establishments gives the Staffing Ratio. 
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The calculation is somewhat more complicated to exclude individuals working in establishments offering 
a specific service but not actually involved in its provision. 

Where the NMDS-SC does not provide specific data for the Staffing Ratio calculation, other sources have 
been consulted (e.g. NAAPS, Adult Placement Counts, 2004) or, where no data is available, ‘sensible’ 
estimates developed. 

The Staffing Ratios were refined to fit to the estimated workforce size for 2005, and then readjusted when 
new workforce estimates for 2006-7 were produced by Skills for Care. 

Following the consultation workshop the following revisions have been made to the Base Case 
assumptions. Where opinions differed, estimates have been averaged. 

Revisions to Base Case: Differing needs among adult clients 

The workshop felt that the Base Case model should take better account of anticipated increasing 
demand from learning disabled adults, identified by CSCI and also referenced by the Local Government 
Association. 

CSCI’s 2004-5 State of Social Care report3 shows the following numbers of adult individuals receiving 
services from councils in 2004 in three major adult client subgroups: 
Client group Home 

care 
Day 
care 

Residential 
care 

Direct 
payments 

Physical / sensory disabled 42,061 20,584 10,970 8,292 
Learning disabilities 17,995 51,242 35,780 1,754 
Mental ill-health 11,871 26,559 12,575 329 

It is clear from the above table that the pattern of social care differs across the three subgroups, for 
example, those with learning disabilities account for the majority of adult residential care. This is 
particularly important as the CSCI report highlights differences in the projected growth rates for these 
subgroups. 

In particular, adults with learning difficulties are seen as a growing proportion of the adult social care 
clientele. CSCI anticipates the number of adults with learning difficulties in England will rise from 
~800,000 in 2004 to ~890,000 in 2021 (paragraphs 4.27 & 4.30), i.e. an annual growth rate of about 
0.6% per annum. Among those with severe learning difficulties (likely to be the heaviest social care 
users) the expected growth rate is quoted as ‘around 1% per annum’ over the next 15 years (paragraph 
4.31). 

The report also refers to recent trends showing rises in the estimated prevalence rates of mental ill-health 
(paragraph 4.36) and implies higher detection rates among members of ethnic minorities that imply 
increased take-up of social care. There is a similar inference in paragraphs 4.38-4.39 concerning those 
identified with physical and sensory disabilities. Paragraph 4.10 states that ‘Service development for 
those with mental ill-health and learning disabilities is already closely integrated’. We have assumed that 
this implies a similar pattern of care being delivered to new adult clients as those for existing ones. 

Model implications 

A relatively simple sub-model was developed to simulate the effect of changes in the adult client 
population on demand for care services. This allows the user to input different rates in the growth of four 
adult sub-populations (the three previously mentioned sub-groups plus an ‘others’ category composed of 
the currently small, substance-abuse and vulnerable adult client groups) to see the impact on patterns of 
service (assuming current patterns of uptake). 

                                                      

3 The State of Social Care In England 2005-6, Commission for Social Care Inspection, December 2006. 
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Revisions to Base Case: incorporating direct payments 

The direct payments scheme was a problem area in the original Base Case model because it is not a 
service, per se, but a permission to purchase services, while the overall modelling approach has been to 
model service uptake. 

Since the workshop in early July, the availability of interim findings from the IFF survey of 500 Direct 
Payment recipients and PAs4 has provided the necessary data to add a job-role (the Personal Assistant – 
PA) and new service (direct payments and similar) and so allowed this activity to be modelled. 

Using CSCI’s self-assessment survey data from local authorities5, we have estimated that by 31 March 
2007 there were about 25,000 adult clients in receipt of direct payments and a further 11,500 older 
recipients (NB. This is an extrapolation of the detailed 2006 subtotals to the 2007 overall total). 

Year to: Adults-PD and SD Adults - LD Adults-MI Adults-Other Older people 
2002-09-30 5,618 736 132 0 1,032 
2003-09-30 7,155 1,337 229 0 1,899 
2004-09-30 9,986 2,354 520 15 4,365 
2005-03-31 11,580 3,142 830 18 5,493 
2006-03-31 14,822 4,750 1,477 37 9,733 
2007-03-31 17,645 5,655 1,758 44 11,587 

Interpolating these data to year end estimates gives the following year end estimates. 
Year end All adults Older people 
2002 7,045 1,249 
2003 9,760 2,516 
2004 14,223 4,929 
2005 19,707 8,673 
2006 24,098 11,123 

 

On average each of these recipients employed 2.4 PAs to provide just under 20 hours of care per week, 
on average (IFF data available at the time). These results suggest there were approaching 85,000 PAs 
employed in 2006 in providing services to adult and older social care clients (assuming each PA works 
for a single client6). 

Analysis of the services provided summary data from the IFF survey (below) suggests that the PA role is 
largely focussed on providing home care services. Summing the major service groups into NMDS-SC 
categories and re-percentaging suggests approximately 34% of their role is providing domestic services 
and home help, 24% providing domiciliary or home care, 16% home nursing support with the remaining 
26% as other types of care/support. Thus, as direct payments increases in its clientele we can expect it 
to divert demand from ‘traditional’ home care services particularly. 

Base =All service users (481) % using PA(s) for this activity 
Travel, going out and leisure 90% 
Housework 89% 
Personal care and promoting mobility 86% 
Medical tasks 53% 
Administration of finances 34% 
Assistance with work or education 24% 
Child care 7% 

 

                                                      

4 4 Employment aspects and workforce implications of direct payments, IFF Research for Skills for Care, 2008 
5 Self assessment survey, CSCI PADI, September 2007 
6 This is now known not to be the case, but the workforce projections in the model have not been adjusted for this at present, so as to be 
comparable with the workforce estimates given in the main report. 
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The following table7 shows the share of direct payments as a proportion of the combined Home Care & 
Direct Payment recipient populations for adults and older people. 
Direct Payment % Home 
Care + DP  

All PD & SD LD MI Other 

Adults (# of recipients) 22% (22,000) 26% (15,000) 19% (5,000) 11% (1,600) 25% (2,000) 
Older (# of recipients) 3% (10,000) 3% (9,000) 3% (70) 3% (600) 3% (300) 

Other = substance abuse & vulnerable. 

These data show that by March 2006 there were twice as many adult recipients of direct payments than 
older recipients, and that three-quarters of recipients were in the physical or sensory disability category. 
In terms of penetration, it is seven times greater among adults and highest among those with physical or 
sensory disabilities and lowest in those with mental ill-health problems. 

Service expansion through direct payments 

The IFF research showed that 19% of recipients of direct payments had not been receiving any services 
before direct payments. This raises the possibility that direct payments may serve to increase the number 
of social care recipients. On the other hand, it could just mean that a proportion of new social care clients 
go directly into Direct Payment schemes (future analysis of the IFF dataset should enable us to clarify 
this). 

For now, the simulation model has been modified to allow for direct payments to exert a service 
expansion effect. 

                                                      

7 Based on RAP Table P2s.1 Estimated number of clients on the books to receive community based services on the last day of the period by 
primary client type, components of service and extended age group. 
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APPENDIX D 

FACTORS AFFECTING THE FUTURE SOCIAL CARE WORKFORCE AND THE 
FUTURE DEMAND FOR ADULT SOCIAL CARE 

Introduction 

This appendix contains the findings of a research review conducted during January and February 2006. 
The review was subsequently updated to incorporate relevant information from the Wanless Social Care 
Review(47) and the output of a workforce visioning session conducted with members of Skills for Care’s 
Workforce Intelligence and Development teams(48), both of which became available in Spring 2006. It is in 
two parts: 

• An overview of the factors affecting the size and shape of the current and future social care 
workforce; 

• A detailed review of the social care workforce projections and demand projections available at the 
time of writing. 
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1.1 Factors affecting the size and shape of the workforce 

The box below sets out the range of factors identified in the research reviewed that currently exert 
pressure on the social care workforce, or are likely to do so in the future. These fall into two groups: 
factors extrinsic to the workforce, and those intrinsic to it. 

Factors extrinsic to the social care workforce 

Increased pressure Mixed/uncertain Decreased pressure 

Population trends 
Distribution of need 
Incidence of one person households 
Additional demand 
Service user wishes and 
expectations 
More competition for workers 
Decrease in rate of public spending 

Healthy ageing 
Increased wealth 
Extended participation in the 
workforce 
Informal care 
Baby boomer ageing 
The lived environment 

 

Factors intrinsic to the social care workforce 

Increased pressure Mixed/uncertain Decreased pressure 

Lack of professional identity 
Recruitment and retention 
Ageing 
Heavily skewed to women 
Pressures of job 
Bureaucracy and paperwork 
Lack of career pathway 
Pay and conditions 

Changing patterns of care 
Integrated working with the NHS 
New social care workers 
Funding of social care 

Commitment to ‘making a 
difference’ to people’s lives 

The intrinsic factors exerting increased or decreased pressure (listed in the shaded panels) are of long 
standing and are discussed extensively in other reports by Skills for Care, notably ‘The State of the 
Social Care Workforce in England: Volume 1 of the first Annual Report of the TOPSS England Workforce 
Intelligence Unit, 2003’(42). For this reason they are not covered in any further detail here, although many 
remain issues of concern. 

The intrinsic factors that will have an as yet undetermined effect on the workforce derive from policy 
proposals contained in the Green Paper, Independence, Well-being and Choice: Our vision of the future 
of social care for adults in England(43), published by the Department of Health in March 2005. These are 
discussed below, as is a range of factors that are extrinsic to the social care sector and workforce. As the 
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box shows, some of these factors will bring increased pressure to bear, while others may work in the 
opposite direction. Still others may have effects that are both positive and negative in different respects, 
or that are simply too difficult to predict at this stage. 

The rest of this sub-section examines each of these factors in turn and presents the data that underlie 
this assessment. 

1.1.1 Population projections 

The main source of population projection data encountered in the literature was the Government 
Actuary’s Department (GAD)(1). (See box.) 

Population projection data 

The reports referred to in this section used the Government Actuary’s Department’s principal projections with 
base years ranging from 2000 through 2004 as follows: 

Report GAD base year 
Wanless D., Securing our Future Health: Taking a Long-Term View, Final Report, HM Treasury, April 2002(5) 2000 

Laing W., Factors Driving the Need for Care, International Longevity Centre UK/Institute of Actuaries 
seminar Who Cares? Domiciliary and residential care in the UK today and tomorrow, February 2004(22) 

2001 

Pensions Commission, Pensions: Challenges and Choices, The First Report of the Pensions Commission, 
2004(3) 

Wittenberg R., Comas-Herrera A., Pickard L., Hancock R., Future Demand for Long-term Care in the UK, 
PSSRU, 2004(7) 

Laing & Buisson, Care of Elderly People, UK Market Report 2005, Eighteenth Edition, Laing & Buisson Ltd, 
2005 

2002 

HM Treasury, Long-term public finance report: an analysis of fiscal sustainability, 2005(2) 

Wanless D, Wanless Social Care Review: Securing Good Care for Older People: Taking a Long-Term View, 
King’s Fund, March 2006 

2004 

One exception to this was Sir Derek Wanless in Securing our Future Health: Taking a Long-Term View(5), 
which, as well as the principal projection for 2000, used additional projections to take account of uncertainties 
about the rate of growth of the population aged 65 or more. One of these alternative projections was GAD’s 
high life expectancy variant for 2000, and the other was prepared by GAD using their own principal migration 
and fertility assumptions and Eurostat’s high variant life expectancy assumptions. The latter was not available 
for inclusion here. Another exception was the 2005 Long-Term Public Finance Report published by HM 
Treasury(2). This does not provide the actual projections but includes key assumptions from GAD’s 2001-
based, 2002-based, 2003-based and 2004-based principal projections as well as from the key 2004-based 
variants, the Eurostat baseline projection and the UN medium projection for the UK. 

Inclusion of multiple projections reflects the recommendation by the House of Lord Select Committee on 
Economic Affairs(18) that such projections should report the ‘funnel of doubt’ created by the variance between 
high and low assumptions about mortality and other key demographic variables. 

This sub-section summarises the Government Actuary’s Departments’ principal population projections for 
England from 2000 to 2004. Also included is the high life expectancy (HLE) variant for 2000 (see box 
above). (Detailed tables for the total projected population of England and for key age groups within it are 
at the end of this appendix). 

• The overall trend in the population is upwards. As the chart below shows, the only difference 
between the projections is the extent rather than the general direction of the trend, and the fact that, 
under the 2004-based principal projection (the most recent), population growth does not slow in the 
later years. This is because, in contrast to previous projections, it is assumed that there will be no 
decline in the rate of improvement in mortality rates after 2029. Based on the 2004-based projections 
the population of England will increase from 50.7 million in 2006 to 54.6 million in 2021 and 58.3 
million in 2041. 
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GAD Total population projections for England(1) 
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• Virtually 80% of the increase posited by the 2004-based projections is accounted for by the increase 
in the number of people aged 65 and over, which rises from 8.1 million in 2006 to 10.6 million in 
2021 and 14.2 million in 2041, a total increase of almost 75%. Here too, there is no difference in the 
direction of the trend, although the actual numbers arrived at in 2041 are consistently higher the 
more recent they are (apart from the 2001 figures, which seem abnormally low). Interestingly, even 
the 2004-based projections do not match the 2000-based high life expectancy projection used by 
Wanless.(5) 

GAD population projections for adults 65+ in England 
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• The projected growth in the number of people aged 85 or more is still higher. According to the 2004-
based projections, there would be about 1 million people of them in 2006, and this number is 
projected to grow to 1.5 million by 2021 and to 2.8 million by 2041, a total increase of 164%. 

• By contrast the 0-15 age group changes scarcely at all over the period, while the 16-64 age group 
increases from 32.9 million in 2006 to 34.3 million in 2021 and to 34.5 million in 2041, a total increase 
of 4.6% according to the 2004-based projections. (Within the latter, the 16-24 age group decreases 
slightly between 2006 and 2021, but then returns to its 2006 level by 2041.) 
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In order to set these figures in context, the table below sets out the most extreme variants in GAD’s 
2004-based projections in terms of their effect on overall population size. 

GAD 2004-based population projections: selected variants 
Projection year Category Total population (000) % aged under 16 % aged 65+ 
2004  Principal 50,094 19.5 16.0 
2031  Principal 56,832 17.3 22.5 
2031  High fertility, high life expectancy, 

high migration 
61,300 18.7 21.8 

2031  Natural change (zero migration) 51,380 16.2 25.3 

1.1.1.1 Dependency ratio 

According to the Optimum Population Trust(29), the dependency ratio of a population is usually the ratio of 
its non-working age population (both young and old dependents) to the working age population that 
supports it. Dependents fall into several categories, including the sick and disabled, but two simple 
categories are used by demographers. Young dependents are usually those aged 0-15, and old 
dependants are those of state pension age (65 and over). Those in between constitute the potential 
workforce. 

Based on this definition and GAD’s 2004-based projections(1)8, the old age dependency ratio will rise from 
25% (i.e. 4.1 workers to every person of retirement age) in 2006 to 31% in 2021 to 41% in 2041, 
reflecting the disproportionately large increases in this older age group. 

The Optimum Population Trust highlights the inadequacy of the current definition in reflecting true 
dependency, particularly in the way it defines the youth dependency ratio. It explains (29) that 43% of 
young people go into higher education and can therefore be dependents until about the age of 21. In 
2004 more than a million people entered higher education. A study by Professor Gill Jones of Keele 
University found that the age of independence is now ‘effectively 24’. This trend is attributed to more 
young people continuing in education, particularly those from middle-class families. Furthermore, a 
survey by the online bank Egg revealed that more than half a million parents are still giving money to 
children over the age of 30, and 150,000 to children over the age of 44. The paper concludes that, with 
the introduction of tuition fees in 2006, it is possible that many children will become a greater economic 
burden to couples of working age than their ageing parents will. 

In Pensions: Challenges and Choices, The First Report of the Pensions Commission(3) Lord Turner 
addresses this concern to some extent by defining the working population as aged 20-64(3). The effect of 
this, using the 2004-based projections, is to raise the old age dependency ratio to 27% in 2006, 33% in 
2021 and 44% in 2041. Lord Turner attributes this growth in the dependency rate to the impact of the 
baby boom, the effect of which has been to depress the dependency ratio below its long-term trend 
between 1970 and 2030 and to concentrate the projected long-term longevity driven rise in the 
dependency ratio into a 30 year period from (roughly) 2010 to 2040. 

The Government’s inter-departmental reports on Opportunity Age(15,16) and Age Concern England’s 
presentation to the Ageing Population Conference held in 2005(10) recommend that the dependency ratio 
be redefined as a total employment rate(10) or economic dependency ratio(15,16) defined as the ratio of 
those who are out of work to those in work regardless of age (based on Labour Force Survey figures). 
This reflects the growing need for employment patterns to change as a result of the population 
projections outlined above, which would otherwise imply increases in the proportion of a person’s life 
spent both in education and in retirement. To some extent, this change is already happening. Age 
Concern(10) reported that between 1997 and 2005 1.5 million people aged 50 and over (re-) entered the 
workforce, and accounted for 69% of the 2.1 million jobs created over the period. A quarter of these jobs 
went to workers who were older than the State Pension Age (SPA) resulting in an increase of 25% in the 
number of older workers compared with an increase of only 3% in the 16-49 age group. 

Apart from the effects of population change on social care consumption, the Wanless Social Care 
Review(47) examines it from the point of view of social care workforce supply. He cites estimates and 
predictions by the Office of National Statistics (ONS 2006) suggesting that there will be little change in 

                                                      

8 GAD generated old age dependency ratios are based on deterministic population projections, but if instead stochastic population projections 
such as those produced by the National Institute for Economic and Social Research (NIESR) are used, key vital parameters (i.e. fertility, 
morbidity and migration flows) are shocked at random. On the basis of NIESR’s assumptions regarding the random processes influencing the 
key parameters, the demographic old age dependency ratio could lie anywhere between 15% and 70% by 2052.(2) 
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the proportion of the population over 16 that is economically active, from 63.1% in 2000 to 63.0% by 
2006 to a predicted value of 61.7% by 2020. The conclusion he draws is that the feared shortage of 
labour caused by increases in the proportion of people above the working age may not be as significant 
as many assert, and that the numbers potentially available to form the social care workforce would not 
appear to diminish substantially in the near future. He points out, however, that while relative numbers 
may not decline significantly, the average age of economically active people will increase, with potential 
implications for social care. On the plus side he notes suggestions that older care workers are well 
received by service users. 

1.1.1.2 Life expectancy 

According to Lord Turner(3), 80% of the increase in the dependency ratio from 1960 to 2050 is explained 
by the increase in life expectancy over the period and will be entirely driven by further increases in 
longevity if fertility rates continue at their current levels. 

However, there is uncertainty about the extent of continuing improvements. In its 2002 conference 
entitled Living Longer: Healthy to the End? Longevity and the compression of morbidity(23), the 
International Longevity Centre UK (ILC-UK) proposed three forecasting scenarios: 

• The traditionalists believe that the limit is not significantly greater than current human life expectancy 
and that any further gains will be limited to those offered through high tech interventions or genetic 
modifications. 

• The visionaries accept that there is a limit to life expectancy due to senescence, but believe that that 
limit has not yet been reached, and that biological research may improve it to 100-125 years. They 
base this on the fact that the therapeutic revolution has produced more advances in scientific 
medicine in the last 50 years than in the previous 2,000. 

• The empiricists maintain that we have not yet reached a limit because mortality is declining due to 
better management of disease in old age. Assuming a mortality decline of about 2% per year, they 
anticipate that life expectancy of 100 years is achievable by the year 2080. 

In addition, a number of sources, including ILC-UK, highlight the fact that some changes that have 
occurred do not augur well for continued increases in longevity, in particular the increase in obesity 
among younger adults and children that is likely to affect blue-collar rather than white-collar 
workers(3,23,43). However, while the effects of this type of risk factor are calculable based on the 
experience of preceding generations, there will be other factors that make each new age cohort a little 
different from the last, e.g. unforeseen events such as a possible influenza pandemic, terrorism or 
HIV/AIDS that can affect all demographic groups but will not be visible in the population projections for 
many years. 

1.1.1.3 Fertility 

The fertility rate is defined as the average number of children that would be born alive to a woman during 
her lifetime, if she were to pass through and survive her childbearing years, conforming to the age-
specific fertility rates of a given year(22). It has been declining since the 1970s and has now fallen below 
replacement level. Despite a slight increase in 2003, the Pensions Commission(3) and ILC-UK(24) do not 
foresee more than a small recovery. 

The available evidence suggests that likely changes in fertility would not alleviate the old age 
dependency ratio to any great extent, and that anything more substantial would in any case be 
undesirable due to its broader social and environmental impact. 

• Turner(3) points out that GAD’s high fertility projection reduces the projected 2040 old age 
dependency ratio by less then two percentage points, although the impact gradually increases 
thereafter. The total dependency ratio (i.e. the number of young people under 20 and older people 
aged 65+) would actually increase until 2030 under this scenario(3,16). 

• As a solution to population ageing, increasing the fertility rate is believed to have serious 
limitations(24) for two reasons. A return to replacement levels would require birth rates to return to pre-
1972 levels (considered unlikely in the UK), and to sustain 2002 old age dependency ratios would 
lead to increasing population growth of 1.8% per annum, placing additional strains on existing 
resources and the environment. 
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1.1.1.4 Migration 

As with fertility, several sources(3,18,24,29) concur that, while high migration would tend to increase the 
relative proportion of younger, potentially working people within the population, the levels would have to 
be unsustainably high (estimates vary from 300,000 per year(3) to 1 million(24)) to have a useful impact. 

Furthermore, the positive effect would be only temporary unless still higher levels of immigration 
continued in later years, or unless immigrants maintained a higher birth rate than the existing population, 
since they would also grow old and need workers to support them. The House of Lords Select Committee 
on Economic Affairs in their report on Aspects of the Economics of an Ageing Population published in 
2003 was categorical in dismissing increased migration as a policy tool: 

‘Although net immigration will tend, in the short run, to increase the relative proportion of younger 
persons within the population, it is neither appropriate nor feasible to attempt to counter the trend 
towards a more aged society in the United Kingdom through a manipulation of immigration policy.’ 

The Optimum Population Trust(29) takes this thinking a stage further: 

‘Measures to increase the overall population size are self-defeating, in both demographic and 
economic terms, and damaging in environmental terms.’ 

In the context of the social care workforce, the Wanless Social Care Review(47) cites research showing 
that the UK is now one of the largest importers of professional health care workers in the world, with a 
large percentage of these staff working in the long-term care system. In this context, Wanless points out 
that changes in national policy with regard to immigration (particularly of people with low skills) will have a 
relatively large impact on social care, particularly if there are also trends in UK staff migrating abroad to 
work, which appears to be the case. This would mean that the UK social care workforce is effectively 
operating within an international market in a way not seen previously, and will need to respond 
accordingly. 

1.1.2 Distribution of need 

The research shows that, as now, the increased numbers of older people that are projected will not be 
evenly distributed across the country, placing particular pressure on the social care workforce in areas, 
some of which are already struggling to meet demand. 

London is a key example: 

• According to a report by Age Concern published in 2003(9), London is considered on average to be a 
‘young‘ city due to its proportionately larger population of people aged 20-39. However, while people 
aged 65 or more represent only 12.4% of the total population (a smaller proportion than anywhere 
else in the country), in absolute terms London is home to more of this age group than Scotland or 
Wales and all but three other English regions. 

• Furthermore, a larger proportion of London’s pensioners live alone than in other parts of the country 
(34% in outer London and 43% in inner London vs. 33% in the UK as a whole), and, after taking the 
cost of housing into account, 36% of them live in poverty, a higher proportion than anywhere else in 
the UK(9). These are important considerations since living alone and living on benefits are reported to 
be strong factors in care home admission(6). 

• London is also home to 45% of the total ethnic minority population of the UK, with the result that over 
half of older people from ethnic minorities are concentrated there(16). Furthermore, London’s 
population of black and minority ethnic groups aged 65 and over is projected to triple between 1991 
and 2011(9). 

Another example is the incidence of older people living in rural areas. 

• It is estimated that 18% of people in rural areas are aged 65 or more compared with 15% in urban 
areas. According to Opportunity Age(16) the migration of older people to rural areas is expected to 
continue over the next few decades, although a report prepared for the East of England Local 
Government Conference in 2003(30) cited research which saw signs that older people were interested 
in staying in the towns or cities where they had been established so as to maintain continuity of 
contact with family, friends and community activity. 
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1.1.3 Incidence of older people living alone 

In the background to his Social Care Review, Wanless cites living alone as a strong factor in predicting 
care home admission(6). 

According to Opportunity Age(16), and based on General Household Survey data for 2002, women are 
more likely to live alone than men and the percentage of women living alone increases with age, from 
15% among those aged 50-59 to 60% among those aged 75. Older women remain more likely to outlive 
men, so that bereavement and coping alone are far more likely to remain a female rather than a male 
experience. 

Several sources argue that the number of older people living alone is likely to increase in the future: 

• A 2003 report by Demos entitled The New Old, Why baby boomers won’t be pensioned off(13) offers 
evidence that rising divorce and separation rates among early and late baby boomers have 
increased the propensity for both baby boomer cohorts to ‘singleness’ and living alone. This trend is 
thought likely to continue and will be only partially offset by the declining rates of widowhood due to 
improvements in life expectancy. The table below shows how the percentage of people living alone 
by age 75 is likely to increase by cohort. 

Projected incidence of living alone by age 75 within age cohort (source: The New Old, Demos, 
2003) 

Cohort % living alone by age 75 
1916-1920 37 
1931-1935 38 
1946-1950 (baby boomer cohort 1) 41 
1961-1965 (baby boomer cohort 2) Almost 50% 

The Demos report also predicted that 26% of the 1960s cohort would already be lone householders by 
the age of 60. 

• A second report by Demos entitled Eternal Youths, How the baby boomers are having their time 
again(14), published in 2004, suggests that, based on research conducted in 2001, middle-aged single 
people will account for more than 40% of the four million strong increase in the number of 
households in the UK over the next 20 years, and that the current wave of baby boomers in the US is 
far more likely to end up living alone than previous generations of seniors. 

• The Royal Town Planning Institute in its 2004 report, Implications of the ageing population in relation 
to various aspects of planning(31), sets out a series of projected net changes in household numbers in 
England by type and householder age group for the period 1996-20219. This predicts total net growth 
in one-person households where the householder is aged 65 or over of 557,000 over the period. This 
increase breaks down as follows: 

Changes in one-person households where householder aged 65+, England, 1996-2021 (source: 
Implications of the ageing population in relation to various aspects of planning, RTPI (DETR), 

2004) 
Type of household  Increase/decrease 
Total +557,000 
Formerly married males +341,000 
Formerly married females +159,000 
Single males +  98,000 
Single females -   41,000 

Among the types of one-person household that are projected to grow, those occupied by formerly 
married males account for the greatest share (57%), followed by those occupied by formerly married 
females (27%) and single males (16%). 

The Wanless Social Care Review(47) asserts that the consistent increase in one-person households in 
Great Britain has significant implications for the amount of care needed in the future. 

                                                      

9 The source for these data is the DETR 1996-based household projections, so they are rather out of date. 



 

Skills for Care Annual Workforce Report 2008 Appendices A-D  - 35 - 

1.1.4 Additional demand 

The research reviewed suggests that changes in social care policy may result in demand additional to 
that to be expected based on the continuation of past trends. 

Wanless(6,47) argues that, however society wishes to define its desired care outcomes, total outcomes will 
be greatest when all people with relevant characteristics are in receipt of care of one kind or another. If, 
for whatever reason, this does not happen, then outcomes will be lower than they could be otherwise. In 
practice, there is substantial variation in the extent of unmet needs. 

As an example, Wanless cites an analysis of the targeting of home care services over the last 25 years 
using data from the General Household Survey. (See box.) This demonstrates that the services that are 
available are fairly well targeted at people with significant need, and that the percentage of services 
targeted at this category has been improving, especially for people with personal care needs who may 
have informal care (vertical efficiency). However, the analysis also shows that the proportion of people 
with these needs who have them met (horizontal efficiency) is relatively low, suggesting an increasing 
rationing of resources, i.e. a significant proportion of people who could benefit from publicly funded 
services do not receive them.  

Allocation of home care services(6,47) 

Three sample needs groups were used for this illustration: 

• Group 1: people with personal care needs and with some informal care support, for example, 
people who can only get in and out of bed or the bath, climb stairs and so on, with help from 
someone else or on their own with difficulty; 

• Group 2: people who cannot perform practical care tasks, such as cleaning windows, sweeping 
floors and washing clothes, by themselves; 

• Group 3: people with personal care or practical care task difficulties and no informal carer to 
provide assistance because, for example, they live alone or their carer also cannot undertake 
these tasks. 

In 2001 about 20% of people within each of the needs categories defined above received some 
home care, representing a reduction from about 30% in each category between 1981 and 1991 
(horizontal efficiency). Wanless acknowledges that the definitions used in this analysis are quite 
broad – they include people with any personal care/ADL10 (activities of daily living) difficulty. The 
proportion of people receiving home care would be significantly higher if the analysis took account 
only of those with significant care needs, e.g. with 2+ ADL problems. 

Between 60% and 80% of home care services were allocated to older people in the needs groups as 
defined above, with people with personal care needs (Group 1) much more likely to receive care than 
in the past (just under 60% in 2001 compared with just over 20% in 1991) (vertical efficiency). In 
other words, services are more highly targeted at this group than in the early 1990s. 

Furthermore, in its report Who Cares? Building the social care workforce(26) published in 2004, the 
Institute for Public Policy Research (IPPR) states that there is some evidence to suggest that, as social 
care services become better at identifying need, the demands on services will increase. For instance, 
some people have taken up direct payments after years of not using community care services because of 
the constraints the latter put on their lives. 

                                                      

10 ADL (activities of daily living) are a standard way to assess need resulting from disability and impairment. They include a range of activities, 
the four core ones being getting in and out of bed or a chair (transfer), using the toilet, getting dressed and undressed and feeding oneself. People 
are asked whether they can manage these tasks on their own without help, on their own with difficulty, only with someone else’s help or not at 
all. The latter two possibilities can be combined to define an ADL failure. In addition to ADL, people’s condition can be measured by their 
ability to perform instrumental activities of daily living (IADL), which include shopping, cleaning, laundry, preparation of hot meals, managing 
personal affairs (e.g. paying bills) etc. 
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1.1.5 Service user expectations 

The IPPR report(26) also discusses rising expectations among (potential) service users about how care 
will be delivered. It asserts that people in this generation desire social care to be an enabling force 
allowing them to live full socially integrated lives, rather than providing a standardised service. 

1.1.5.1 User-directed care 

The desire for independence and control over the care service users receive is exemplified by attitudes to 
direct payments as shown in the table below(38). 

% agreeing with statements about the style of provision of social care11 (source: When I Get 
Older, CSCI (MORI), 2004) 

Base: All adults aged 15+ in Great Britain (n=1,049) 
Statement: % agreeing 
The person needing the social care and help should receive 
money from the government/council which they use to choose 
which care services they receive 

73 

The government/council should choose which social care 
services are provided to the person needing care, and pay for 
them directly 

20 

Don’t know 7 

Almost three-quarters of the people taking part in MORI’s omnibus survey of 1,049 adults aged 15+ 
across Great Britain endorsed the concept of direct payments by agreeing that they preferred to receive 
money to choose their own services rather than to let the local council decide on what provision they 
should receive. This figure was higher among women (76%) than men (69%), and among people who 
receive social care themselves or who know people who do (79%). 

Qualitative research conducted by Age Concern(11) found enthusiasm for individual budgets due to the 
current perceived lack of choice of care providers, which results in people putting up with care that does 
not meet their needs. However there was also considerable scepticism about how these might be 
implemented and monitored. It was felt that they would only work if accompanied by a strong network 
offering guidance and advice. 

The IPPR(26) highlighted the fact that the main challenge is still to come, as the number of service users 
receiving direct payments, though growing rapidly, is still low. It also claimed evidence to suggest that, 
while the current generation of older people prefer to be cared for by relatives, the older generation of 
tomorrow will demand more formal care, leading to an increase in the demand for social care services. 
As well as placing quantitative demands on the workforce, there were also felt to be qualitative demands, 
with social care workers needing the training and skills to respond to users as co-producers of their own 
services. The IPPR believes that this might require support and an active programme of skills 
development among care workers, as well as a better understanding of the objectives of public 
involvement. 

Apart from the need for guidance in managing direct payments identified in the Age Concern research, 
ILC-UK(22) wondered whether extra care payments would be sufficient guarantee for private care 
providers to accept care residents in receipt of this type of payment. There was concern that people 
might take on private tenancies hoping that direct payments would later become available to them. 

1.1.5.2 User priorities in care provision 

A further question in the MORI survey for the CSCI(38) regarding quality of life priorities12 confirmed the 
desire to maintain individuality as well as to foster social contact. The table overleaf shows the top ten 
priorities (mentioned by one in ten respondents or more): 

                                                      

11 The question was: ‘In terms of paying for social care and help for older people, which of these statements is closest to your own views?’ 
12 The question was: ‘And which of the following would be most important to you, if you needed care where you were living? (people aged 60+) 
or if you needed care when you are older, wherever you were living? (people aged under 60) 



 

Skills for Care Annual Workforce Report 2008 Appendices A-D  - 37 - 

Quality of life priorities if care needed when older (source: When I Get Older, CSCI (MORI), 2004) 
Option All Men Women 
Base: All adults aged 15+ in Great Britain (n=1,049) (n=n/a) (n=n/a) 
 % % % 
My own room 56 53 58 
Being allowed the independence to come/go as I please 25 25 26 
Friendship and company 22 25 26 
Having visitors whenever I like 19 18 19 
My own shower, bath or toilet 19 17 20 
Access to transport that I can use independently 18 18 19 
Being taken to places I need to go e.g. shops, church 13 11 14 
Feeling safe e.g. having 24-hr alarm system 13 11 16 
The same carer, rather than a series of carers 11 9 13 
A garden 10 9 10 

By far the most common wish, particularly among women, was for one’s own room, and while social 
contact was important, many of the other most important priorities also reflected the desire for 
independence. 

While the question on quality of life priorities did not specify the type of accommodation to which these 
choices related, a separate question in the MORI study(38) showed that people overwhelmingly prefer to 
stay in their own homes when older. Indeed, moving to a care home, of whatever type, was the least 
popular care delivery option among adults of all ages as they grow older. 

Preferences for receiving social care when older (source: When I Get Older, CSCI (MORI), 2004) 
 Total Key demographic differences 
Base: All adults aged 15+ in Great Britain (n=1,049) (n=n/a)  
 %  % 
Stay in my own home with care and support from friends and family 62 Men 

Women  
68 
55 

Stay in my own home but with care and support from trained care 
workers 

56  

Under 60  39 Move to a smaller home of my own 35 
Higher income 49 

Move to sheltered housing with a warden 27   
Move to sheltered housing with a warden and other social care 
services, e.g. hairdressing, outings 

25 Men 
Women  

19 
30 

15-24 21 
Council house tenant  20 
With children  20 

Move in with my son or daughter 14 

Tabloid readers 
Broadsheet readers 

19 
10 

Move to a private residential home 7   
Move to a local council residential home 3   
Move to a residential home provided by a charitable organisation 1   
None 1   
Don’t know 2   

By far the most popular option was to stay in one’s own home, and, particularly for men, to be cared for 
and supported by friends and family. Moving to a smaller home was particularly likely to be considered by 
people with higher income, while those with lower socio-economic grade indicators such as council 
house tenancy and tabloid readership were more likely than average to want to move in with their 
children. 

According to the Wanless Social Care Review(47) these findings are consistent with earlier research 
showing that older people in general, and those with identified care needs or after the onset of significant 
disability, wished to remain in their own homes. Among people presented with the choice of staying at 
home or going into care, as few as one in five felt that they had actively opted for residential care, with 
many people finding themselves in residential care despite their preferences, but accepting the move as 
necessary in some regard. 

The review also examined research dealing with the desired outcomes of social care among older people 
based on research conducted by the Personal Social Services Research Unit (PSSRU). This was used to 



 

Skills for Care Annual Workforce Report 2008 Appendices A-D  - 38 - 

develop the Older People’s Utility Scale (OPUS), a measure of outcome for social care13. The aspects of 
life or ‘domains’ where impairment can have an impact and where social care agencies have a key role to 
play are shown in the following table ranked according to their importance to older people. Personal care 
needs (washing, dressing, getting up and going to bed, going to the toilet etc.) were evaluated as the 
most important domains, closely followed by social participation. These two were a third more important 
to people than control over their daily lives and more than twice as important as the other domains. 

The domains and scores of the older people’s utility scale (OPUS) 
Aspects of life All needs 

met 
Low unmet 

needs 
High unmet 

needs 
1.  Personal care/comfort 
2.  Social participation and involvement 
3.  Control over daily life 
4.  Meals and nutrition 
5.  Safety 
6.  Accommodation (cleanliness, order and accessibility) 
7.  Employment and occupation 
8.  Role support (as a carer or parent) 
9.  Being in their own home 

0.22 
0.19 
0.12 
0.09 
0.06 
0.06 
0.06 
0.10 
0.10 

0.10 
0.12 
0.11 
0.07 
0.03 
0.03 
0.03 
0.05 
0.00 

0 
0 
0 
0 
0 
0 
0 
0 
0 

    Total 1.00 0.53 0 
All needs met        = impairment affects this aspect of life but there are no unmet needs 
Low unmet needs = impairment affects this aspect of life and there is capacity to benefit, either as a result of low level of need with no help 

received or the help received is inadequate leaving some aspects of unmet need 
High unmet needs = impairment has a substantial effect on this aspect of life, to the point that, if the situation were to persist, there would 

be a long or short term mental or physical health risk. If any help is received it has a negligible impact 

1.1.5.3 User satisfaction 

The Wanless Social Care Review(47) also examined user satisfaction with the outcome of social care 
services. It cites the PSSRU’s FSS/Relative Needs survey, which collected information on what people 
reported to be their outcomes while using services and also their reports of what their outcomes would be 
without those services, with the outcome gain being measured in terms of the difference between the 
score before and after services. According to Review model estimates using these data, community-
based services, and in particular home care services, appeared to improve people’s outcomes. The data 
included in the review do not differentiate between people with different levels of dependency; according 
to the review, people with higher dependency would be expected to gain more. Other services, including 
day care and therapy services, also had positive effects on outcomes. 

Wanless also reports that since 2001, all LAs with social care responsibility have been required to carry 
out user satisfaction surveys. In 2002/3 a full survey was conducted for older users receiving home care 
packages. These packages ranged in intensity from just under one hour to 168 hours per week (the total 
hours available), and between them equated to an average home care package of just fewer than six 
hours per week. All councils were required to ask four compulsory questions of users of these services. 
Key findings were: 

• Nationally, 57% of users were ‘very’ or ‘extremely’ satisfied with the help from social services that 
they received in their own home. 

• The vast majority felt that they received sufficient visits from services. However, almost a third felt 
that, at least on occasions, less time was spent with them than they were entitled to, and over half of 
respondents reported that, at least sometimes, care workers were in a rush. 

• 32% of people in the sample ‘strongly agreed’ that home care services had increased their 
independence. While it was found that the relationship between gained independence and service 
input is complicated by the different capacities of people to benefit from services, it was also 

                                                      

13 The PSSRU study (Netten et al 2002(51)) was commissioned as part of the Department of Health’s Outcomes of Social Care for Adults 
Initiative, in order to provide a tool for evaluating social care interventions in both a research and service setting. Following a rigorous 
development process involving both social care commissioners, providers and users, a sample of 356 older people was interviewed to establish 
their preferences using discrete choice conjoint analysis on a set of 27 scenarios that reflected different levels of unmet need. The discrete 
choices were analysed using random effects probit regression analysis. The main model used all valid observations in the full dataset. Separate 
models were run for men and women, people over and under the age of 85, people living alone or with others and those using services and with 
an impairment or not. For the main model, and all models where significant differences were found, the model was adjusted to take out 
differences in levels within domains and occasionally a whole domain, where no significant association with preferences were found. The 
coefficients of these models were then standardised so that, within each model, the best possible care situation ranked 1 and the worst 0. Several 
smaller follow-up studies were conducted to investigate test-retest reliability, whether (and if so at what rate) people traded money against levels 
of unmet need and stability over time.  
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established that the number of hours of care that a person received was positively related to the 
chance that they strongly agreed that social services had improved their independence. 

Wanless equates the concept of gaining independence or loss of dependency with increased outcomes 
as cast in OPUS terms, and finds a similar upward trend in each as the number of hours of home care 
per week is increased. While this implies that greater outcome gain would require more intensive and 
extensive use of services, he sets this against the cost of producing that gain, the outcomes that are 
most important to people and how much individuals and society are willing to pay for these outcomes. 

1.1.6 Competition for the workforce 

As well as the existing problem of competition for the workforce from within the social care sector as well 
as from health, education and retail, the IPPR report(26) highlights the general fact that workforces relying 
on low-skilled women workers will find it increasingly difficult to attract people into these sectors of the 
labour market. The report argues that, wherever the present standard for any category of job is low-
qualified women around the age of 30, there will be a strong need to improve the quality of the job, so 
that it will be acceptable to people with higher educational attainments, and that the traditional gender 
inequity in the social care workforce may be unsustainable. 

1.1.7 Decrease in rate of spending growth 

The IPPR report(26) states that the parameters set by the 2004 Spending Review put further constraints 
on social care. Under the terms of the review, in 2006 the average real rate of growth in the personal 
social services budget will fall to 1.3% per year (for 2006/07 and 2007/08), slower than that projected for 
the overall economy. In order to meet the constraints imposed by this Spending Review, IPPR believed it 
likely that there may be no development of new services and possible cuts to existing services, with a 
negative impact on social services delivery. 

ILC-UK concurs(22) that the sector is not in a situation any more in which it can hope for large future public 
expenditure, and concludes that funding will be a major issue. 

1.1.8 Healthy ageing 

Many sources distinguish between life expectancy and healthy life expectancy (see box). 

Healthy life expectancy 

ILC-UK(23) reports that measures of healthy life expectancy are now used to identify the growing gap 
between the quantity and quality of life. It defines two measures: healthy life expectancy (HLE) is the 
average expected years of life in good or fairly good general health while HLE (LLI) is the average 
expected years of life free from limiting longstanding illness or disability. Subtracting HLE from LE (life 
expectancy) gives an estimate of the number of years a person can expect to live in poor health or with a 
longstanding illness or disability. Wanless(6) talks about healthy active life expectancy (HALE) without 
defining it any more closely. 

This concept is important for social care as, according to Wanless(6,47), the most important reasons for 
social care service use are health problems (physical and mental), functional disability, ADL (activities of 
daily living) problems and a need for rehabilitation or similar. Wanless cites evidence of this to be found 
in a paper by Bebbington et al.(49) This covered the results of a nationally representative study of people 
aged over 65, newly admitted to a care home as a publicly supported long-term resident in 1995/6.14 

                                                      

14 The PSSRU survey is based on an effective sample of 2,573 individuals assessed for admission to a residential or nursing home during the last 
quarter of 1995, with actual admission taking place no later than 15th January 1996. Respondents were clustered in 18 LAs, five London 
boroughs, eight metropolitan districts and five counties, which were selected as being representative of England in terms of a range of socio-
demographic indicators and statistics of care home provision. The survey considered a number of types of care home: LA residential homes, 
voluntary residential homes, private residential homes, nursing homes, dual registered homes (residential bed), dual registered homes (nursing 
bed). Information was collected at the point of admission and each person in the survey was followed up after one, six, 18, 30 and 42 months, 
unless they had died or withdrawn. The admission survey data were provided by social services staff in the 18 participating authorities. In the 
follow-up studies, home managers were asked to complete a questionnaire to record the location of the individual and, if they were still living in 
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Reasons for admission of older people to care homes as given by social worker, 1996 (source: 
Bebbington et al 2001/Wanless Social Care Review, March 2006) 

Reason for admission No of 
individuals 

 (2,573) 
 % 
Physical health problems 69 
Mental health problems 43 
Functional disablement 42 
Stress on carers 38 
Lack of motivation 22 
Present home physically unsuitable 15 
Family breakdown (including loss of carer) 8 
Need for rehabilitation 6 
Fear of being the victim of crime 4 
Abuse 2 
Loneliness or isolation 2 
Homelessness 1 

1.1.8.1 Past trends in healthy life expectancy 

The evidence concerning the progress of healthy life expectancy to date is mixed. 

In 2002 ILC-UK(23) reported an ONS analysis indicating that a boy born in 1999 can expect to spend over 
2% more of his life in poor health than one born only 20 years earlier. The pattern for girls was similar. 
The analysis also identified demographic differences. For example, over the last 20 years both healthy 
life expectancy and healthy life expectancy free from limiting longstanding illness or disability have risen 
faster in women than in men. Furthermore, demographic sub-groups with high life expectancy have on 
average a lower number of expected years in poor health, while those with short life expectancy can 
expect a higher number. The analysis also showed a pronounced north south divide. The conference 
also challenged the ‘modern lifestyle’ model of disease, suggesting instead a ‘life course’ model, based 
on the premise that health throughout various stages of life from the womb onwards may be determined 
by good or bad risk factors. Exposure to these risk factors could result in problems in later life or simply 
increase the risk of ill health through the accumulation of adversity. 

According to Dr Patricia Barry, Executive Director of the Merck Institute of Aging and Health and Clinical 
Professor of Medicine at the George Washington School of Medicine in the USA, speaking at the ILC-UK 
2002 conference(23): 

‘Disability in the US among people over the age of 65 seems to be decreasing. Use of nursing homes 
also seems to be decreasing. This obviously decreases our costs and hopefully increases quality of life. 
No one really knows why this is happening. I think there are still some people who question if it is actually 
happening. We’re all hoping it’s true and that we can find out why it’s happening so that we can be more 
deliberate in helping to perpetuate it. It’s good to think we’re doing something right. It would be even 
better to know what.’ 

One of the Demos reports into the baby boomer generation(13) supports this by mentioning US research 
that found some evidence that the compression of morbidity is happening. This is supported by research 
undertaken for the Wanless Social Care Review, which found that most US studies confirm that disability 
is being compressed into a much shorter period of time.(47) 

In 2004 ILC-UK(22) reported that both healthy and non-healthy life expectancy have been increasing over 
the last 15 years or so, but adds that this does not necessarily equate to any reduction in demand. At the 
same seminar, there was a reference to a lecture given by Dr David Lawrence, emeritus chair of Kaiser 
Permenente, to the Office of Health Economics, in which he made the point that ‘70% of the over 65s 
have at least one chronic condition now. This will escalate to 85-90% in the impending future’. 

According to a 2004 paper by the Optimum Population Trust(29), while total life expectancy and healthy 
life expectancy grew between 1981 and 2001, life expectancy grew faster than healthy life expectancy. It 
reported that men could expect to remain healthy until the age of 67 (and to live to the age of 75.7 years). 
The equivalent ages for women were 68.8 years and 80.4 years respectively. However, the paper also 

                                                                                                                                                                          
the home, to provide information on their level of dependency. As far as possible, people were followed up even if they subsequently moved, 
whether to another care home, to a private household or to a hospital.  
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notes that these figures are based on questions put to older people about their health and that the 
answers may be affected by rising expectations of what is meant by ‘good health’. 

In 2004 the Pensions Commission stated that the evidence cited to suggest that ageing is not associated 
with greater health is the trend in self-reported sickness(3). This shows no decline in the percentage of 
people reporting that they suffer from a limiting longstanding illness. However, according to Turner, this 
trend is almost certainly distorted by rising expectations. It goes on to say that few measures of precise 
physical and cognitive capabilities are available. Those that are suggest that ageing is on balance 
healthy. The report cites the most comprehensive US study (Fries 2002), which found an increasing 
percentage of those aged 65 or more to be free of any disability and a decreasing percentage suffering 
from immobility as shown in the table below. 

USA trends in health status among adults aged 65+ (source: Pensions: Challenges and Choices, 
2004) 

Health status 1982 1999 
Base: Not stated (n=n/a) (n=n/a) 
Non-disabled 73.8 80.3 
Impaired mobility 5.7 3.2 
Impaired mobility and self-care 13.6 12.4 
Institutionalised 6.8 4.2 

Figures from Living in Britain also found substantial falls in the number of people over 80 facing 
difficulties with mobility. This was supported by similar findings in Russia and Sweden. 

In 2005 Wanless(6) talks of statistical modelling that gives some indication of healthy active life 
expectancy (HALE) increasing faster than life expectancy (i.e. a fall in age-specific disability rates) 
resulting from the later onset of disease and other health conditions. However, the subsequent 2006 
Wanless Social Review(47) includes an analysis of General Household Survey data, which indicates that 
the percentage of their lives that people can expect to live free of limiting long-standing illness decreased 
between 1981 and 2001 (from 82.1% to 80.1% for men and from 79.1% to 78.0% for women). Wanless 
also cites first-wave data from the English Longitudinal study of Ageing (ELSA)(40)15 (2002) showing that 
ADL limitations start relatively early in life for a significant number of people, with some 12.6% of 50-59 
year-olds reporting difficulty with one or more ADL. 

1.1.8.2 Healthy life expectancy in the future 

Factors likely to affect healthy life expectancy positively and negatively in the future are set out below: 

Positive Negative 
Delayed onset of disease 

Fewer acute conditions 

Better drugs and treatments 

Greater incidence of disease in older people 

More chronic conditions 

 Evidence in the literature of the factors in favour of increasing healthy life expectancy is limited: 

• A University College London paper(37) refers to evidence that people are developing diseases later in 
life than in the past, so that the 75 year-old of today is often healthier and more active than the 
average 75 year-old of 30 years ago. Wanless also mentions that there is evidence for the delayed 
onset of disease(6). 

• Demos refers to research suggesting that older people are experiencing fewer severe (acute) health 
problems(13). 

• Three reports mention medical advances in the form of improved technology(37) and better use of 
drugs and treatments(22). With regard to Alzheimer’s disease, there were specific mentions of drugs 
that might activate or re-active people’s memories(23), although testing has been limited to animals to 

                                                      

15 The ELSA sample is drawn from households previously responding to the Health Survey for England (HSE), and the HSE survey years 1998, 
1999 and 2001 were used as a basis for this. Individuals were eligible for interview if they were born on or before 29 February 1952, had been 
living in a responding HSE household and were, at the time of the ELSA interview, still living in a private residential address in England. In 
addition, partners under the age of 50 and new partners who had moved into the household since HSE, were also given a full interview. The 
survey achieved a household response rate of 70%, with 96% of individuals responding within households, equating to an overall individual 
response rate of 67%. This provided a sample of 11,392. In addition, 636 partners under 50 and 72 new partners were interviewed, equating to a 
total sample of 12,100. The main analysis of the report excludes proxy interviews and interviews with new and younger partners. 
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date. It was suggested that such treatments in particular might offer a later entry into care for people 
with the condition(22). 

The negative evidence is primarily concerned with the current incidence of disease, particularly chronic 
conditions, among older people now, combined with the knowledge that the numbers of these people are 
going to increase. 

The following table taken from a paper presented at the Ageing Population Conference(12) in 2005 shows 
how the overall incidence of long-standing illnesses (chronic conditions) increases with age. 

The incidence of long-standing illnesses by age group 
 Age group: 
 All 45+ 45-49 50-59 60-69 70-79 80+ 
Base: All  (n=1,540) (n=n/a) (n=n/a) (n=n/a) (n=n/a) (n=n/a) 
 % % % % % % 
Have long-standing illnesses 45 25 40 47 52 63 
No long-standing illnesses 55 75 60 53 48 37 

Source: LifeForce Survey, Age Concern Research Services 

The University College London paper(37) reports that most diseases are more common in older rather 
than younger people. The more important chronic diseases are heart disease, high blood pressure, 
diabetes, dementia, cancer, arthritis, accidents and broken bones and problems with eyesight and 
hearing. In addition, whereas younger people might have just one disease, older people often have two, 
three or sometimes more diseases concurrently, making them more complex to treat. Taking heart 
disease as an example, the effect of an ageing population will be to shift the disease into the older 
population with the result that there will be a much higher share of cases in this group together with an 
increase in the number of cases of chronic diseases if incidence rates remain the same. And while the 
incidence of heart disease and cancer may fall, other chronic diseases such as diabetes and obesity are 
on the increase. 

While the incidence of acute health problems may have fallen, Demos refers to a corresponding increase 
in long-term chronic conditions(13). Other sources concur on specific conditions: 

• Worldwide deaths from cardiovascular disease are expected to increase as the number of 
overweight people grows from 1 billion to 1.5 billion by 2015(29). 

• In Britain, deaths from diabetes could rise by a quarter in the next 10 years leading to an additional 
8,000 deaths by 2015.(29) 

• Age Concern reports that 10-15% of people aged 65 and over suffers from depression, with this 
figure rising to 40% among care home residents(11). 

• There is an exponential link between age and dementia as shown in the table below(22). 

Prevalence of dementia in the uk by age group (source: Who cares? Domiciliary and residential 
care in the UK today and tomorrow, ILC-UK/Institute of Actuaries, 2004) 

Age range Prevalence of dementia 
60-69 years 1:100 
70-79 years 1:20 
80-89 years 1:5 
90+ years 1:3 

Other sources concur, concluding that this will cause the number of sufferers to increase with the ageing 
of the population(6,11,23). ILC-UK estimate that there could be up to 1.5 million sufferers by 2050(22). 
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Figures from the Health Survey for England 2000 included in the Wanless Social Care Review(47) tell a 
similar story based on the incidence of severe cognitive impairment. 

Prevalence of severe cognitive impairment by age (source: Health Survey for England 2000, 
Department of Health 2002b/Wanless Social Care Review, March 2006) 

Age group Percentage with severe 
cognitive impairment 

65-74 1.5 
75-84 3.1 
85-94 13.8 
95+ 40.2 

The same survey also demonstrates the high level of dependency associated with severe cognitive 
impairment. 

Prevalence of severe cognitive impairment by dependency group (source: Health Survey for 
England 2000, Department of Health 2002b/Wanless Social Care Review, March 2006) 

Dependency group Definition Percentage with severe 
cognitive impairment 

Group 1  IADL 3.0 
Group 2  IADL + ADL difficulty 2.5 
Group 3  1ADL 7.1 
Group 4  2+ ADL 32.7 

IADL = Instrumental activities of daily living; ADL = Activities of daily living10 

The Wanless Social Care Review(47) points out that people with dementia represent a large proportion of 
those in institutional care. He cites research by Matthews and Dening in 2002, which combined 
residential status ascertained at a screening interview in 1991-1993 with dementia diagnoses from 
assessment interviews in the Medical Research Council Cognitive Function and Ageing Study (MRC 
CFAS)16. This analysis found that 34% of people with dementia lived in institutions, and that within 
institutions dementia prevalence was 62%. 

Wanless(47) also indicates that the decision to move into a residential or nursing home is most common 
among those who suffer both cognitive impairment and ADL disability, citing a detailed comparison of 
dependency and living arrangements for those 65 or over in England commissioned by the Alzheimer’s 
Research Trust and conducted by the PSSRU(50) using 1998 data. This shows that some 85% of those 
with both ADL limitations and cognitive impairment were living in institutions. 

Percentage of the population aged 65+ by dependency and living arrangements (source: Comas-
Herrera et al 2003/The Wanless Social Care Review, March 2006) 

Living arrangement Level of dependency: 
 No dependency Cognitive impairment 

only 
ADL limitation only Combined 

 % % % % 
Along without informal 
carer 

28 21 14 1 

Alone with informal 
carer 

9 22 25 4 

Single with others 6 7 7 2 
Couple 56 38 29 8 
All in community 100 88 75 15 
Residential home – 7 15 51 
Nursing home – 4 9 30 
Hospital – 1 2 4 
All in institutions 0 12 25 85 
Total number by 
dependency 

6,548,000 234,000 770,000 227,000 

Wanless also cites from the same source a detailed breakdown of the level of demand that people with 
dementia living outside institutions present to the social care system. This demonstrates that even the 

                                                      

16 The MRC CFAS is a large-scale multi-centre longitudinal epidemiological study of ageing among those aged 65 and over in England and 
Wales, with a special focus on cognitive and physical decline in later years. The study comprises two rural samples in Cambridgeshire and 
Gwynedd and urban samples in Liverpool, Newcastle, Nottingham and Oxford, each using Family Health Service Authority (FHSA) lists as the 
sampling frame. The screening stage of the survey resulted in a baseline sample of 13,004 people. 
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most dependent group relies heavily on help from spouses and informal carers, boosting calls for 
significantly more support for carers of people with dementia. 

Percentage of the population aged 65+ living outside institutions by dependency and type and 
source of help (source: Comas-Herrera et al 2003/The Wanless Social Care Review, March 2006) 

 Level of dependency: 
 Cognitive impairment only Combined cognitive and 

physical impairment 
 % % 
Receiving any help 49 80 
Type of help received   
Personal and household 2 38 
Personal only 0 0 
Household only 47 43 
Type of helper   
Spouse only 21 21 
Other informal 13 25 
Mixed (including formal) 2 11 
Formal services only 14 23 

A study conducted in the USA by Langa et al in 2001 looked at the need for informal care (defined as 
assistance with ADL or IADL from a relative or unpaid non-relative). It found that the number of hours 
needed increased sharply as the dementia progressed, from 4.6 hours per week of informal care among 
those with normal cognition through to 39.4 hours for those with moderate and 46.1 hours for those with 
severe dementia. 

As part of the Wanless Social Review(47) a major piece of research was commissioned to estimate the 
future numbers of people with disability based on an analysis of the likely future trends of the major 
disability causing diseases (see box overleaf). 

 

Likely future trends of the major disability causing diseases 

The terms of reference of this study by Professor Carol Jagger and colleagues were: 

• To review trends in disease and treatment in four areas: stroke, coronary heart disease, dementia 
and cognitive impairment, and arthritis. 

• To identify how disease patterns will impact on the future levels of disability of older people over the 
next 20 years. 

• To produce disability prevalence rates within age groups over the next 20 years in a form suitable to 
input to the PSSRU model of long-term care projections. 

It used the team’s simulation model (SIMPOP), which had been designed to project the number of older 
people with disability under different disease scenarios. The transition phase of this model quantified the 
effect of acute and chronic diseases on mortality and the onset of disability using the Medical Research 
Council Cognitive Function and Ageing Study (MRC CFAS 1998).  The study covered both community-
dwelling and institutional residents aged 65 years and over in three urban (Newcastle, Nottingham and 
Oxford) and two rural (Cambridgeshire and Gwynedd) centres within England and Wales. All participants 
(13,004) completed a face-to-face structured interview in their current place of residence during 1991-
1994. This included questions on sociodemographics, general health (including chronic conditions), 
cognition, smoking and basic and instrumental activities of daily living (ADL/IADL). Surviving participants 
were interviewed again two years later about their health and ADL status. 

The work was in three stages: 

• Stage 1 refined and tested the baseline simulation model with no changing disease assumptions to 
ensure compatibility with the PSSRU model and with GAD population projections. 

• Stage 2 comprised an extensive review of the evidence over the previous 15 years for efficacy and 
diffusion of treatments (and in some cases service models) reducing disability and/or mortality in 
each of the disease areas. From this, the team developed disease-specific scenarios as well as more 
general scenarios involving all or most of the diseases. The three main scenarios were: 

• No change: the age-specific prevalence of diseases remains the same, with prevention 
strategies and effective treatments simply offsetting the prevalence of stroke and coronary 
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heart disease (CHD). The incidence of and recovery rates from dependency remain the same 
with no further effect of treatments. Mortality rates continue to decline at levels commensurate 
with GAD principal projections. 

• Poorer population health: obesity trends of an annual 2% increase continue. This increases the 
prevalence of arthritis, stroke, CHD and vascular dementia, but, additionally, the consequent 
dependency associated with these diseases. The emergence of ethnic minorities in significant 
numbers into the older population adds to the prevalence of stroke and CHD. Some prevention 
strategies are in place but they fail to offset the increasing prevalence. Treatments continue to 
focus on reducing the mortality from diseases rather than reducing the disabling effects. 

• Improving population health: individuals are taking their health seriously and there is a decline in 
risk factors, particularly smoking and obesity. The health service is responsive with high rates 
of technology uptake for disease prevention and excellent rates of spread of treatments to all 
who can benefit, particularly in terms of control of vascular risk factors. 

• In Stage 3 each of the scenarios was applied in the simulation model to produce numbers of older 
people with and without disability as well as age-specific disability prevalence from 2001 to 2025. 
The prevalence rates were passed on to the PSSRU team to input into the care expenditure model. 

As the table below shows, the analysis by Jagger et al suggests that even in relatively optimistic 
scenarios there will be a relative expansion of morbidity, i.e. the share of the population aged 65 and 
more with disability will increase. Because many more people will live longer into old age, the total 
number of disabled people will, by extension, increase substantially under all three scenarios. 

Simulated total and disabled populations under different scenarios 2005-2025 (source: Wanless 
Social Care Review, March 2006) 

Population aged 
65+ 

 2005 2011 2015 2021 2025 % change 
2005-2025 

No change 
Total (000) 8,457 9,217 10,202 11,205 11,961 +41 

(000) 868 1,004 1,125 1,316 1,446 +67 Disabled 
% 10.26 10.90 11.02 11.75 12.09  

Poorer population health 
Total (000) 8,454 9,203 10,181 11,203 11,965 +42 

(000) 888 1,034 1,160 1,364 1,504 +69 Disabled 
% 10.51 11.24 11.39 12.17 12.57  

Improved population health 
Total (000) 8,457 9,217 10,217 11,322 12,168 +44 

(000) 868 1,004 1,086 1,248 1,366 +57 Disabled 
% 10.26 10.90 10.62 11.02 11.22  

Internationally the research review produced mixed findings. In the US and Spain, the research 
tentatively suggests falls in the rate of disability, whereas in Sweden the opposite is the case. 

1.1.8.3 Demographic differences in the incidence of chronic conditions 

As reported in the first wave of ELSA(40)15, the incidence of chronic conditions differs by demographic 
group: 

• The prevalence of reported physical functional limitation was higher among the 80+ age group than 
among those under 80; 58% of respondents aged 80 or more reported no difficulties with basic 
activities of daily life (ADLs), and only 17% reported no difficulty with mobility functions. However, 
prevalence at the youngest end of the sample was high. 43% of respondents in their 50s reported 
difficulty with mobility and 13% reported difficulty with ADLs. 

• Overall, men and women in households characterised in occupational terms as routine or manual are 
most likely to suffer from heart disease, respiratory illness, self-reported ill health, limiting long-
standing illnesses and mental health symptoms. The opposite is true of men and women from 
professional or managerial households. The difference in incidence between these groups was 
equivalent to the disability gap between age groups 10-15 years apart. Specifically, the numbers 
reporting one or more ADL difficulties were 7.7% of managerial and professional people, 9.8% of 
those in intermediate occupations, 17.8% in routine and manual jobs and 18.4% of those classified 
as ‘other’.(47) Wanless concludes that well before state retirement age, those already showing 
indications of being at risk of needing long-term care in old age are more likely to be in lower paying 
jobs. 
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• These health differences between different socio-economic groups were more marked at younger 
than at older ages. For example men aged 50-59 in routine or manual occupations were twice as 
likely to have a limiting long-standing illness as men in professional or managerial occupations. 
However, this situation had equalised among men aged 75 or more regardless of occupation. This 
difference was less marked among women. Sedentary behaviour increased with age more rapidly for 
men and women in routine or manual occupations than for those in professional or managerial 
occupations. 

• There was a high level of forgetfulness in the sample. Over two-thirds of the oldest group forgot to 
carry out actions they had earlier been instructed to perform. While older respondents in general 
performed less well than younger respondents on cognitive tests, those aged 75 or more with a 
degree or higher education often performed as well as or better than younger respondents with no 
educational qualifications, particularly on tasks testing numerical ability. Women performed better 
than men on most memory tests, while men performed better than women on most of the executive 
function tests. 

With regard the ethnic minority population, the Wanless Social Care Review(47) points out that the MRC 
CFAS study16 used to model disability prevalence rates includes very few older people from ethnic 
minorities, pointing out that over the next 20 years these will form an increasing part of the older 
population as the large younger cohorts age17. In the absence of data on disability transitions in this 
population, the impact of ageing on the ethnic minority population was not explicitly modelled, but the 
report cites the known greater prevalence of stroke, CHD and diabetes in the south Asian population, the 
largest ethnic minority population in the UK, which suggests that current estimates may be conservative. 

1.1.9 Increased wealth 

According to the House of Lords Select Committee on Economic Affairs in 2003(18), population ageing 
does not pose a threat to the continued overall prosperity and growth of the UK economy, since the 
expectation of continued labour productivity growth in the long run, together with continued capital 
accumulation, are likely to ensure that real income per capita grows, most probably doubling its 2002 
level by the middle of the century. The Committee anticipates a small negative impact on the growth in 
income per capita because of the reducing size of the workforce relative to the inactive population, but 
believes that the effects of this would be diminished by any action taken to increase age-specific 
participation. 

This view was supported in 2002 by Dr Robert Butler, President and CEO of the International Longevity 
Center USA(23), who claimed the existence of data showing that as health and longevity improve, so does 
wealth. 

In the same year, ILC-UK reported that net household wealth had risen by two-thirds in real terms over 
the preceding ten years and was at that point at a historically high level. (For example, according to 
ELSA(40), the net financial assets of those aged 50 or more in 2002 were £43,400 (not counting 
pensions). If houses and other physical wealth are included, this results in an average level of resources 
(excluding pensions) of £155,700.) From this ILC-UK deduced that the total savings pool might be 
healthier than that implied by pension funds alone. This analysis is supported by the Pensions 
Commission’s 2004 report(3), which said that, apart from occupational and personal pension funds worth 
£1,300 billion and unfunded public sector pension rights worth about £500 billion, the personal sector 
owns about £1,150 billion of non-pension financial assets (some of which it suggested could also provide 
resources for retirement income). 

1.1.9.1 Pensions 

According to the research, the majority of current pensioners and those aged between 50 and State 
Pension Age (SPA) appear to be reasonably well provided for in retirement. 

• The Government’s Opportunity Age report published in 2004(16) states that pensioners in all age 
groups saw their incomes rise between 1979 and 2002/03. In fact they almost doubled in real terms, 
partly due to increasing numbers of older people with private pensions (60% of pensioner families vs. 
40% in 1979), and partly due to increases in state benefit income. Those aged 80 and over saw the 
highest percentage increase. 

                                                      

17 In the 2001 Census only 1% of the older population was of Asian origin, whereas this rises to 3% for the 40-64 year old age group. 
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• The Institute for Fiscal Studies cites ELSA data(40) showing that 57.2% of those aged between 50 and 
State Pension Age (SPA) would have net income from pensions alone of at least 67% of current net 
income even if they retired immediately. Only 7.7% of those in this age group would have retirement 
resources worth less than the level of the pension credit guarantee based on their own expectations 
of the timing of retirement and receipt of inheritances in the future. If entitlement to pension credit 
were included, 11.3% (850,000) individuals in England would have net resources at SPA of less than 
two-thirds of net income. Those with high current income are more likely to be at risk of having low 
replacement rates in retirement. 

However, Wanless(6) reports Pension Commission data(3) regarding inadequate pension saving by 
individuals ahead of retirement. It argues that if tax rates, savings rates and average retirement rates are 
held constant, pensioners will on average suffer a 30% decline in income relative to average incomes 
from now until 2035. 

1.1.9.2 Housing 

The Pensions Commission believes that housing assets are more significant than financial assets as a 
source of household wealth because they are much bigger (£2,250 billion net of mortgage debt) and 
ownership is more equally distributed(3,4): 

• As a percentage of total assets, housing is higher among pensioners than among the population as a 
whole(25). In 1995/96 housing was estimated to account for 36% of total household wealth, whereas 
among pensioners, it was 47% (the rest being financial assets (26%) and non-state pensions (27%)). 
Wanless reported that mean net housing wealth among those aged 60-64 in 2002 was £79,500(6). 

• Most older people are owner-occupiers and the percentage owning their own home is set to 
increase(16). Wanless quotes owner occupation rates among 65 year-olds at 80% compared with 
about 67% for 75 year-olds in 2003/04(6). The Wanless Social Care Review(47) includes the table 
below. 

Age of household reference person by housing tenure in England (source: ODPM website/The 
Wanless Social Care Review, March 2006) 

Tenure Age 45-64 Age 65-74 Age 75+ 
 % % % 
All owners 80 76 67 
All social rented sector tenants 14 20 28 
Rented privately 6 4 6 

 

By 2031, according to the Pensions Commission(3), it is likely that 75% of people will be homeowners by 
the age of 45 and will remain so throughout the rest of their lives. Housing may in future represent a 
greater proportion of older people’s wealth(6,25). Limited supply and growing demand suggests that in the 
medium to longer term, housing assets will continue to rise in real terms. 

As well as accumulation and decumulation of housing assets playing an important role in providing 
resources to support consumption in retirement, the Pensions Commission acknowledges the potential 
claims of long-term care on housing wealth(3). 

1.1.9.3 Wealth inequalities 

Despite this overall rosy picture, the literature identifies stark inequalities in wealth among older people 
and argues that these are greater than disparities in income(3,40): 

• In 2002, according to ELSA, while the average net financial wealth (not including housing) among the 
population aged 50 or more was £40,000, half this cohort had less than £12,000 in financial assets, 
and a quarter had less than £1,500(40,47). There were large numbers of individuals aged 50 or more, 
particularly single men and women, with little or no wealth (a quarter of these with almost no wealth 
at all). This first wave report also pointed out the correlation between socio-economic position, health 
and longevity. 

• The Government’s Opportunity Age report of 2004 highlighted that women and older pensioners 
were less likely to have private pensions, and, if they did, to have lower entitlements under those 
schemes. It also identified some ethnic minority pensioners with less opportunity to build up 
occupational pensions. It states that the gap between the richest and the poorest pensioners 
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widened from 1979 to 1997, but that since 1997, growth has been far more even across the income 
groups. 

• The Pensions Commission highlighted in its 2004 report(3) that the ownership of assets is very 
unequally distributed and that, for most people, provides only a modest contribution to their standard 
of living in retirement. 

•  ILC-UK(22) found that the lifetime poor (i.e. those with limited education, poor health and out of work 
but not considering themselves retired) are most at risk of receiving retirement incomes below the 
pension credit guarantee. 

• Wanless(6) found that 25% of 60-64 year-olds have net financial and physical wealth of less than 
£3,200 while the richest quarter have more than £88,000. He also notes the fact that living on 
benefits is a strong factor in care home admission. 

With specific regard to wealth inequalities and social care, the Wanless Social Care Review(47) cites a 
small survey among middle- to lower-income individuals, half in their 70s and half in their 50s (Deeming 
and Keen 2002), which concluded that it was unrealistic to expect people in the lower half of income 
distribution to be able to save for old age and long-term care. This applied particularly to those middle-
income individuals not covered by the state because of means testing, but whose assets and/or income 
were inadequate to fund long-term care. Wanless also cites figures from the first wave of ELSA (2002) 
showing that, by late middle age, a person with one or more ADL limitations, i.e. in need of social care, is 
likely to have a lower income and fewer assets. 

1.1.9.4 Wealth accumulation 

A paper by the ILC-UK published in 2002 and dealing with inheritance in the context of an ageing 
population(25) suggests that growth in life expectancy increases the motivation for wealth accumulation to 
fund a longer period of physically and intellectually active life. It further suggests that this will promote 
among younger and middle-aged people an increased desire to build up earning potential during their 
working life, so that their own ‘nest-egg’ is larger, helping to promote the savings pool. It also points to 
anecdotal evidence of people seeking more flexibility in savings products than that provided by pension 
funds. 

The ILC-UK analysis(25) also says that some people may be ‘over saving’, i.e. building up a larger savings 
pool than would be implied by the life cycle savings model. The latter proposes that people save on the 
whole to smooth their cash flow over their life cycle and that an individual neither expects to receive nor 
desires to leave any inheritance. However, evidence from the British Household Panel Survey (an annual 
survey of 10,000 individuals in 5,500 households18) estimated that £25.5 billion per year were inherited 
between 1996 and 2000, a figure consistent with Inland Revenue figures for the period. ILC-UK argues 
that the high level of inherited wealth points to an accumulation of assets far in excess of those that are 
actually needed by a significant number of older people, meaning that total inheritance in future years 
might increase in real terms. However, ILC-UK suggests that the fact that this wealth is remaining in 
wealthier families might tempt the Government to increase inheritance tax as a redistributive measure, 
which might in turn reduce the incentive to save(25). 

The Wanless Social Care Review(47) cites a 2005 research study conducted by K. Rowlingson and 
showing that the desire to leave a bequest is not felt as strongly among those approaching retirement as 
it is among the current older population. The research showed that two-thirds of those with some 
potential to leave a bequest in the future said that they would enjoy life and not worry too much about 
what was left. Just over a quarter said that they would be careful with their money so that they could 
bequeath something. The group least supportive of the concept of inheritance were those in their fifties, 
although Wanless hypothesises that the lack of a desire to bequeath wealth does not equate to a 
willingness to spend it on social care. Indeed, other research indicates that precisely this group expects 
the state to fund personal care (see sub-section 10.2.18). 

                                                      

18 The British Household Panel is a longitudinal study conducted and managed by the Institute of Social and Economic research at Essex 
University. Started in 1991, 7,000 of the original respondents are still taking part. 
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1.1.10 Extended participation in the workforce 

In the context of more heightened awareness of the ageing population, the House of Commons Select 
Committee on Economic Affairs(18) stated in 2003 that: 

 ‘The UK could maintain a stable ratio of workers to pensioners through a perfectly feasible increase 
in the proportion of older people and women in the workforce to Scandinavian levels.’ 

And in 2004, an OECD presentation to the Lisbon Council(28) talked of the need to extend working 
opportunities for older people by making work pay and asserted that most countries were moving in this 
direction. 

The Government’s 2004 reports entitled Opportunity Age(15,16) talk of building a new policy framework for 
older people based on rising prosperity and better health. One of the three key stated priorities is to 
achieve higher employment rates and greater flexibility for the over-50s in continuing careers, alongside 
managing health conditions, combining work and family commitments and enabling older people to play a 
full and active role in society with adequate income and decent housing. The ultimate aim is to allow 
people to keep their independence and control over their lives as they grow older, even if constrained by 
the health problems that can occur in old age. 

1.1.10.1 Trends in the participation of older workers 

These aspirations contrast with the longer-term trend. In April 2000, the Cabinet Office Performance and 
Innovation Unit in its report Winning the Generation Game highlighted the serious social capital 
implications of early, involuntary retirement. It reported that, over the preceding 20 years the proportion of 
men between 50 and State Pension Aged (SPA) who were not working doubled. A third of men and 
women in this age group (2.8 million people) were not working at the time of the report. The report 
proposed that these developments were significant because: 

• Most people leaving work early did not appear to have done so voluntarily. No more than a third of 
the fall in employment rates arose from people freely deciding to retire early; 

• Most of these people were far from rich. Almost half received most of their income in state benefits. 
Early exits from work were believed to contribute substantially to poverty; 

• People who left work early often experienced growing disillusionment and exclusion. They did not in 
general replace paid work with community activities such as volunteering; 

• The total economic cost is high. 

In his first report for the Pensions Commission published in 2004(3), Turner states that only 53% of 
women remain in employment by the age of 59 and only 42% of men are still working at the age of 66. 
However, he also observes that, since 1993, employment rates among those aged between 50 and SPA 
have been on a gradual upward path. Turner suggests that there are good reasons to believe that this 
trend will continue: 

• the continuation of sound macroeconomic policy; 
• an increasing shift from defined benefit to defined contribution pension provision; 
• a continued focus on incapacity benefit reform; 
• active labour market policies to encourage the search for work at all ages; 
• consumer preferences when it comes to pensions reform.19 

In this context, he also highlights the EU Employment Directive outlawing age discrimination, which 
becomes law in October 2006. 

With these factors in mind, Turner defines what he terms ‘a stretching but feasible scenario termed the 
‘higher participation scenario’’. Under this scenario: 

                                                      

19 YouGov conducted a poll in September 2001 among the working age population for the Association of British Insurers (ABI). When asked: 
‘Most people can expect to live longer and spend more time in retirement than their parents and grandparents. Bearing this in mind, and if you 
had to choose one of the following options, which are you personally most likely to do?’ the most common response was ‘work beyond the 
standard age of retirement’ (35%), followed closely by ‘save more of your wage/salary each month’ (32%) and less closely by ‘look to 
Government to fund higher pensions’ (22%). ‘Accept a lower standard of living in retirement’ was only an option for around 7% of respondents. 
A separate 10-country study by HSBC Bank found that British people were strong opponents of mandatory retirement.(19) 
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• The employment rate for men aged 50-64 rises from 72.0% to 79.3% (i.e. employment rates across 
all regions gradually converge over 25 years to the current level observed in the South East of 
England); 

• The employment rate for women rises from 54.8% to 71.6% (based on the assumption that the 
employment rate of women aged 25 and over in the UK gradually converges on the rate currently 
prevailing in Sweden, and that the employment rate of women aged 60-64 moves to the rate 
currently observed in Sweden after equalisation of the SPA in the UK is completed in 2020. This 
takes into account better childcare but not other caring responsibilities). 

1.1.10.2 Age discrimination legislation 

Opportunity Age(15) states that altering attitudes to later life is a crucial element in achieving its objectives 
of a new policy framework for older people, and considers it especially important to break down arbitrary 
barriers in relation to employment. It goes on to state that the Government’s response will be legislation 
against age discrimination in employment and the establishment of an independent Commission for 
Equality and Human Rights. 

However, Age Concern sees a number of challenges in making an age-diverse workforce a reality(9). The 
issues it highlights are: 

• Recognising and addressing the characteristics of older people themselves (i.e. a desire for flexible 
working, a lack of labour market confidence, disability, being a carer or grandparent, ethnicity, skills 
levels and qualifications); 

• Structural factors (e.g. age discrimination, lack of learning opportunities targeted at older people, the 
location of jobs etc); 

• The need to tackle the consequences of the stereotyping older people as ‘economically inactive’. 

Moreover, the second report of the Pensions Commission(4) suggests that a realistic increase in 
employment rates for age groups below the current State Pension Age (SPA) could only make a 
moderate difference to dependency ratios, and that, therefore, removing barriers to working post-SPA is 
also important. (See box.) However, the new legislation maintains a default retirement age of 65, beyond 
which it is legal to dismiss employees for age-related reasons. 

Abolishing the retirement age 

Turner recommended that there should be no State Pension Age (SPA) or one that is significantly higher 
than the current one, e.g. 70, on the basis that healthy ageing makes this possible for many people(3). 
Several other sources concurred that raising the age of retirement would increase productivity(18,24) and 
that the age discrimination legislation, by not raising the retirement age, does not go far enough(11,18). 

Several sources concur with Turner in believing that the average retirement age should be raised. ILC-
UK(24) suggests that postponing retirement to the age of 72 by 2040 would solve the problem of the falling 
dependency ratio. Healthy ageing suggests that this is possible and Turner believes that such a rise 
would be combined with more flexible approaches to retirement (e.g. people gradually stepping down 
from full-time to part-time work over a period of several years). 

1.1.10.3 Retirement and the inequalities of life expectancy 

Turner admits that major inequalities in life expectancy and health between different socio-economic 
groups may make across the board increases in retirement ages infeasible and inequitable unless these 
differences are eroded over time(3). According to the report: 

• People from the lower socio-economic groups live for fewer years post-retirement, and a smaller 
percentage of these years appear to be free of sickness or disability. 

• People from the lower socio-economic groups are also far more likely to leave the workforce early for 
health reasons. 

• Stated expectations of life expectancy and healthy life expectancy reflect the same differences, 
which in turn reflect differences in the key lifestyle predictors of future health. For example the 
percentage of people smoking has been falling in most social classes, but most slowly in the lowest. 
Obesity has been rising in all social classes, but from a higher level in the lowest. 
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• Similarly, work by Professor Michael Marmot, looking at groups of civil servants whose working 
conditions were similar, and adjusting for lifestyle differences such as smoking, suggested a more 
general correlation of high income and high status with good health. 

The optimistic case maintains that the main occupational causes of health inequalities, with the decline of 
mining and other heavy industries, are now in the past. The pessimistic case stresses the increasing 
divergence of some lifestyle factors between socio-economic groups, especially the prevalence of 
smoking and obesity, and continuing differences in working conditions and factors such as stress. Turner 
proposes a variety of policy options to reduce these inequalities. 

1.1.11 Informal care 

They may not be remunerated for what they do, but informal or unpaid carers represent a huge share of 
total social care workforce capacity. Indeed Wanless(6) makes the point that the lack of or breakdown in 
informal care or stress on the carers is the second most important reason for paid social care service 
use, and that stress on carers is a reason for the admission of older people to care homes in 38% of 
cases and family breakdown (including the loss of a carer) in 8% of cases.(47) 

1.1.11.1 Profile of informal carers 

According to Age Concern(11), family and friends provide most of the care for older people. The 2001 
Census revealed 4.8 million unpaid carers aged 16-74 and more than 340,000 people aged 65 and over 
providing 50 hours or more of unpaid care per week. 

• According to ELSA(40), most carers in England provide between one and 19 hours of care per week, 
while a quarter provide round-the-clock care. 

• Opportunity Age reports that just over one in ten adults aged between 50 and State Pension Age in 
Great Britain are not in work due to looking after the home and family, and over half this group were 
looking after or caring for someone.(16) 

• A survey of more than 1,000 people aged 50 or more commissioned by the Joseph Rowntree 
Foundation found that one in three looked after an elderly relative or friend, one in six provided care 
for a grandchild and one in ten did both. Few of these wanted to give up jobs to take on caring 
responsibilities, but some grandparents were prepared to do so or to reduce their hours in order to 
look after their grandchildren.(14) 

• A further report from Age Concern England(10) highlights the fact that a quarter of families receive 
care from grandparents and that there are five million older volunteers. Age Concern estimates that 
these caring functions represent a sizeable share of the economy in value terms, and makes the 
point that, without this unpaid work, there would be fewer care services overall, a greater demand for 
paid care (placing demands both on the public purse and the workforce) and more barriers to 
younger adults working. 

Women are still more likely than men to perform caring roles, but as they gain an increasing foothold in 
the modern workplace, this may not be feasible as a long-term arrangement(14). Whereas forty years ago 
elderly parents were likely to move in with one of their children, this tradition has declined substantially in 
the intervening years(22). 

% of UK adults over 65 living with/seeing child weekly 
Year Base  Proportion of those over 65 

with living child(ren) living with 
a child in UK (%) 

Proportion of those over 65 with all 
living child(ren) outside the home 

seeing child weekly in UK (%) 
1962 (Shanas) (n=n/a) % 42 77 
1986 (ISSP) (n=n/a) % 13 69 
1995 (British SA) (n=n/a) % 16 61 
1999 (Omnibus) (n=n/a) % 4 48 
2002 (60+) ELSA (n=n/a) % 10 60 

Both Wanless (6) and ILC-UK(22) observe that spouses rather than children now largely provide care. In 
1985 children or children-in-law were the largest group of carers for older people within households, but 
the number of people caring for spouses increased by around 45% between 1985 and 1995, making 
spouses the largest group of co-resident carers(30). 

While a greater percentage of women than men provide care overall(40), the following table shows that 
men are more likely to be caring for a wife than wives for a husband in the same age groups after the age 
of 70. This implies that whereas men are more likely to die, women are more likely to become disabled. 
The table also illustrates other patterns of care, e.g. parents to adult children or grandchildren. 
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Incidence of informal care by gender and age of provider (source: ELSA 2002) 
 50-54 55-59 60-64 65-69 70-74 75-79 80+ Total 
 % % % % % % % % 
Care provided by men to: 
Spouse 3.4 4.7 5.8 5.8 9.3 10.8 10.6 6.4 
Children/grandchildren 4.5 4.0 5.4 4.8 4.2 1.4 0.5 3.9 
Parent/parent-in-law 6.5 4.9 3.1 3.2 0.8 0.7 0.0 3.4 
Other relative/friend 2.3 0.9 2.1 3.3 2.5 3.1 2.1 2.1 
Care provided by women to: 
Spouse 4.8 5.7 7.5 8.0 8.0 8.3 6.5 6.5 
Children/grandchildren 7.8 8.8 11.0 9.0 4.7 3.1 6.8 6.8 
Parent/parent-in-law 11.2 11.1 6.9 3.4 1.0 0.0 5.5 5.5 
Other relative/friend 3.2 2.3 4.3 5.1 3.6 4.8 3.7 3.7 

The Wanless Social Care Review(47) asserts that for spousal care to keep pace with the projected 
increase in demand for care will depend on the health status of the spouse carers themselves, given that 
the age of the caring population as a whole will increase. Wanless observes that this has possible 
implications for the care provided, not only in terms of tasks and hours of care, but also in the nature of 
the support required for carers themselves. 

1.1.11.2 Future threats to informal care 

ILC-UK(22) warns that there will be fewer relatives in future to provide informal care for two key reasons: 
changing family composition and higher divorce rates. 

1.1.11.2.1  ‘Beanpole’ families 

ILC-UK(22) notes the trend towards smaller families and fewer children due to the decrease in the fertility 
rate and makes the point that this is caused by a large number of women remaining childless rather than 
more women having fewer children. In addition it talks of greater generational spacing. The point at which 
life transitions (such as leaving the parental home, first childbirth, full economic independence from one’s 
parents, formal adult union through marriage or committed co-habitation) take place is becoming later 
and later. 

The combination of these two factors means that families are becoming longer and skinnier, so-called 
‘beanpole’ families. This means that there are fewer horizontal relatives such as brothers, aunts and 
cousins, and more vertical relatives such as children, parents, grandparents and great grandchildren. The 
result is a heavier burden of work with fewer people, typically one child, available to help. As an example, 
with a 20-year generation as today 45 year-old women are helped by their 65 year-old mothers to support 
20-25 year-old children. 30-year generations will see 50 year-old women caring for both 80 year-old 
mothers and adolescent children as well as potentially being expected to work (a situation that ILC-UK 
believes would be difficult to sustain). Anecdotal evidence suggests that this situation is already 
developing(13,22) 

1.1.11.2.2 Higher divorce rates 

According to ILC-UK(22), increased divorce rates have different consequences for inter-generational 
contact depending on the gender of the parent. 

The report claims a great deal of evidence that maternal attachment by children increases after divorce, 
and that such women are likely to intensify their kin relationships. Older divorced women are as likely as 
widowed women to co-reside with a child, and supportive inter-generational relationships are likely to 
continue for widowed, divorced and married older women. 

The opposite is true for men. Interaction with their children tends to decline dramatically with divorce. In 
one example, up to half of US adolescents living with their mothers after divorce had no contact with their 
fathers. The US National Survey of Families and Households among divorced men aged 50-79 showed 
that, of these, at least one third had no contact with their children, half saw or communicated with at least 
one child weekly and 11% maintained contact with more than one child. In other words, these men were 
less likely to have adult children available in time of need. 

According to Demos(13), another feature of rising divorce and separation rates is more single parenthood 
and growing numbers of ‘reconstituted families’ involving children as well as stepchildren. Divorce also 
contributes to the ‘beanpole’ families described previously, with more generations co-existing and sharing 
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care and household arrangements at the same time. Paradoxically this is predicted to increase the level 
of interdependence between family members across the generations. For example, young parents are 
likely to rely on grandparents to juggle work and parenting commitments. Reconstituted families have a 
higher incidence of ‘overlapping responsibilities’ and more complex webs of mutual commitment. In 2003 
around two-thirds of care provided to older people continued to come from within the family. More than 
half of carers were looking after a parent, although the ageing baby boom generation will challenge this, 
e.g. how to look after divorced parents not in same place. 

1.1.11.2.3 Other challenges 

There may also be difficulties in the future that have little to do with the willingness of family members to 
provide informal care: 

• The decline in the availability of single women (the traditional carers for elderly parents) and the 
continuing expansion of women’s employment(30). 

• Potential changes in employment patterns among older people(30). 
• The decline in filial co-residence may lead to a decrease in the number of hours spent caring 

(particularly performing tasks that are largely currently administered by those living within the 
household, such as personal care), and in the provision of more intensive and demanding care.(47) 

• Family support networks may be weaker in rural areas for in-migrants and for long-term residents 
whose children have moved away, added to which, the proportions of those who have never married 
tend to be higher in rural areas.(30) 

• According to the General Household Survey in 2001, almost half of those aged 70 or more (44%) do 
not have any close relatives living nearby, and more than a quarter have no close friends living 
nearby. In 2002 older people aged 70 or more were the most likely to report that they had two or 
fewer people they could turn to in a serious personal crisis (23% compared with 19% of those aged 
50-59)(16). 

• Grandparents are more likely to be in regular contact with adult children than non-grandparents(16), 
but complex relationships may impact on grandparenthood in future. 

• The ageing population can be expected to bring about an increase in the numbers of elderly 
providing care. The future trend in demand for informal care will depend on the availability of formal 
care and may be met by other family members such as partners or children or friends. 

• There are, and will continue to be, rising expectations of support among carers, with individuals 
wanting more freedom to determine their own life and fewer restrictions of the kind imposed by caring 
responsibilities, and among care recipients wanting support that enables them to have increased 
freedom and independence.(47) 

 
According to model used in the Wanless Social Care Review(47), informal care input will need to increase 
by just over 50% between 2002 and 2026 assuming that the proportion of older people using informal 
care is maintained. However, based on current patterns, he concludes that it is unlikely that rates of 
informal care will keep pace with increases in care need in the future. Wanless finds a strong case for 
further carer support services (e.g. respite care and short breaks from caring, carer support groups, 
social work and counseling support, adult day care, home sharing, community care packages such as the 
Medicare Alzheimer Disease Demonstration and Evaluation (MADDE) and Care Management in the UK) 
with differing recommendations for spousal carers and filial carers. The available evidence suggests that 
services that address carers’ outcomes directly would be the best form of support for spousal carers, 
while the substitution of informal care by formal care for the care recipient would be the better form for 
filial carers, with regular assessment and review of carers’ needs. 

1.1.11.3 The importance of family 

Theodore Roszak, the author of The Longevity Revolution, wrote(21): 

‘The values that created the industrial society all have to do with the marketplace, competition, and 
high material expectations. The irony is that we’ve now produced a larger and larger older generation 
that is aging beyond all that, that will cultivate a very different set of values that have to do with 
companionship, friendship, and family. Our society was pretty much catapulted into prosperity by a 
kind of terrible Social Darwinism. When you’re young enough to live a hard life, competition is fine; but 
when you’re older, you need help from family, companions, and friends, and you see how much they 
all mean. I suggest in my book that we’re moving from a world defined by the survival of the fittest, to 
the survival of the gentlest.’ 
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There was a suggestion in the literature that there is a greater awareness of and identification with the 
importance of the family in whatever form, despite the current generation’s lower tolerance to providing 
informal care to relatives and neighbours etc.(22). For example: 

• ILC-UK 2004 seminar on domiciliary and residential care asserts that co-habitation affects fertility, 
but not necessarily a breakdown in future care by family assuming that there is any family(22). 

• A Danish study indicates that the family is considered more important than before in providing 
care(22). 

• The ELSA survey found that adult children in England play a central role in the social networks of 
respondents with more than half the sample seeing their children at least once a week(40). 

1.1.12 The ageing of the baby boomer generation 

In its report entitled The New Old, Why baby boomers won’t be pensioned off(13), Demos defines UK baby 
boomers as the generation born between 1945 and 1965 (with two peaks in 1947 and 1964), a total of 
18.5 million children. This generation is quite different from those that preceded it: 

‘(The ‘baby boom’) generation is unlike any other, and has altered every stage of life as it has passed 
through it, from the invention of the teenager to the cliché of the mid-life crisis. On population graphs for 
countries and territories all around the world, the vast cohort born between 1946 and 1963 looks like a 
great wave. As it has swept through the world, this ‘age wave’ has transformed societies, markets and 
products, leaving in its wake entirely new expectations of how life should be structured and organised.(19)’ 

While baby boomers are by no means homogeneous(13,23) (with significant differences between them in 
terms of affluence, longevity, education and ethnicity), they are characterised by two very important 
characteristics: individualism and liberalism. 

Now the first baby boomers are facing old age and it is anticipated that they will engage with 
demographic change and ageing in the same iconoclastic way as they have with social, economic and 
political change in the family, the education system, the labour market and so on. According to Theodore 
Roszak in his book, The Longevity Revolution: 

‘These dramatic changes have big implications for workforces, social structures and the solvency of 
state pension schemes. But they also create an opportunity for societies to form a new and positive 
vision of retirement and old age – a vision of reinvention rather than retreat and inactivity(19)’ 
 
‘We’re not talking about elderly as you understand it, as broken-down, decrepit, and hopeless. We’re 
talking about a different kind of elderly generation. The boomers are healthier, better educated, better 
travelled, and better read, and as elders they will be a feisty, fighting, more active generation that will 
return to some of the ideals and sense of social responsibility that it had in its youth.(21)’ 

1.1.12.1 Baby boomers and economic activity 

According to the Institute for the Future(21) based in the USA, a key difference between baby boomers 
and their parents’ generation is that the boomers are not likely to exit the workforce as fast as their 
parents did. Historically, education, wealth and health have all been correlated with longer workforce 
participation. Boomers enjoy all three of these in greater proportion than their parents did. They want to 
remain engaged with the world and find work a great socialising force. The result is a slowly ageing 
workforce. 

• More than 60% of US workers aged 50 and over plan to work into their retirement or never to 
retire(21). 

• 64% of US adults see retirement and later life as ‘an opportunity for a whole new chapter in life.’ 
They are rejecting the model of leisured retirement (the ‘golden years’) and opting instead for a 
second life that incorporates periods of work as well as leisure(19). 

• 45% of US 40-59 year-olds and 54% of 18-39 year-olds think that going back and forth between 
periods of work and periods of leisure is the ideal plan(19). 

Smaller numbers of UK baby boomers agree with the last point. Only 32% of 40-59s and 24% of 18-39s 
think that going back and forth between periods of work and periods of leisure is the ideal plan(19). 
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1.1.12.2 Perceptions of later life among UK baby boomers 

According to a 2004 study of retirement planning in ten countries around the world commissioned by 
HSBC Bank20, for UK boomers, later life is a time of self-sufficiency, independence, personal 
responsibility, counting neither on family nor government to care for them. They strongly oppose 
mandatory retirement, and often plan to continue working in a stable, comfortable part-time job that offers 
the flexibility and the independence that they desire(19). 

As part of its report Eternal Youths, How the baby boomers are having their time again(14), Demos 
conducted research with eight groups of British baby boomers21. The most common value shared by 
respondents was freedom, including the freedom to take risks. Retirement was considered to be a time 
for adventure, exploration, simplicity and a slowing down of time. Retirement was not considered to be an 
ending, but a fluid cycle where one can dip in and out of periods of education, work and leisure as and 
when desired. 

Working beyond retirement and having the flexibility to use time at will was one issue, but respondents to 
the Demos research were often reluctant to engage with being older, struggling to imagine the prospect 
of their own future. They were terrified of the physiological changes that are irreversible and accompany 
old age, and the marginalisation that accompanies them(14). 

1.1.12.3 Baby boomers and social care 

The research revealed a number of characteristics of the baby boomer generation that have direct 
relevance for social care: 

• Because of higher levels of divorce and separation baby boomers have lower levels of what 
Demos(13) describes as ‘bonding social capital’. Additionally, they belong to fewer social networks 
and feel more disconnected from the wider community (a phenomenon described by Demos as lower 
levels of ‘bridging  social capital’). Both of these have implications for the provision of care and 
support. 

• Baby boomers are used to being in control and want to maintain their independence for as long as 
possible, though they are uncertain of the practical measures needed to help them do so(14). Many 
admitted that caring for their parents had not been a realistic option for them, or that they had done it 
and found it difficult. They wanted to avoid doing this to their own children. This is reflected in the 
HSBC Bank research(19), which found that 56% of British people view being a burden to their family 
and 29% view caring for elderly relatives as a serious concern as they get older. Only 9% of 
respondents expected their families to pay most of the costs of their retirement, and most felt that 
they themselves should bear the cost. Asian respondents felt the least guilt about being cared for by 
their children. Similarly in the US, the GE Center for Financial Learning found that 70% of boomers 
do not plan to rely on their family to take care of their long-term needs in their later years(14). 

• A substantial minority preferred the idea of paying for services instead. Among those who did not 
want to be looked after by strangers, this was due to the perception that current levels of care are 
either prohibitively expensive or poorly delivered(14). 

• There is a danger that technology will exacerbate the alienation felt by the ‘new old’. They disliked 
telecare ideas, e.g. a video link with support workers or a once-a-day telephone call(14). 

• There was some nervousness among the minority ethnic boomers about arrangements for their 
future care, supported by the fact that the boomer generation is more diverse than earlier cohorts 
because of significant immigration to the UK since the 1950s and 1960s. The result is the perception 
that families may be split and unable to provide care, that living within an extended family is not the 
same as ensuring an adequate level of care and that norms may be threatened by boomer children 
who have become more westernised or have married out of the ethnic community. Nevertheless, 
they remain convinced that care would be best provided by those within their own ethnic group(14). 

The Wanless Social Care Review(47) points out that ‘the change of attitudes, that is broadly, but not 
exclusively, characteristic of this generation, is reflected in an emphasis on rooting out discrimination 
(most relevantly age discrimination), embracing the human rights agenda and demanding greater choice 

                                                      

20 The UK segment of this study comprised a representative sample of 966 adults aged 18+, who were interviewed either face-to-face or by 
telephone in autumn 2004. 
21 The groups comprised ABC1C2DE men and women aged 40-60, including one group of Asian (Muslim) women and one group of Afro-
Caribbean respondents. They were held in London, Leeds, Bradford and Dorset. 
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and quality.’ Wanless points out that this has implications for all services, both in terms of how they 
engage with users, and for the required mix of services in the future, i.e. one that is more responsive to 
those using them. He cites the potential incompatibility of the baby boomer spirit and communal living as 
one example. 

1.1.12.4 A new way of dying 

With regard to death, the biggest concern among baby boomers interviewed for Demos(14) was the idea 
of ‘lingering’ of growing ill or frail and increasingly unable to care for themselves. They were concerned 
with quality of life as well as prolonging it and wanted to avoid being looked after. The ideal was a ‘quick 
death’ allowing them to maintain their self-respect. They wanted to go peacefully, in their own home, 
while still enjoying life and before becoming dependent on others. A number of groups expressed a 
preference for suicide or euthanasia. 

Demos(14) expects a critical mass of baby boomers to form that will confront questions of death and dying 
more explicitly. 

‘Just as baby boomers have sought to customise their living experiences, so they will also begin to 
demand a greater say in the management and timing of their own deaths.’ 

The evidence of this is seen in funerals and death ceremonies becoming increasingly personalised, 
euthanasia, assisted deaths, the nature of palliative and hospice care and cost and so on. Other sources 
agree(44,45). The Institute for Alternative Futures(45) believes that during the next decade, boomers will 
have to move out of the denial stage of death and come to terms with the need to die cheaply. It 
envisages: 

‘highly individualized celebrations of death that take the place of sombre funerals. They may prompt a 
renewed push for assisted suicide and a greater insistence that people die in their homes rather than 
in hospitals. Confronted with a choice of spending a lot of money for an extra two weeks of life in an 
intensive care unit or bankrolling tuition for a grandchild, boomers may well choose to die in some 
interesting new places and on their own terms.’ 

1.1.13 The lived environment 

Wanless(6) cites poor housing as the third most important reason for social care service use, and in his 
Social Care Review(47) physically unsuitable housing is given as one (if not the primary) reason for 
admission of an older person to a care home in 15% of cases. He goes on to say that ‘the demands of an 
ageing society come too low on the list of strategic housing priorities, with the housing concerns of first-
time buyers and key workers appearing more immediate.’ 

The Government’s Opportunity Age initiative(16) quotes a 2001 survey, which found that 2.4 million older 
households in England failed the Decent Homes Standard, and accounted for just over a third of all non-
decent homes. Slightly more than a million of these contained a person aged 75 or more. The report also 
found that, in the private sector in England some groups were more likely than others to be living in sub-
standard accommodation, namely households containing people of 75 years and older, people aged 60 
or more living alone and people who had lived in same property for more than 30 years. This contrasts 
with the social rented sector, where there were few differences between demographic groups. It is the 
Office of the Deputy Prime Minister’s aim to increase the percentage of older people living in decent 
accommodation(15). The Wanless Social Care Review cites the same findings.(47) 

There is some agreement that new building should take account of older people’s needs: 

• In its report dealing with the implications of an ageing population for the sustainable development of 
the East of England(30), Populations Ageing Associates recommends a regional housing strategy to 
take account of the implications of ageing, i.e. to follow national recommendations on linking housing, 
health, social care and other local strategies, in order to ensure that the needs of older people in the 
future are not overlooked as the focus dwells on affordable housing. 

• Several sources mention Lifetime Home Standards(15,30) or age-proofing homes(14). The reports 
advocate that these standards should apply to existing as well as to new-build and should include a 
range of measures, both low-tech and potentially higher tech, that would help older people to remain 
in their own homes for as long as they wish. 

• Demos’ qualitative research among baby boomers found a preference for mixed developments, not 
those exclusively designed for older people(14). 
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There was also felt to be the need for the greater integration of health and social care to extend to 
aspects of policy such as economic development, housing and culture through the promotion of Active 
Ageing(30). Under Opportunity Age(15), all local authorities (LAs) are to develop 5-year transport plans, 
which will identify accessibility issues affecting the ageing population and priorities for addressing them. 
These will include subsidised travel, greater access to learning, a range of measures to ensure older 
people can enjoy leisure activities, measures to encourage volunteering, including the new Home Office 
(a funded national co-ordinating body to provide a focal point for older volunteering), and promoting 
healthy living among older people through public health proposals designed to encourage physical 
activity. The Government wants older people to be active consumers of public services, exercising 
control and choice, rather than passive recipients. Public services are to focus on the promotion of well-
being and independence, be easy to access, have a customer focus, tackle social exclusion and support 
older people to remain in their own home for as long as possible. 

The Wanless Social Care Review(47) asserts the need for government housing policy to be directed more 
at older people’s housing both in the private and social sector. This would include a commitment to 
‘lifetime’ homes to be constructed with the lifestyles of older people in mind, suitable smaller properties 
that would create greater opportunities for older owner-occupiers to downsize and properties with the 
potential for assistive technology features such as stair-lifts, and/or ground floor bedrooms and 
bathrooms. 

1.1.14 Social capital 

Population Ageing Associates(30) defines social capital as networks of people, their values and the 
sanctions that shape the quantity and co-operative quality of a society’s internal interactions. They claim 
growing evidence that this is important for achieving beneficial economic and social outcomes. 

As far as older people are concerned, they see scope for growing numbers of older people to contribute 
to social capital through volunteering and community involvement. There is evidence that this is already 
happening: 

• Age Concern(11) reported in 2005 that 30% of people in England aged 50-74 and 21% of people over 
75 participate in formal volunteering. 

• A survey of more than 400 volunteers aged 50 or more(27)22 involved in social welfare, education, 
heritage and environmental projects throughout the UK, found that 52% of the sample had started to 
volunteer after the age of 50, and 44% had started in their 60s. Volunteers working on education, 
heritage and environmental projects were more likely to be from middle class backgrounds, but some 
social welfare groups were very successful at involving people from more working class 
backgrounds. These volunteers had a high level of commitment. 59% identified social aspects, 
including contact with other volunteers, staff and service users as the thing they would miss most 
when they stopped volunteering. These aspects were more important than task-related aspects or 
the satisfaction of feeling useful, particularly in the social welfare category. 

The Wanless Social Care Review(47) also cites research suggesting that if people are happy, they tend to 
have lower needs and are able to participate in society. While Wanless admits that it is difficult to 
attribute outcomes to specific services, he mentions work by the Social Exclusion Unit (SEU), which 
considered the economic benefits of older people’s contribution to society and community services. This 
argued that older people in good mental and physical health not only consumed fewer health and social 
care resources but also made an economic contribution to society (often through volunteering and unpaid 
care), which, in Wanless’ opinion, is enough to warrant further investigation. 

1.1.15 Changes in patterns of care 

Wanless(6,47) cites research that suggests scope for changes in the mix of service provision that is 
currently available – for example, between care homes, extra-care housing and intensive home care –as 
well as a role for new services and technologies, both of which would improve outcomes at given costs. 
New services and technologies range from low-level assistive aids that can enable older people to 
manage routine daily tasks for themselves, to more sophisticated devices such as telecare23. Wanless 

                                                      

22 449 postal questionnaires were completed by volunteers in 25 organisations (representing a strike rate of 72%). The survey was in two stages: 
the questionnaire was first completed by a member of the organisation, after which 20-25 of the organisations were visited. 
23 This is an automatic monitoring system that uses a small number of sensors fitted in the home that detect movement and trigger a telephone 
call to the service user or carer/care worker if a problem is indicated. 
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suggests that more ‘upstream’ services within the community might reduce the necessity for more 
intensive and expensive services ‘downstream’ as illustrated below: 

Wanless model of preventative and community-based social care 

 

 

 

 

 

He offers four care scenarios with supporting evidence as follows: 

• Community social and health care preventing care home admission 
• Community social and health care preventing hospital admission 
• Consumer-directed care (e.g. direct payments) 
• Housing with care 

These are supported upstream by the preventative effect of low-level services and by intermediate care 
further downstream to deal with acute episodes and prevent the inappropriate use of more intensive 
services for people with given dependency, disability and ill health. He further outlines specific new 
models of care for people with dementia. 

1.1.15.1 Low-level services 

The Wanless Social Care Review(47) describes these as services that prevent or delay the need for social 
care services by reducing people’s dependency, disability and ill health. While recognising the fact that 
rigorous quantitative studies are relatively uncommon, Wanless points to a wealth of qualitative 
information suggesting the low-level interventions, e.g. help with gardening, laundry, cleaning and DIY, or 
the provision of low-cost home adaptations, e.g. handrails and ramps, are highly valued by older people 
and help them to maintain their independence. (Similarly, an Age Concern survey in Broadland, King’s 
Lynn and West Norfolk found that simple services such as gardening and gutter clearing could 
significantly sustain the independence of older people(30).) However, he admits to an absence of evidence 
to show that this help reduces the need for downstream care. 

According to Wanless(47) the PSSRU has estimated that if age-specific dependency prevalence rates fall 
by 1% per year, the projected number of older people in residential, nursing home or hospital care in 
2031 would rise by just 14% on 1995 figures, compared with 64% if there were no reductions. According 
to the Office of the Deputy Prime Minister (2006), another study concluded that 10% of Disability Facility 
Grant recipients were kept out of residential care as a ‘direct result of adaptations’, and that 98.5% of 
those using the grant to fund adaptations reported improved quality of life, with 89.1% saying it had 
improved a lot. 

Wanless(47) also cites ‘strong evidence’ from The Stroke Association that if interventions such as 
treatment of hypertension and cholesterol and programmes to stop people smoking were fully 
implemented, the demand for care would be reduced given that strokes are the leading cause of severe 
disability in the UK. 

1.1.15.2 Community social and health care preventing care home admission 

Wanless(6,47) produces some evidence that substituting intensive home care for care home use is cost-
neutral or produces cost savings. For example, he estimates that £60 per week spent on home care or 
day care in England ‘buys’ additional days for people in the community (a total of 265 days for people 
with mild or severe cognitive impairment receiving day care and a total of 135 days for other people using 
day care) before an institutional care solution becomes the only option. He also cites evidence from the 
US (the National Long-Term Care (Channelling) Demonstration project), which concluded that 
substituting home care for nursing home provision was effective (and also potentially cost-neutral or even 
cost-saving if tighter targeting of services was adopted.) 

Upstream Downstream Low-level 
services 

Community 
social and 
health care 
(including 
primary care) 

Institutional 
and long-term 
care 

Specialist 
health care 
(including 
hospital care) 

Source: Wanless Review Team 
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Certainly, there has been a push towards more home care in England. In its 2004 seminar on domiciliary 
and residential care(22), ILC-UK found that low intensity home care (i.e. one visit for two hours or less per 
week) had shrunk from 42% to less than 20% by 2000, while high intensity home care (i.e. six or more 
visits and more than five hours per week) had risen from 10% to more than 35% of the home care 
received by households in receipt of home care. 

This is confirmed by the latest summary of the Public Service Agreement (PSA) Target on Homecare for 
2004/05(17), which found that: 

• The national PSA value continued to rise, increasing from 32.0% in 2004/05. This is an increase of 
1.9 percentage points from 30.1% in 2003/04 

• The national PSA value has exceeded the March 2006 target of 30% and is two percentage points 
below the March 2008 target of 34%; 

• The rise in PSA value is due in part to the increasing number of households receiving intensive home 
care. In September 2004, 92,300 households received intensive home care, an increase of 6% over 
the previous year. 

The trend towards fewer, more intensive home care packages is further confirmed by the Wanless Social 
Care Review(47), which found that the number of people receiving home care is falling, even though the 
total inputs (e.g. contact hours) are increasing. It also found that the proportion of people receiving home 
care in England is low by international standards, even allowing for differences in definitions, with some 
9% of those aged 65 and more receiving either one or some combination of home care, day care and 
meal services, including privately paid-for home care. 

ILC-UK(22) believes that the Government's policy of shifting the burden of care away from residential to 
domiciliary care is not compatible with current trends. It reports a BUPA survey of its nursing (rather than 
residential) homes conducted in 1999/2000 covering 95% of the beds (a total of 974) in the Weston-
Super-Mare catchment, which found that 88% of residents had a principal clinical driver for their 
presence. 

In 2002, BUPA conducted a census of residents in its residential and nursing care homes (covering more 
than 15,000 people) in order to evaluate their physical/mental quality of life in terms of mobility, mental 
state and continence. High levels of dependency were detected even in residential care(22). 

Quality of life measures among BUPA residential and nursing home residents 2002 (source: 
BUPA/ILC-UK, 2002) 

 Residential Nursing Total 
Mobility  (n=3,894) (n-=11,335) (n=15,287) 
 % % % 
Ambulant 40 18 24 
Ambulant with assistance 43 28 32 
Entirely dependent 16 53 44 
Mental state (n=3,849) (n=11.104) (n=15,015) 
 % % % 
Normal 31 19 22 
Confused or forgetful 60 65 64 
Challenging behaviour 11 23 20 
Depressed or agitated 12 21 19 
Continence (n=3,832) (n=11,278) (n=15.166) 
 % % % 
Continent 53 20 28 
Urinary incontinence only 24 19 20 
Faecal incontinence only 1 1 1 
Urinary and faecal 
incontinence 

21 60 50 

The BUPA survey(22) also found across the nursing and residential sectors, that 38% of residents were in 
care because of dementia, 22% for frailty and 25% because of strokes. In other words, 63% of the 
nursing care population was in care because of various forms of brain failure, of which dementia is the 
most important, and the progression of which is to deteriorate rather than improve through rehabilitation. 

Opportunity Age(16) found that the likelihood of being in a care home increases with age, but adds that, 
according to the 2001 Census, fewer numbers of people aged 85 or more were living in communal 
establishments than in 1991, and that these were more likely to be women than men. A Laing & Buisson 
study conducted in April 2003 and part of the ILC-UK seminar(22), found that the age-specific incidence of 
residential care increased substantially among people aged 85 or more. 
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Risk of living in a non-psychiatric residential setting (care home or long stay hospital) for 
older/young physically disabled people by age, UK, April 2003 (source: Laing and Buisson, April 

2003) 
Age % in residential care 
Under 65 0.05 
65-74 1.0 
75-84 4.6 
85+ 21.4 

Technology is invoked by Wanless(6) in this context as offering labour- and therefore cost-saving 
potential. However the literature points to some issues(30) with it: 

• While there is an array of technological devices available, most are stand-alone devices, so do not 
deliver a coherent service from the user point of view. 

• The installation of systems in a house to operate reliably is not a trivial task. It requires both electrical 
power and a means of communication. 

• While there have been trials of smart houses, these have designed without the needs of older people 
in mind. 

This Age Concern report(30) concludes that technology may make a number of individual economic, 
health and social gains but for the real needs of users to be addressed, ethical and legal considerations 
need much more investigation. It adds that to date there is no compelling evidence regarding the cost-
effectiveness of technology in the social care arena, concluding that progress is likely to be slow rather 
than dramatic and complementary to other forms of care, and that personal assistance for personal 
caring needs will continue to be required. 

From the standpoint of the workforce, Wanless in his Social Care Review(47) believes that the introduction 
of technology, either in ways that are in addition to existing methods, or replace current methods of 
operation is one of the most significant changes to the staff required for the supply of social care, 
affecting the numbers, skills and the cost of staff (see box).  
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Technology and the social care workforce(47) 

The Social Care Review explores telecare24, which Wanless believes should be moved to the 
mainstream of care provision, based on the pilot studies conducted to date, and become an automatic 
consideration in any care package after a needs assessment. 

Staff numbers: 
Work done to date suggests that the introduction of technology leads to initial increases in the staff 
needed, before a subsequent fall. A specific example is in supervision. However, Wanless also notes that 
while some work has been done to estimate possible savings associated with the introduction of 
technology (e.g. in Audit Commission 2004), these generally concentrate on the positive impact on care-
staff time without taking account of the staff required for monitoring and operating equipment, thus 
leading to potentially misleading results. Likewise, while Wanless predicts that telecare will have an effect 
on patterns of care, with the move into residential care and possibly hospital being postponed and 
diverted, he also cautions that telecare may not reduce the amount of care worker hours needed 
because of the demands of older people who remain in their homes for longer. 

Staff skills: 
More technological knowledge will be required of staff, which may include frontline staff, particularly in 
domiciliary care, both for monitoring, and to a lesser extent for responding to alerts. 

Staff costs: 
Wanless believes it likely that the specialisation of work and the introduction of a greater range of skills 
required will mean staff expect and attract higher salaries, especially those groups using new care 
technology. While work done for the Audit Commission in 2004 indicated that the cost overall of using 
technology would be considerably less than current labour intensive methods, the Review’s research 
found that while the use of more technologically focused methods may utilise staff time better, thus 
enabling them to cater for more people, this would not necessarily involve reductions of cost overall. 

1.1.15.3 Community social and health care preventing hospital admission 

The ability of community-based care services, whether intensive home care or intermediate care25, to 
prevent hospital admission seems better proven. Wanless(6,47) cites numerous studies that have found 
that increasing the use of community social and health services reduces the use of hospital services. 
Examples cited are: 

• A large meta-analysis (of mainly US studies) conducted in 1997 investigated the impact of home care 
– including, in this case, home nursing and home health type arrangements – on hospital days. The 
paper concluded that, although substitution effect sizes were small to moderate, the consistent 
pattern of reduced hospital days across a majority of studies suggests that home care does have a 
significant impact. 

• A study of LAs in England in 2002 found that an increase in care home and/or home care provision 
had the effect of reducing rates of delayed discharge, and in turn, reducing average length of stay (at 
all ages) and increasing hospital activity. Furthermore, the study indicated that increased care home 
use reduced re-admission rates. 

• A study in 12 LAs also conducted in 2002 found that an increase in home care provision for older 
people reduced hospital usage. For very dependent older people, for every £1 spent on home care, 
average costs of hospital care fell by 30p. 

• The National Beds Inquiry found that 20% of bed days for people aged over 65 would be 
inappropriate if alternative services were in place. A King’s Fund study in 2002 suggested an even 
greater inappropriate use of hospital beds. 

                                                      

24 As defined by Wanless(47), ‘telecare’ describes any service bringing health and social care directly to a user, generally in their own homes, 
supported by information and communication technology (Audit Commission 2004). In most cases, data is collected through sensors, fed into a 
home hub and sent electronically to a call or monitoring centre. Existing basic telecare units include fall alarms, safety sensors for risks such as 
gas leaks and bath floods, and ‘wander’ monitors for people with dementia.’ Separately Wanless states that ‘‘telehealth’ is defined as the remote 
monitoring of vital signs such as temperature and blood pressure, which can be used by medical professionals for diagnosis, assessment and 
prevention.’ 
25 Intermediate care helps to manage and limit sudden exacerbations of people’s long-term conditions. Interventions have included preventing 
falls and managing diabetes, chronic heart disease and respiratory conditions. 
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The implication is that an increase in the provision of these services to individuals can not only improve 
their immediate outcomes, but also their future health outcomes. 

1.1.15.4 Intermediate care 

According to Wanless(47), the concept of intermediate care was developed in response to the 2000 
National Beds Inquiry, which showed that significant numbers of older people stayed in acute hospital 
longer than was necessary or desirable. It is designed to work at the interface of health and social care 
as demonstrated in the schematic below. 

Forms of intermediate 
care 

Services involving: Role of service 

 Self-care and 
informal care 

Community-
based social 
and health care 

Hospital-based 
specialist/ 
secondary care 

 

Social care-led rapid 
response 

√ √  Prevention of inappropriate hospital 
admission 

Health-led rapid 
response 

√  √ Rapid response in run-up to possible long-
term services 

Rehabilitation (post-
acute) 

 √ √ Facilitation of hospital discharge 
Rehabilitation into long-term care sector or 
back to person’s home 
Short-term intensive nursing services 

Intermediate care can be delivered in hospital, day hospital or at home and can offer a whole continuum 
of care from high intensity to low-level services. The service is usually offered to users for up to a 
maximum of six weeks. 

There are now 5,000 intermediate care beds jointly funded by health and social care, and the Department 
of Health claims that investment in intermediate care and related community services since 2001 had 
reduced delayed discharge from acute hospitals by 64% by September 2005, releasing about 1.5 million 
bed days per year. The White Paper believes that the potential to replace more acute bed days with less 
intensive beds ‘is considerable’. For example, the 946,000 acute bed days annually taken by people with 
hip fractures ‘could be released if better use is made of intermediate care beds.’ Wanless points out that 
this would require a significant increase in intermediate care beds, and questions whether or not there is 
a cost saving (even setting aside the impact on people’s outcomes). He reports also that development of 
intermediate care services, while steady, ‘has not reflected the initial optimism’, although the call in the 
NHS Plan in 2000 for an increase in the number of intermediate care beds of 5,000 and a further 1,700 
supported intermediate care places, benefiting around 150,000 more older people each year, has largely 
been met. 

According to Wanless(47), the most recent national evaluation of intermediate care by Barton et al in 2006 
looked at its impact on the service system as whole and the costs of such schemes. Positive was the fact 
that patient satisfaction levels were relatively high. However, a number of weaknesses were identified, 
namely: 

• Limited capacity to make a significant impact on other types of care provision; 
• Fulfilling the role of preventing or shortening a hospital admission in only about half of all care 

episodes in the case studies; 
• Six week time limit perceived as too narrow and restrictive (with the timing of discharge the one area 

receiving the lowest satisfaction scores from users); 
• Serious impediment to facilitating the development of intermediate care in local contexts in poor 

partnership working between health (PCTs) and social service organisations at both operational and 
strategic levels. 

The detailed cost analysis by Barton et al only took into account the actual intermediate care episode (or 
equivalent) up until discharge or transfer. Longer-term costs were not included. On this basis the 
researchers found that hospital admission avoidance (step-up) tended to be associated with overall cost 
savings (£285 per patient on average), while supported discharge (step-down) tended to lead to 
increases  (£189 per patient on average). Wanless points out that these results were very sensitive to the 
assumed costs of acute and intermediate care. He accounts for the cost difference by virtue of admission 
avoidance having shorter episode durations, a higher likelihood of being non-residential and for patients 
with less severe conditions. Nevertheless, even when the time frame was extended to four months, and 
re-admissions included, the cost divergence persisted because less non-intermediate care residential 
care was assumed for admission avoidance. 
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A separate question relates to choosing which patients should be selected for intermediate care. 
According to Wanless this depends on the objective. If the aim is to produce the biggest quality of life 
and/or functional improvements, then the evaluation supports targeting patients with the greatest clinical 
need, who would otherwise require care in an acute setting. However, higher levels of severity are 
associated with higher intermediate care costs. If the aim is instead on limiting direct costs, then, he 
maintains, the focus should be on admission avoidance. 

In this context, Wanless cites a Canadian study that considered the costs of a community-based 
alternative for hospital treatment (the Quick Response Program, QRP) for older patients who presented 
at an accident and emergency (A&E) department with non-acute needs. The treatment included nursing 
home care, physical therapy, occupational therapy, social work and meals-on-wheels. The study found 
the QRP to provide an appropriate, effective and cost-effective alternative level of care for non-acute 
individuals, compared with hospital care. 

Wanless reports a lack of consensus in the literature over the cost-effectiveness of intermediate care, 
and very limited material on admission avoidance rather than hospital discharge. One of the problems is 
the complexity of measuring the effects of intermediate care due to the range of different service inputs 
and outcome measures, and to the fact that any evaluation is very dependent on the length of time over 
which the impact is considered. Several papers point to intermediate care leading to longer lengths of 
stay (including acute and post-acute care), but with the positive impact that patients are discharged with 
a high level of physical functionality. The strongest support for the cost-effectiveness of intermediate care 
comes from services that target specific groups/illnesses/events, e.g. specialist units for stroke 
rehabilitation and geriatric orthopaedic rehabilitation, with evidence of faster improvement in physical 
function and fewer hospital re-admissions without greater costs. 

1.1.15.5 Consumer-directed care 

According to the Wanless Social Care Review(6,47), the main example of ‘consumer-directed’ care in 
England is the direct payments scheme, with Attendance Allowance being another model. 

As seen earlier, the benefits to the service user are the sense of ‘being in control’, greater choice of 
services, high satisfaction levels with the system and improved quality of life. As well as improved 
outcomes they may also cost the public purse less. In the German system, for example, despite the cash 
benefit being (much) lower in value, as many as 80% of people chose cash rather than services when the 
policy was first introduced. As Wanless concedes, some of this shortfall was met by greater claims on the 
social security system, but he maintains that it suggests that people might willingly take lower cost 
services in exchange for greater control. To counteract this advantage, Wanless suggests that there will 
also have been people who would not have claimed in the absence of a cash benefit. 

While uptake of direct payments has been high among younger physically disabled adults, it has been 
much more modest among older people, as illustrated by the following table. 

Number of clients receiving direct payments in England* (source: Department of Health 
2005d/Wanless Social Care Review, March 2006) 

Over the year Aged 65+ At year end: Aged 65-74 Aged 75+ 
2003/4 6,000 31st March 2004 1,200 2,000 
2002/3 2,700 31st March 2003 700 800 
2001/2 900 31st March 2002 300 400 
2000/1 500 31st March 2001 200 180 

* All figures are rounded 

Wanless reports that, even in countries where a high proportion of older people have opted for cash 
payment options, this tends to occur where the cash payment can be used to pay for informal care, 
including co-habiting relatives, rather than formal services. 

Issues concerning direct payments include: 

• the degree to which recipients are able to make informed choices26 

• the administrative burden on the recipient and their family 

                                                      

26 While there are no data about direct payments in this regard, the Office of Fair Trading (OFT) report, Care Homes for Older People in the UK: 
A market study (May 2005) underlined how difficult the choice to enter a care home was for people, highlighting a paucity of information, 
advice and price transparency. 
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• concerns about the value for money of individually commissioned services 

• concerns about the quality of individually commissioned services27 

• potential unfairness given the greater flexibility in how the money is spent28 

1.1.15.6 Housing with care 

Evidence from the Netherlands is that ‘regular’ sheltered housing has little impact on future care needs, 
particularly the need for a care home placement. But studies of the Dutch and Danish ‘extended’ 
sheltered housing arrangements suggest that it can reduce the rate of admission into and cost the same 
or less than residential and nursing homes.(6) 

In the UK, a number of individual studies suggest that extra-care residents tend to show a reduction in 
need. The Wanless Social Care Review(47) cites a reference by the Extra Care Charitable Trust, which 
runs 25 housing/care schemes with 2,000 residents, to independent research from 1997, which shows 
that extra-care residents improve more than people in traditional forms of care. The average 
improvement in mobility was more than 35%, in daily living functions 20%, in sensory ability 10%, and in 
reduction of medication use of 25%. The majority of residents had transferred from hospital or nursing 
homes, and the greatest improvements were seen in the first 10 weeks in extra care. 

With regard to the ability of extra care to substitute for other care settings, Wanless(47) cites research 
among older people recently admitted to residential care (Sitwell and Kerslake 2004), which examined 
whether extra care would have offered an alternative. In 28 out of 36 cases, the decision to enter a care 
home followed a critical event such as a fall and/or hospital admission. It was estimated that two-thirds of 
those surveyed could instead have entered extra care either currently or at the time of an earlier move.(47) 

The Wanless Social Care Review(47) describes a variety of emerging housing options including extra care 
(also referred to as very sheltered housing), ‘close care’ and specialist housing designed for dementia 
sufferers. While he sees that future demand for these different types of homes will depend largely on 
demographic pressures, he believes that it will also demonstrate the changing preferences of the ‘new 
old’ for whom independent living and control are increasingly a priority. While the latter point has 
encouraged interest in extra care housing, figures cited from the Elderly Accommodation Counsel show 
that such units, even when using a very wide definition, are much less common than sheltered units, at 
only 3.4 per 1,000 people aged 65+ (just over 26,000 units) compared with 60.1 per 1,000 people. The 
figures also show considerable regional variation in availability, ranging from 1.9 units per 1,000 in 
Yorkshire and Humberside to 5.4 units per 1,000 in the West Midlands. Wanless highlights a number of 
barriers to setting up extra care housing, including the significant up-front capital costs, the need for 
multiple partners with the slowing effect this has on the process, the lack of public/private partnerships 
attributed to the lack of proper housing needs assessments by LAs and difficulties in obtaining land and 
planning permission. 

It is unclear whether it is cheaper than residential or dispersed home care, but there are early indications 
that it may reduce the incidence and duration of admission to hospital, which would provide significant 
cost savings for the NHS.(6,47) However, Wanless argues that the ongoing cost profiles of different 
housing options will depend on an individual’s type and scale of care needs and which costs are taken 
into account. He advocates the promotion of greater awareness among the public and planning officials 
of the new housing options available, more flexibility in the planning categories and a comprehensive 
cost-benefit evaluation. 

1.1.15.7 New models of care for people with dementia 

The Wanless Social Care Review(47) asserts that ‘a well-designed social care package can promote the 
independence of someone with dementia, provide assistance towards maintaining an active life and help 
avoid admission into a care home (unless that is the preference).’ He highlights important aspects of 

                                                      

27 Analysis of NMS data for care homes suggests that lower prices are associated with lower quality.(47) 
28 In England the majority of direct payments money is used to pay for personal assistants, whose willingness to take on a wider range of duties 
than traditional formal carers fits well with the concerns of older people. This greater flexibility is helpful for the recipients of direct payments, 
but it means that older people with personal care needs can also obtain practical instrumental care services (e.g. housework or shopping), while 
older people with only practical/instrumental care needs would be denied such help under current funding arrangements. Research into how 
exactly direct payments money is spent is lacking in England, but the point is supported by the fact that a 1997 study in the Netherlands found 
that 54% of personal budget recipients used their budget to pay for home help, 14% for home nursing or personal care and 32% for a 
combination. 
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dementia care, most of which have implications for the numbers and skills of the social care workforce, 
as follows: 

• Continuity in care staff 
• Staff with specific training in dementia care 
• An emphasis on maintaining physical health, despite the mental deterioration 
• High quality day care centres for leisure and social contact 
• ‘Memory clinics’ – effectively a ‘one-stop-shop’ offering assessment, diagnosis, support and 

counselling, information, monitoring of treatment and education and training 
• Regular respite care as part of a package of measures to relieve the burden on informal carers. 

He cites telecare and extra care housing as frequent elements of new models of dementia care. With 
regard to support in the home: 

• A study examined as part of a review of successful models of dementia care provision in Europe, the 
US and Australasia by Age Concern and the Mental Health Foundation found that family support was 
more beneficial in improving behavioural problems and increasing engagement than psychiatric day 
care. 

• Work conducted in Finland found that offering intensive community-based support from a dementia 
family care co-ordinator for two years significantly reduced admission into institutional care during the 
first months of the intervention but that, by the end of the period, the institutionalisation rates were 
the same, i.e. institutionalisation was delayed but not avoided. 

• There was little published research relating to specialist domiciliary care for older people with 
dementia and little of what constituted quality home care for people with dementia. 

Wanless also finds that care homes have an important role to play and will remain a core option for 
people with severe dementia. A UK study comparing nursing home intermediate care with permanent 
‘home for life’ nursing home care for people with dementia found that the behaviour of those in 
intermediate care deteriorated more than those in permanent settings, and those who moved back to 
their own home fared worst of all. He also highlights the fact that many of the interventions which have 
proved most effective for people with dementia, such as behaviour therapy, activity programmes, planned 
walking, pet therapy and music and light therapy, do not demand specialist technology or housing inputs. 

Wanless highlights the potential reduction in the number of more severely affected people and the future 
cost of social care based on a fairly modest delay of a few years in the onset of the disease or its 
progression. To illustrate this he argues that a decrease in the UK of 1% per year in the prevalence of 
moderate to severe cognitive impairment could broadly offset the impact of the expected increase in the 
overall numbers of older people between 1998 and 2031. Likewise, he cites an Australian study, which 
estimated that, if the onset of Alzheimer’s disease could be delayed by five years, by 2050 there would 
be a 49% reduction in the total number of cases projected. This is counterbalanced by the fact that there 
are as yet no immediate candidates among the medical interventions currently being researched to 
provide this kind of breakthrough. 

With regard to the social care workforce, Wanless maintains that there needs to be a big increase in the 
number of carers and care home staff with specialist dementia training and skills. 

1.1.16 Integrated working with the NHS 

The Institute for Public Policy Research (IPPR), in its 2004 report Who cares? Building the Social Care 
Workforce, highlights a number of challenges relating to the increasingly integrated way in which the 
NHS and social care services are being required to work together. It talks of: 

• The risk that the unique perspective of social care will be lost. Social care professionals have feared 
the prospect of being taken over by the NHS, as Care Trusts, or by education departments, as 
Children’s Trusts. 

• There is a perception within the social care workforce and among its representatives that integration 
has been all one way, and complaints that hospitals do not have to make the same efforts to meet 
social care halfway. The report also highlighted evidence that social care remains invisible to many 
health professionals with some arguing that the health sector dominates. 

• There is the challenge of making partnership working a reality. Whatever form the partnership takes, 
staff have to invest time and resources in making it work. Arguably, cultural change is the most 
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challenging aspect of these partnerships and the biggest unknown for staff. The report hypothesises 
that partnerships might falter without consideration as to what cultural change means in practice. 

The Wanless Social Care Review(47) acknowledges that the integration of health and social care remains 
‘work in progress’, but cites evidence in support of the strategy from a number of specific projects in the 
US, Canada, Italy and the UK (the Darlington case management project) that combined health and social 
care for older people in an integrated and co-ordinated fashion. Results were reported to be 
overwhelmingly positive (see Appendix Z) with the following benefits: 

• A significant reduction in acute hospitalisation rates with greater use of preventive community-based 
care (e.g. intensive use of day health centres, care at home); 

• A reduction in long-term care institutionalisation rates and improvements in outcomes and 
satisfaction levels; 

• Increased efficiency due to a reduction in wasteful duplication, particularly in regard to collecting  and 
sharing patient information (especially about the user and the user’s circumstances), and a co-
ordinated approach when transferring individuals from one care setting to another, e.g. in tackling 
delayed discharge. 

• Overall cost savings in a number of the programmes. 

Benefits were particularly evident where schemes featured: 

• A single point entry system 
• Case management 
• Geriatric ‘single’ assessment by a multidisciplinary team 
• Identification and targeting of complex need cases 
• The use of aligned financial incentives to promote downward substitution (which generally involves 

some form of pooling of budgets). 

In addition, while downward service substitution was a key feature, much of the beneficial result was 
driven by better co-ordination and case management of services between health and social care. As an 
example of this, Wanless cites an Italian study in which decreases were reported in the use of both 
institutional (including hospital) and community-based services, i.e. good case management promoted 
more efficient use of services overall. 

Wanless includes an evidence-based checklist of the features common to successful arrangements, 
which he claims, if followed and done well, will improve overall outcomes. 

The common features of successfully integrated health and social care projects 

• Identification and targeting of complex need cases 
• Case management/care co-ordination that spans time, setting and discipline. This task 

includes care planning, service authorisation and arrangement and ongoing patient 
monitoring and follow-up 

• Comprehensive geriatric assessment spanning the full spectrum of service needs and 
professional discipline 

• Intensive, interdisciplinary teams, including nurses, social workers and other health 
professionals, providing care 

• An aligned set of professional values with a geriatric philosophy and focus. There is a 
need for ‘buy-in’ from participating professionals, i.e. mutual trust concerning both 
motivations and professional competence 

• A single entry point, i.e. no competition over commissioner/plan, avoiding the problems 
of case selection. Single entry also supports coherent funding and case management 

• The use of aligned financial incentives to promote downward substitution (which 
generally involves some form of pooling of budgets) 

• A single line of accountability 

 

Wanless warns that, while increasing social care provision without co-ordination and integration with 
health providers is the least effective strategy, he also observed fewer benefits in universal programmes 
that did not target specific at-risk clients, e.g. social Health Maintenance Organizations (HMOs) in the 
USA, the combined health and social care trust (a forerunner to the full care trust model) in Somerset. 
Wanless asserts that targeting is important because case management is expensive and needs to be 
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justified against service cost savings, which increase with care complexity. This said, a study by the 
Health Services Management Centre (HSMC) at the University of Birmingham of the eight care trusts 
currently in operation concluded that the majority of respondents within the sites felt that care trust status 
gave further impetus and identity to health and social care partnerships in a locality, building upon 
relationships that led to their creation. However, it also confirmed that ‘care trusts were not a panacea; 
where poor relationships were inherited, care trust status seems to have done little to resolve problems.’ 

1.1.17 New workers 

Wanless acknowledges that changing patterns of care will require new types of worker(6,47). Skills for 
Care has been running its ‘new types of worker’ project since 2003, the first phase of which ended in 
March 2006 (see box). 

Skills for Care ‘New Types of Worker’ project(32, 33, 34, 35, 36) 

The ‘new worker’ project has involved 28 pilot projects across the country. Pilot sites were chosen to be 
representative, with the potential to be sustainable and based on their implications for the wider social 
care workforce. Most have been partnerships of organisations, frequently cutting across inter-
professional boundaries and involving the statutory, voluntary and private sectors, as well as innovative 
forms of organisation that do not fit neatly into any of these categories. The pilot sites were funded for the 
creation of real new roles that could be tested on the ground in order to demonstrate whether these were 
feasible in practice. Although training and workforce development issues were crucial, these were 
secondary to the implementation of new types of worker systems. 

There have been four main types of activity in the pilot scheme: 

• Hybrid roles have sought to redefine the boundaries between professions, usually between health 
and social care, but also between social care, housing and leisure systems. 

• Ordinary life roles have involved shifts towards person-centred styles and tactics of normalisation, 
often developed out of the closure of large institutional patterns of service and involving a shift 
towards community provision. 

• Service user-led roles involving service users and carers as direct providers of services or as 
trainers, partners and evaluators. 

• Roles building on the strengthening of community support structures that provide a central 
reference point for the interconnection of different agencies working with the same individuals. 

The project has identified roles that are successful and worthy of replication across older persons’ 
services, mental health services, children’s services, learning disability services and sensory impairment 
services. 

Drawing on the successes to date, a second phase of activity running through to 2009 would see the 
following role sets further developed through mentorship: 

• Personal assistants (under a direct payments system) 
• Community enablers 
• The STOP worker (Support To Older People) 
• Navigator/advocate (a new form of social worker) 
• The Director of Adult Services, 
• Personal development/transition worker 
• Employed foster carer (particularly in regard to challenging behaviour) 

A small number of the pilot sites related to user and carer activity would continue to be supported but the 
major thrust would be towards the generalisation of proven models. This work also draws in the elements 
of the Green Paper that have hitherto not been part of the project, notably the roles of Director of Adult 
Services and navigator/advocate. All pilot projects are being evaluated against criteria relating to user 
participation and evaluation, cost-effectiveness, sustainability and the impact on workforce systems, and 
this evidence base will be housed on the ‘new types of worker’ website. 



 

Skills for Care Annual Workforce Report 2008 Appendices A-D  - 68 - 

The ‘new types of worker’ project has given evidence and pointers to trends in workforce development in 
the sector. The models of care that have emerged are set out overleaf(35): 

New models of social care 
Model Focus Job roles Requirements/issues 
Preventive Particularly concerned with 

keeping older people out of 
inappropriate long-term 
hospitalisation 

• Community support 
assistants 

• Assistive technology 
support staff 

• Neighbourhood carers 
• Enhanced domiciliary 

support functions 
• In-reach workers and 

teams 

• Evidence that quality of life indicators 
and cost-effectiveness coincide in this 
area. 

• Require a much closer working 
relationship between the bodies 
responsible for health and social care 
training systems and work on service 
conditions issues: joint protocols and 
performance indicators 

Normalising Person-centred facilitation 
often in the context of the 
move from an institutional 
model of service to a 
community based one 

• Person-centred planners 
in learning disability and 
mental health 

• Personal Individual 
Planning and self-
management systems 
coupled with elective 
personal support 

• Issues around the skills mix of people 
who work in institutions when 
compared with those skills needed for 
a different style of work. 

• Connections with the direct payments 
systems and how they can engage 
and persuade workers, employers and 
service users 

Individualised Service users as providers 
and carers as members of 
the formal workforce 

• Trainers to professional 
systems 

• Evaluators/planners in 
service design 

 

• Evidence that proliferating as new 
micro-organisations. 

• Issues concern the preparedness of 
service users to act as employers 
under direct payments and the 
possible knock-on effects on other 
modes of delivery. 

Developmental Wider community as a 
network of (potentially) 
integrated support. Systems 
that live between full 
employment and voluntarism. 

• Community access 
workers 

• Community enablers 
• Mentors in mental health 
• Time banks 

• Numerous issues related to the 
informal workforce of carers and their 
(lack of) support structures. 

• Usually grown from strong local or 
regional roots, so difficult to generalise 
from, though occurring in rural/urban 
areas, north/south and in relatively 
cohesive ways. 

• Tie-ins to Future Builders, community 
interest companies and co-operatives 
possible. 

The project has found more broadly that innovative forms of social care work: 

• Cross professional boundaries; 
• Question the roles of providers, users and carers; 
• Define the workforce more widely than ‘those who are formally employed’ 
• Seek to draw on community strength rather than deficit. 

These developments may also mean an overhaul of the way in which Sector Skills Councils (SSCs) inter-
relate. For example, the pilot sites necessitated closed partnership working arrangements between all the 
relevant SSCs, not simply between Skills for Care and Skills for Health. They also suggest a move 
towards a more facilitative bureaucracy than one that is purely milestones-orientated in order to achieve 
a balance that fosters rather than stifles innovation. 

They may also have applications in other contexts and places, e.g. the Department of Health work on 
direct payments pilots and the long-term conditions agenda, and the work highlights a clear connection 
with Options for Excellence. 

The Wanless Social Care Review(47) acknowledges that there has been some analysis of the extension 
and redesign of roles for the social care workforce, but that this is far less developed than in health care 
and not the coherent response to changes in demand that is really needed. He calls for the paucity of 
work on the impact of changes on the market supply to be addressed. 

Linked with this is the potential constraint on supply due to the capacity to provide training. Wanless 
asserts that a substantial expansion of the workforce would require a corresponding increase in staff able 
to facilitate the necessary training and assessment, adding an additional constraint to the time taken to 
train the staff themselves, with concomitant time and funding implications. He is unable to quantify the 
requirement due to a lack of data. 
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1.1.18 Funding of social care 

A further factor with a potential influence on the future of the social care workforce is the way in which 
social care is funded, since, as pointed out in The Wanless Social Care Review(47): ‘The way social care 
is funded has a significant impact, beyond any consideration of need, on what services different people 
are likely to use.’ 

The Review highlights a number of shortcomings and inconsistencies in the current system, resulting in 
enormous variation in the required contribution from an older person depending on their financial 
situation and where they live. These are attributed to the current system of means testing and to 
differences in funding regimes, both between the NHS and LAs, and from one LA to the next. 

Wanless points to research showing that there is ignorance among people reaching retirement about the 
system, with too few understanding what the state will provide in terms of social care. Survey research 
about the funding of social care of older people suggests increasing public support for free personal care 
(see box). 

Willingness to pay for social care(47) 

The results of a 1995 survey cited by Parker and Clarke (1997) and asking people about their willingness 
to pay for care were mixed. The most popular option (among 48% of respondents) was for the state to 
provide a basic level of service for older people, with the option open to people who could afford to do so 
of supplementing this basic service. Virtually all the remainder were equally divided between those who 
supported state support for all, regardless of income, and those who supported a means-tested 
approach, with the state providing only for those who could not otherwise afford care. 

Research conducted in the wake of the Royal Commission on Long-term Care (1999), asked people 
aged 25 or over whether the state or individuals should pay for long-term care costs of the elderly. More 
than three out of five believed that personal care should be provided free to all who needed it, regardless 
of the care setting. Stronger support for universal free personal care was found among younger voters 
(25-44). Six out of ten considered it unreasonable to pay anything at all for personal care in nursing 
homes, and five out of ten thought the same with respect to personal care in one’s own home. Further 
analysis showed that 61% were in favour of collective public financing of comprehensive health and 
social care services, 26% supported a top-up model of finance and 12% supported means testing. 

Six focus groups conducted among people in three age categories over 45 in the North West and South 
East of England by Age Concern England (April 2006) found widespread confusion concerning the basis 
for charging for personal care services, including among those currently paying for such services. 
Throughout, both north and particularly in the south, the younger people (aged 45-59) were most 
convinced that the state should pay for personal care for all.  

Wanless also examines the ability of older people to pay for social care. Based on first wave ELSA 
(2002) data, he observes that: 

• People aged 50-59 have higher incomes than people over 60 but their non-housing and housing net 
wealth is generally lower or equal to that of the 60-74 age group, and for those on low incomes there 
is very little scope to amass increased savings for later life. 

• The means-testing system limits state-funded social care to those older people with low incomes and 
little wealth. The income and wealth levels of people aged 50-59 in ‘fair/poor’ health or with 2+ ADL 
limitations are already such that the majority of this cohort would be unlikely to amass enough 
savings over the next 20 years to take them out of the net for state-funded care under the current 
system. (This ignores the potential for inherited wealth.) 

• Housing wealth provides a potential source of funds for domiciliary social care for a significant 
number of people if attractive products were available. However the net housing wealth owned by 
about half of those over 50 and single with 2+ ADL limitations is either non-existent, or would be 
inadequate to pay for long-term care costs, given that only a proportion of the net housing equity can 
be released. 

The Review scores a number of different options for funding social care against a series of 28 tests 
designed to assess their fairness, economic efficiency, choice, physical resource development, clarity 
and sustainability. Scores were weighted to reflect the relative importance of the test. Those that scored 
best were a partnership model, free personal care and a limited liability model (see box overleaf). 
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Potential new funding models for social care 

The three best scoring funding models differ qualitatively from one another: 

• The partnership model provides people with a free-of-charge minimum guaranteed amount of care – 
set in the model at 66% of the total benchmark care package, but could be varied either up or down. 
Individuals can then make contributions matched by the state (up to a limit). In the model, the state 
matches every pound that people contribute until the benchmark care package is achieved 
(thereafter extra private contributions are not matched). Those on low incomes would be supported in 
making additional contributions through the benefits system. 

• Free personal care provides a full package of personal care without charge. 
• A limited liability model is a hybrid, effectively a means-tested system for the first three or four 

years and then free personal care thereafter. 

When applied to scenario 2 of the Wanless review model(47) (see sub-section 10.2.22), these and the 
current means-testing model differed hugely in terms of both overall and public spending costs as the 
table below shows. 

Expenditure on social care by funding model 
Funding model Total expenditure State-funded 

expenditure 
 £ billion £ billion 
Means-testing (current eligibility and 
guidelines) 

12.4 6.2 

Limited liability 12.4 7.4 
Partnership 13.7 9.7 
Free personal care 14.9 11.6-12.2  

Regarding the question of whether the different models encourage the creation of a suitably trained 
workforce for the future, answers were mostly yes for the current model of means-tested public funding 
and for the three best scoring alternatives. 

1.2 Social care sector workforce projections 

1.2.1 Introduction 

Several sources were examined for research data relating to the potential future size and structure of the 
social care workforce. Each of these sources uses alternative scenarios for the development of social 
care expenditure, which variously reflect some of the broader trends discussed in the previous section. 

Due to differences in objectives, methods and samples, the type and scope of the resultant data vary 
considerably. Overall they fall into one of three categories: 

• Formal social workforce projections 
• Projections of long-term care expenditure (which could be expected to correlate with staff 

requirements) 
• Projections of service user numbers 

1.2.2 Social care workforce projections 

1.2.2.1 King’s Fund, The Wanless Social Care Review, Securing Good Care for Older People: Taking a 
Long-Term View, 2006(47) 

The most rigorously estimated long-term social care workforce projections to date are those contained in 
The Wanless Social Care Review published in March 2006. These are calculated according to the 
numbers of social care workers in different occupation types needed to achieve desired outcomes for 
service users under a range of scenarios. 
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The projections are based on an adapted version of the PSSRU long-term care finance model (see box).  

The PSSRU Wanless review model 

The PSSRU long-term care finance model is a cell-based (or macro-simulation model) and takes the 
form of an Excel spreadsheet (see sub-section 10.3.5 below). An adapted version of the model was 
developed for the Wanless Social Care Review, which makes projections of demand for social services 
for older people in England to 2026. The ‘base case’ assumptions of the PSSRU Wanless model are 
summarised in the box below. 

Key assumptions in the base cases of the PSSRU and CARESIM models 

Numbers of older people and their characteristics 

• The number of older people by age and gender changes in line with the latest GAD 2004-
based central population projections (Government Actuary’s Department 2005). 

• Age-/gender-specific prevalence rates of disability remain unchanged, as reported in the 
2001/02 GHS. 

• Marital status rates remain unchanged from the base year. 
• There is a constant ratio of single people living alone to single people living with children 

or others, and of married people living with their partners only to married people living 
with partner and others. 

• Home ownership rates, as reported in the 2001/02 Family Resources Survey, change in 
line with projections produced by the University of Essex. 

Demand for services/help 

• The proportions of older people receiving informal help, formal community care services 
or residential care services remain constant for each sub-group by disability and other 
needs-related characteristics. 

Supply of services/workforce 

• The supply of formal care will adjust to meet demand. 
• The ratio of staff to service users will remain constant throughout the projection years. 

Expenditure and economic context 

• Social care unit costs rise by 2% per year in real terms (but non-revenue staff costs 
remain constant in real terms). Real gross domestic product rises in line with 
assumptions by HM Treasury (2005). 

Breakdown between sources of funding 

• The proportion of residents in institutions or receiving community-based services who are 
privately funded rises in line with the results of the CARESIM model. 

• The proportion of care fees met by LA-supported residents in institutions or receiving 
community-based services changes in line with the results of the CARESIM model. 

• The division of funding responsibilities between agencies is unchanged, i.e. the current 
means-tested system continues into the projection years. 

The main difference between the PSSRU Wanless Review model and the PSSRU long-term care finance 
model (referred to as the standard model) is in the way that service receipt is treated. The standard 
model starts by asking what services older people receive under current patterns of care, whereas the 
PSSRU Wanless model asks first who should receive services and then what services they should 
receive on the basis of desired outcomes and the costs of achieving those outcomes. 
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The PSSRU Wanless review model (contd.) 

The Wanless Social Care Review defines four sets of outcomes as being important: 

Outcome Description 
1 ‘Core’ outcomes; being clean, comfortable, having enough food, i.e. 

achieving basic standards of personal care 
2 Being safe and protected from unreasonable risks, including potentially 

self-induced risks and those that stem from service users’ circumstances 
3 Enjoying fulfilling lives, including social participation and social inclusion, 

self-esteem and a sense of well-being 
4 For carers; to lead, where possible, normal lives and be free of undue 

stress 

The picture produced from these analyses is used to populate the base year of the PSSRU Wanless 
model, 2002, from which all subsequent years are derived. 

Value for money of social care services is calculated in terms of the amount of money taken to move a 
given person from no ADL needs being met in the three domains of personal care, nutrition and safety, to 
full needs being met for one year for these three domains combined together. This is described as 
gaining a year of life fully ADL-compensated – and ADL adjusted-year or ADLAY. Within the Review, 
social care services that cost less than £20,000 per year to produce an outcome gain equivalent to one 
ADLAY are considered to be of acceptable value for money, i.e. they merit funding. While Wanless 
admits that the evidence base is incomplete, he believes that the results of such analysis can be used to 
assess target levels of community-based services. 

The report uses three main scenarios to capture the degree to which the four desired sets of outcomes 
are to be achieved in the future, from least ambitious to most ambitious as follows: 

• Scenario 1: (current service model) uses the results of the PSSRU long-term care model, which 
represent the starting point or the baseline for comparison with the other scenarios. It assumes the 
services and support that are currently provided, and hence the outcomes enjoyed by dependent 
older people will be the same in the future. What would change would be mainly the demographics, 
i.e. the number of people needing care and the cost of that care. 

• Scenario 2: (core business) goes further to change what the care system does, and what it provides 
for people, so as to achieve the highest levels of personal care and safety outcomes that can be 
justified given their cost. This scenario focuses on what might be considered the core business of the 
social care system. It considers how far society and service users are willing to support these 
outcomes and how much they are prepared to contribute. 

• Scenario 3: (well-being): as scenario 2 but also seeking to improve outcomes 3 and 4. Wanless 
highlights the fact that these outcomes are hard to define precisely but argues for the development of 
a means of auditing the extent to which they are being achieved. 

The model includes estimates of the numbers of social care workers implicit in each scenario for 2002 
(the base year) and then projects these figures forwards to 2026. 
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Projected workforce requirements for social services for older people, whole-time equivalents 
under base case assumptions, England, 2002-2026 (source: PSSRU/The Wanless Social Care 

Review, March 2006) 
Occupational group Workforce requirement (000) % change 

2002-2026 
 2002 2007 2012 2017 2022 2026  
Scenario 1 
Social workers 11.0 12.0 13.0 14.0 16.0 17.0 +53 
Occupational therapists 0.8 0.9 0.9 1.0 1.2 1.3 +53 
Home helps/care assistants 251.0 266.0 287.0 316.0 353.0 391.0 +56 
Managers 66.0 70.0 75.0 83.0 93.0 103.0 +56 
Support staff 63.0 67.0 72.0 80.0 89.0 99.0 +56 
Total* 393.0 416.0 449.0 494.0 551.0 611.0 +56 
Scenario 2 
Social workers 18.0 19.0 21.0 23.0 26.0 28.0 +53 
Occupational therapists 1.4 1.4 1.6 1.7 1.9 2.1 +54 
Home helps/care assistants 403.0 424.0 461.0 509.0 566.0 620.0 +54 
Managers 95.0 99.0 108.0 120.0 133.0 146.0 +54 
Support staff 91.0 95.0 104.0 115.0 127.0 140.0 +54 
Total* 608.0 639.0 695.0 769.0 854.0 935.0 +54 
Scenario 3 
Social workers 18.0 19.0 21.0 23.0 26.0 28.0 +53 
Occupational therapists 1.4 1.4 1.6 1.7 1.9 2.1 +54 
Home helps/care assistants 448.0 471.0 512.0 565.0 628.0 688.0 +54 
Managers 105.0 110.0 120.0 132.0 147.0 161.0 +54 
Support staff 100.0 105.0 115.0 127.0 141.0 154.0 +54 
Total* 673.0 707.0 768.0 849.0 943.0 1,032.0 +53 

* discrepancies due to rounding 

Total projected costs for the three scenarios and their share of GDP are shown in the table below: 

Total costs of care 2002-2026 by scenario 
 2002 2007 2012 2022 2026 % change 

2002-2026 
£ billion 
Scenario 1 10.1 11.6 13.7 20.2 24.0 +139 
Scenario 2 12.2 14.2 16.8 25.0 29.5 +142 
Scenario 3 13.0 15.0 17.8 26.4 31.3 +142 
Total as % of GDP 
Scenario 1 1.1 1.1 1.2 1.4 1.5 +38 
Scenario 2 1.3 1.4 1.5 1.8 2.0 +46 
Scenario 3 1.4 1.4 1.5 1.8 2.0 +46 

1.2.2.2 Skills for Care Visioning Workshop, 2006(48) 

A visioning workshop was conducted on 28th March 2006 with members of the Workforce Development 
and Workforce Intelligence teams of Skills for Care just before publication of the Wanless Social Care 
Review. The aims of the workshop were to identify the factors affecting the structure and size of the 
social care workforce between 2006 and 2020 and, taking account of changing social care policies and 
needs, to estimate in directional terms how the workforce will change in response to these factors over 
four periods within that time frame. 

Key developments in each of the four periods are summarised overleaf. 
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Period Key developments 
2006-07 A net overall increase in the workforce was predicted, and this was made up of: 

• Medium to large increases in management posts in most settings (created in response to the increased 
pressure on the workforce), increased numbers of social workers (due to the output from social work degree 
programmes), new roles within the community (notably service brokerage and one-stop-shop roles), workers 
of all levels in new settings (e.g. retirement villages) 

• Small decreases in all levels of staff in involved in traditional day care (supported by the advent of new 
roles). Small decrease of non-professionally qualified staff in community-based services. 

2008-10 The total workforce continues to grow as structural change continues and new settings act as a driver: 
• Continuing growth of managerial posts in most settings. Substantial increases in non-professionally 

qualified staff in domiciliary and residential care (the latter driven by the growth of service users with 
complex needs). Continued growth of new roles in domiciliary settings and of most levels of worker in new 
and community-based settings (with some overlap between the two). 

• Continuing decrease of day care workers at all levels, but particularly the non-professionally qualified, as 
traditional day care is subsumed into community-based services. Accelerating decrease of non-
professionally qualified staff in community-based services. 

2011-15 The total workforce continues to grow overall and within certain roles and settings in particular: 
• Growth in managerial level slows in all but the new settings where large increases continue to be predicted. 

Medium to large increases in professionally qualified and non-qualified staff in all settings except day care. 
Continuing substantial growth of workers in new roles and settings. 

• The number of staff employed in traditional day care stabilises. 
2016-20 The total workforce continues to grow with some change of emphasis: 

• Managerial posts continue to increase at a lower rate in most of the traditional care settings. There is 
substantial growth in both professionally qualified and non-qualified staff in residential care and of non-
qualified staff in domiciliary care. Large increases in most types of worker employed in new roles and 
settings continue. 

• The number of staff employed in traditional day care remains stable. There are small decreases in 
professionally qualified and non-qualified staff in community-based settings. 

Specifically with respect to the new types of social care, the team felt that providers need the confidence 
to invest in themselves and the workforce in preparation for the arrival of these. Concerns were also 
expressed with regard to the problems of training staff only to have them move on to other sectors, e.g. 
health. 

1.2.2.3 Warwick Institute for Employment Research (IER), Working Futures 2004-2014, 2006 

The Working Futures series from the Warwick Institute for Employment Research provides occupational 
projections for the UK by gender, employment status and occupation for the Skills for Business’ network 
of employer led Sector Skills Councils (SSCs), among them Skills for Care and Development. The box 
below outlines the methods by which the projections have been arrived at. 

Background to Working Futures 2004-2014 

The report is based on forecasts from the Cambridge Econometrics regional multi-sectoral dynamic 
macroeconomic model (RMDM), which provides general economic scenarios. The RMDM is a single 
system in which macroeconomic results are built up from the more detailed results at sectoral and 
regional levels. It reflects the expected performance of individual industries including rates of production 
growth and changing demand for output (including international effects). The employment and output 
forecasts produced by RMDM are combined with occupational employment and replacement demand 
models developed by Warwick Institute for Employment Research to general occupational projections. 
The replacement demand models are based on the data on age structure and flow rates from the Labour 
Force Survey. The Technical Report to the survey contains full details of the sources and modelling 
techniques used. It can be found together with the other volumes of the report at: 

http://www.ssda.org.uk/ssda/default.aspx?page=5 

The sectors are defined in the report in terms of the Standard Industrial Classification (SIC2003), which 
for Skills for Care and Development is based on the sector description ‘social care including children, 
families and young children’ or on SIC code 85.3. This subsumes ‘social work activities with 
accommodation’ (SIC code 85.31) and ‘social work activities without accommodation’ (SIC code 85.32). 
This SIC code is used as the ‘best fit’ to the sector’s core business sectors but is not comprehensive. 
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The table below indicates the approximate sector coverage based on this SIC code. 

Skills for Care and Development: approximate sector coverage of sic2003 code 85.3 
Included Not fully included 

Children’s homes 
Care homes (care only) 
Adoption and fostering services 
Social, counselling, welfare, refugee and advice services, 
including probation guidance services, community and 
neighbourhood services 
Domiciliary/home care work 
Day care services 
Childcare: day nurseries, crèches, childminders, playgroups 
and pre-schools 

Local authority social services departments 
Care homes with nursing 
Some private long-stay mental health facilities 
Domiciliary care staff agencies (i.e. employers of agency staff) 
Nursing staff agencies (i.e. employers of agency staff) 
Social work staff agencies (i.e. employers of agency staff) 
Nursery schools and nursery classes in primary schools 
Nannies and au pairs employed by households 
Personal assistants and other staff employed by recipients of 
Direct Payments 

Although the report claims to be ‘the most detailed and extensive set of employment projections ever 
produced in the UK’, the authors also preface it by saying that ‘the results should be interpreted as being 
indicative of likely trends given a continuation of past patterns rather than precise forecasts of what will 
inevitably happen. They should be regarded as a robust benchmark for debate and should be used in 
conjunction with a variety of other sources of labour market information and intelligence’. Based as they 
are on past trends, these projections of the social care workforce do not take account of policy changes 
that might affect the sector and its workforce in the future. 

The key projections contained in the report are as follows: 

• The composition of employment in the sector is projected to remain fairly constant over the next 
decade, with a workforce that is 85% female and 50% part-time by 2014. 

Employment composition by gender and status 2004-2014: Skills for Care and Development 
sector 

 Employment status (‘000s) Share of employment (%) 
Employment 
by gender 

Full-time Part-time Self 
employed 

Total Full-time Part-time Self 
employed 

Total 

1994         
Female 282 504 88 873 29 51 9 89 
Male 68 26 15 109 7 3 2 11 
Total 
employment 

349 530 102 982 36 54 10 100 

1999         
Female 322 452 101 876 32 45 10 86 
Male 83 38 16 137 8 4 2 14 
Total 
employment 

406 491 117 1,013 40 48 12 100 

2004         
Female 367 507 108 982 32 44 9 86 
Male 97 45 16 157 8 4 1 14 
Total 
employment 

464 552 124 1,140 41 48 11 100 

2009         
Female  383 537 108 1,027 32 45 9 85 
Male 104 55 15 175 9 5 1 15 
Total 
employment 

487 592 123 1,202 40 49 10 100 

2014         
Female 391 558 106 1,055 31 45 8 85 
Male 110 65 15 190 9 5 1 15 
Total 
employment 

502 623 120 1,246 40 50 10 100 

Source: Working Futures 2004-2014 – Sectoral Report, Warwick Institute for Employment Research, 2006 

 

In terms of the SOC2000 major groups by which all occupations in the report are classified, Personal 
Service Occupations and Associate Professional and Technical Occupations dominated the employment 
structure of the Skills for Care and Development SSC, accounting for 57% of all jobs. Working Futures 
foresees a slight increase in Personal Service Occupations staff by 2014 and a continuing reduction in 
Elementary Occupations, which perhaps reflects the statutory training requirements now in force for the 
sector. 

The report indicates that replacement demands for the next decade are typically five to 10 times greater 
than any forecast structural increase or decline in employment in any SSC. That said, at 40% of current 
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employment over the next 10 years, Skills for Care and Development has the highest replacement 
demand ratio of all the SSCs, matched only by Lifelong Learning UK. Employment in the sector is also 
forecast to expand by almost 10% in the next 10 years. The high replacement demand ratio together with 
the forecast expansion in employment give this SSC a total recruitment requirement for the next decade 
of almost 50% of current employment levels. Among Managers & Senior Officials, Professionals and 
Personal Service Occupations the requirement for the period is projected to be more than 60% of current 
levels.
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Employment composition by occupation : Skills for Care and Development sector 
 Employment 

levels (‘000s) 
    Share of 

employment 
(%) 

    

SOC2000 Major groups 1994 1999 2004 2009 2014 1994 1999 2004 2009 2014 
1. Managers & Senior Officials 103 112 131 149 159 10 11 12 12 13 
2. Professional Occupations 101 120 142 162 179 10 12 12 13 14 
3. Associate Professional & Technical 270 288 318 334 337 27 28 28 28 27 
4. Administrative, Clerical and Secretarial 128 101 101 95 82 13 10 9 8 7 
5. Skilled Trades Occupations 17 18 17 18 18 2 2 2 2 1 
6. Personal Service Occupations 225 266 329 355 397 23 26 29 30 32 
7. Sales & Customer Service Occupations 15 15 19 21 20 2 2 2 2 2 
8. Machine & Transport Operatives 18 17 16 17 16 2 2 1 1 1 
9. Elementary Occupations 104 77 65 52 37 11 8 6 4 3 

  Total employment 982 1,013 1,140 1,202 1,246 100 100 100 100 100 

Source: Working Futures 2004-2014 – Sectoral Report, Warwick Institute for Employment Research, 2006 

Expansion demand (ED), replacement demand (RD) and total requirement (TR) 2004-2014: Skills for Care and Development sector 
 Employment 

levels (‘000s) 
   Share of 

employment 
(%) 

   

 2004 actual Changes 2004-2014 2004 actual Changes 2004-2014 
SOC2000 Major groups  ED RD TR  ED RD TR 
1. Managers & Senior Officials 131 28 53 81 12 21 40 62 
2. Professional Occupations 142 37 54 91 12 26 38 64 
3. Associate Professional & Technical 318 18 125 144 28 6 39 45 
4. Administrative, Clerical and Secretarial 101 -20 43 24 9 -19 43 23 
5. Skilled Trades Occupations 17 1 7 8 2 7 39 46 
6. Personal Service Occupations 329 68 134 201 29 21 41 61 
7. Sales & Customer Service Occupations 19 2 7 9 2 8 38 47 
8. Machine & Transport Operatives 16 -1 6 6 1 -3 38 35 
9. Elementary Occupations 65 -28 27 -1 6 -43 42 -1 
    Total employment 1,140 106 456 562 100 9 40 49 

Source: Working Futures 2004-2014 – Sectoral Report, Warwick Institute for Employment Research, 2006 
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1.2.3 Projections of long-term care expenditure 

1.2.3.1 HM Treasury, Securing our Future Health: Taking a Long-term View, 2002(5) 

In his final report to the Treasury on the long term trends affecting the health service in the UK, Securing our 
Future Health: Taking a Long-Term View published in April 2002(5), Sir Derek Wanless determined that 
health and social care are inextricably linked, and that ‘in planning the delivery of care, health and social 
care must be considered together in order to ensure that both provide high quality services for the 
individuals receiving care, and make efficient use of resources’. On this basis, the report included 
rudimentary projections of core social care resource requirements for a 20 year period starting from 2005, 
adjusted for population changes and changes in the level of ill health. As such, Wanless believes that they 
under-estimate the additional resources required. 

The projections are aggregates of net current expenditure on personal social services (PSS) in England. 
This includes activities such as home help, day centre visits and residential and nursing home care. The 
projections exclude spending on children’s and family services and asylum seekers, but they include all PSS 
spending on the over 65s and on 18-64 year olds receiving care for mental health problems, physical 
disabilities and learning disabilities. Together the services included in the projections account for around 
60% of total PSS expenditure. 

The projections were produced for the Review by the Personal Social Services Research Unit (PSSRU) at 
the London School of Economics and then adapted for the Review’s model. The projections for social care 
for 18-64 year olds used baseline data provided by the Department of Health. 

The same three scenarios were considered as for the main health service review, all using 2002/03 as the 
base year and projecting 20 years hence: 

• Scenario 1: solid progress – steady improvement, with current public health targets met and maintained; 
• Scenario 2: slow uptake – the most pessimistic, characterised by unchanged levels of health inequalities 

and risk factors; 
• Scenario 3: fully engaged – the most optimistic, characterised by rapid improvement in the health of the 

nation, underpinned by a fully engaged public and a high quality health service. 

The key features of each scenario are summarised overleaf: 



 

Skills for Care Annual Workforce Report 2008 Appendices A-D  - 79 - 

The Wanless health care scenarios: summary of assumptions (source: Securing our Future Health: 
Taking a Long-Term View, April 2002) 

 Solid progress Slow uptake Fully engaged 
Changes in demand for care29: 

UK life expectancy at birth by 202230 Men:      80.0 
Women: 83.8 

(Uses GAD’s 2000 high life expectancy 
assumptions based on the fact that past 
projections have tended to 
underestimate future numbers of elderly 
people) 

Men:      78.7 
Women: 83.0 

(Uses GAD’s 2000 principal life 
expectancy assumptions) 
 

Men:      81.6 
Women: 85.5 

(Uses high life expectancy assumptions 
prepared by Eurostat31) 

Long-term ill health/demand for long-
term care among the elderly 

No change in rates of ill health32. Age-
specific rates of physical dependency 
remain constant 

Increase in long-term ill health. Age-
specific rates of physical dependency 
increased by 1% a year 

Healthy life expectancy increases/age-
specific rates of physical dependency 
decline broadly in line with changes in 
life expectancy. 

Acute ill health/demand for acute care 
among the elderly33 

5% reduction by 2022 10% increase by 2022 10% reduction by 2022 

Health promotion (smoking, exercise, 
diet etc.) 

Meet current public health targets 
leading to reductions in hospital 
admissions, GP visits and prescriptions 
(10% reduction related to CHD and 
stroke for 15-64s; 5% in all other cases) 

No change in current activity and 
expenditure on health promotion gorws 
in line with population growth and 
inflation 

Current public health targets exceeded, 
leading to greater reductions in hospital 
admissions, GP visits and prescriptions 
(5% reduction related to CHD and stroke 
for 15-64s, 15% in all other cases; 5% 
reduction in births requiring 
special/intensive care), combined with 
higher spending on health promotion 
(growth in line with expenditure on GP 
and hospital care plus an additional £250 
million a year by 2007/08; reduction in 
statin use of over £1 billion due to 
reductions in smoking) 

Health seeking behaviour among over 
65s 

Over 75s match current use of hospital 
and GP care per head of 65-74s by 2022 

No change Over 75s match current use of hospital 
and GP care per head of 65-74s by 2012 

Health seeking behaviour among under 
65s 

One additional GP visit per year on 
average by 2022 

No change One additional GP visit per year on 
average by 2022 

Self-care 1% of GP activity switched to 
pharmacists; 17% reduction in outpatient 
attendances among 225,000 people 
using self-care 

1% of GP activity switched to 
pharmacists; 17% reduction in outpatient 
attendances among 225,000 people 
using self-care 

2% of GP activity switched to 
pharmacists; 17% reduction in outpatient 
attendances among 450,000 people 
using self-care 

Changes in the cost and configuration of the supply of care: 

Medical technology Contributes around 3 percentage points 
a year to growth in health spending 

Contributes around 2 percentage points 
a year to growth in health spending 

Contributes around 3 percentage points 
a year to growth in health spending 

ICT Spending doubles in real terms by 
2003/04 

Spending doubles in real terms by 
2007/08 

Spending doubles in real terms by 
2003/04 

Productivity growth (split equally 
between reductions in unit costs and 
improvements in quality) 

Increases from 2 to 2.5% a year in the 
first decade to 3% a year in the second 

Increases from 1.5% a year in the first 
decade to 1.75% a year in the second 

Increases from 2 to 2.5% a year in the 
first decade to 3% a year in the second 

The projections for social care based on these scenarios suggested that: 

• In 2002/03 prices, core PSS spending on services for adults in England would rise from £6.4 billion in 
2002/03 to between £10.0 and £11.0 billion in 2022/23 as a result of the impact of demography and 
health status changes. This represents an average real terms increase of between 2.3 and 2.8 per cent 
a year over the entire period. 

• Population changes, in particular the ageing of the population, are a much greater cost pressure for 
social care than health care. 

• Expenditure would grow faster in the slow uptake scenario, the opposite to what might initially have 
been expected taking into account numbers of people, as the fully engaged scenario had the largest 
number of people aged 65 and over and, more significantly, the largest number aged 85 and over too. 
The key demand driver of future spending on social care for older people is the assumption around their 

                                                      

29 Where a change is assumed, it is based on present activity or unit costs. Some of these factors impact on the same part of the service, especially 
GPs, and the final impact calculated in the model is the combined effect of the separate factor impacts. 
30 Each projection is based on the same assumptions about migration (annual net migration converges towards 135,000) and fertility (the average 
number of children per woman converges towards 1.74). The scenarios differ only in their assumptions about life expectancy as evidence suggests 
that this is the key demographic driver of cost.  
31 Eurostat is the Statistical Office of the European Communities. These high variant life expectancy assumptions were originally produced at the 
request of the OECD. This demographic projection was prepared by GAD using their own principal migration and fertility assumptions and the high 
variant Eurostat life expectancy assumptions. 
32 Here long-term ill health is equated with an inability to perform at least one domestic task such as shopping or cooking a main meal and/or at least 
one personal care task such as bathing or going to the toilet. 
33 This is defined as health problems resulting in the use of GP services or hospital care by those older than 65 (except hospital stays of over 55 days, 
which are captured in long-term care). 
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future health. This is worst under the slow uptake scenario, which explains why slow uptake has the 
highest growth rate, despite projecting the smallest number of older people. 

Personal social services (PSS) spending in England 
 Average annual real growth % 
 Projections 
 1999/00 to 

2002/03 
2003/04 to 

2007/08 
2008/09 to2012/13 2013/14 to 

2017/18 
2018/19 to 

2022/23 
Solid progress 1.2 2.0 1.8 2.4 2.9 
Slow uptake 1.2 2.5 2.3 2.9 3.4 
Fully engaged 1.2 2.1 2.0 2.5 2.7 
1. Net spending on a resource basis, converted to real terms using the GDP deflator at market price. Excludes children’s and family services. 
2. Projections include the impact of demography and health status changes only. 

Source: Securing our Future Health: Taking a Long-Term View, April 2002 

The projections did not reflect the resources necessary for delivering higher quality. They did not take 
account of: 

• The need to stabilise the residential and nursing home markets; 
• Quality gaps in existing services; 
• The impact that improved technologies will have, for example, on the balance of care at home; 
• Children’s and family services. 

1.2.3.2 Personal Social Services Research Unit (PSSRU), Future demand for long-term care in the UK, 
2004(7) 

1.2.3.2.1 Introduction 

The PSSRU at the London School of Economics and the Nuffield Community Care Studies Unit (NCCSU) at 
the University of Leicester were commissioned in 2002 by the Institute for Public Policy Research (IPPR) to 
make projections of long-term care expenditure for older people. (See box below.)  

Background to PSSRU projections 

The PSSRU and the NCCSU had developed models designed to explore the expenditure implications of 
different policy options for future years. The PSSRU developed a macro-simulation model to make 
projections of demand for long-term care by older people under clearly specified assumptions(39). The 
NCCSU developed a micro-simulation model of long-term care charges. The model simulates the incomes 
and assets of future cohorts of older people and their ability to contribute towards care home fees, should 
they need to be cared for in such settings. The projections carried out for IPPR were produced through an 
innovative linkage between the two models. A new programme of work, which would improve the linkage 
between the two models and extend its capabilities, so that a further range of funding scenarios can be 
investigated, was expected to finish in 2005.  

The aim was to investigate the possible future costs of different ways of funding long-term care in the light of 
the Government’s decision to reject the recommendation of the Royal Commission on Long Term Care 
(Secretary of State for Health, 2000) that personal care should be free. The original projections were based 
on GAD 2000-based population projections and ONS pre-2001 Census population estimates for the year 
2000. 

In 2004, The Joseph Rowntree Foundation commissioned PSSRU to update these projections based on the 
GAD 2002-based population projections and the latest ONS population estimates for 2000. The 2002-based 
population projections, by making more optimistic assumptions about future mortality rates, involved higher 
growth in the numbers of older people. There were no other changes from the earlier projections. These are 
the projections discussed in this sub-section. 

The PSSRU has been working in collaboration with the King’s Fund’s Wanless Social Care Review(6) to 
analyse the challenges and demands facing social care, including an examination of the demographic, 
economic, social, health and other relevant trends over the next 20 years that are likely to affect the demand 
for, and nature of, social care for older people (65+) in England. While projections of future demand for 
workforce to provide long-term care for older people are not available in the projections reported here, these 
do form part of the PSSRU’s research plans. 
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1.2.3.2.2 2004 projections 

The 2004 projections are based on care funding rather than the workforce, but they are included here since 
the two are obviously correlated. 

1.2.3.2.2.1 Base case projections 

The models use a set of central base case projections that act as a reference case against which the effect 
of changes in assumptions can be investigated. These: 

• Take account of expected changes in factors exogenous to long-term care policy, such as demographic 
trends and trends in housing tenure; 

• Hold constant factors endogenous to long-term care policy, such as patterns of care and the funding 
system, namely: 

• The number of older people by age, gender and marital status is assumed to change in line with 
2002-based official projections (GAD, 2003) (see sub-section 1.2.1); 

• Age/gender specific dependency rates, as reported in the 1998/99 General Household Survey 
(GHS), are assumed to remain unchanged over time; 

• Real unit costs of social care are assumed to rise by 1% a year, real unit costs of health care by 1.5 
per cent a year and real average earnings and house prices by 2 per cent a year. 

• Anticipate all announced policy changes for pensions and benefits and for long-term care in England, 
except for the Pension Credit and associated new disregard in the residential care charging system, and 
treat the changes as if fully implemented by the year 2000, which is taken as the base year for the 
projections. 

The effects on the central base case projections of three different sets of factors exogenous to long-term 
care policy were also examined. These were life expectancy, dependency and unit costs, selected as being 
the most important exogenous drivers of demand for expenditure on long-term care (Wittenberg et al., 
2001). These factors were considered before investigation of the effect of possible policy changes, since 
they would have an impact under existing or changed policy. Changing expectations of older people were, 
however, not considered. 

Future long-term care expenditure was found to be highly sensitive to assumed real rises in the unit costs of 
care and sensitive to the projected numbers of older people and future dependency rates. Dependency is 
defined in the model in terms of the ability to perform activities of daily living (personal care tasks) and 
instrumental activities of daily living (domestic care tasks), so is based on the prevalence of physical 
dependency rather than of specific diseases. Two more base cases were developed in order to span the 
range of the more plausible assumptions implicit in these findings. 

The low base case assumed that: 

• The numbers of dependent older people would rise by only 61% between 2000 and 2051, compared 
with 113% under the central base case; 

• Long-term care expenditure would represent 1.35% of GDP in 2051 compared to 1.83% under the 
central base case. 

The high base case assumed that: 

• The numbers of dependent older people would rise by 147% between 2000 and 2051; 
• Long-term care expenditure would represent 3.39% of GDP. 

The table overleaf sets out public, private and total expenditure projections for 2000-2051 under these three 
base cases as a percentage of GDP. 
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Projected expenditure on long-term care as a percentage of GDP, under the three base cases of the 
PSSRU model, UK, 2000-51 (source: PSSRU/NCCSU model estimates) 
 2000 2005 2010 2020 2031 2041 2051 

Low base case assumptions        
Public expenditure as % of GDP 

0.93 0.90 0.87 0.90 0.95 0.94 0.89 
Private expenditure as % of GDP 

0.44 0.43 0.44 0.45 0.48 0.48 0.45 
All long-term expenditure as % of GDP 

1.37 1.33 1.31 1.35 1.43 1.42 1.35 

Central base case assumptions        
Public expenditure as % of GDP 

0.93 0.92 0.91 0.98 1.14 1.20 1.20 
Private expenditure as % of GDP 

0.44 0.44 0.47 0.51 0.59 0.62 0.63 
All long-term expenditure as % of GDP 

1.37 1.35 1.37 1.49 1.73 1.82 1.83 

High base case assumptions        
Public expenditure as % of GDP 

0.93 0.97 1.02 1.24 1.64 1.97 2.25 
Private expenditure as % of GDP 

0.44 0.45 0.50 0.59 0.79 0.98 1.14 
All long-term expenditure as % of GDP 

1.37 1.42 1.51 1.83 2.43 2.95 3.39 

1.2.3.2.2.2 Changes in patterns of care 

This study also examined the potential effect of possible changes in patterns of care. It allowed for three 
scenarios: 

• A decline in informal care assumes a sharp decline in the co-residence of older people with their 
children and a corresponding increase in residential care. The resulting projections suggest that this 
would have little impact on long-term care expenditure in future years, probably because the numbers of 
older people living with their children are already very small. 

• An increase in support for informal carers gives the most dependent older people who live with others 
the same packages of non-residential services as those living alone. This would increase overall 
demand for services and increase expenditure to around 2.0% of GDP in 2051 compared with 1.83% 
under the central base case. 

• A shift from residential care to home care, on the basis of assumptions made by the National Beds 
Inquiry, would lead to a slight reduction in expenditure. PSSRU state that this is a consequence of the 
specific assumptions used, which involve a modest package of home care and community nursing. 

1.2.3.2.2.3 Changes in the funding system 

The model assumes no effect on overall expenditure of free nursing care in nursing homes and only a 
marginal effect on the balance between public and private expenditure. 

The costs of free personal as well as nursing care would depend on the definition and coverage of free 
personal care and on its impact on overall demand for care. The study followed the approach of the Royal 
Commission in terms of the coverage of free personal care, namely: 

• Older people in care homes would remain responsible for their housing and living costs, assumed to be 
£135 per week (in 2000 prices) on the basis of social security benefit rates. 

• Older people in their own homes would remain responsible for the costs of meals and domestic help but 
not for the costs of help with personal care tasks. 

The table overleaf shows projected expenditure on long-term care as a percentage of GDP under the free 
personal and nursing care scenario using the low, central and high base case assumptions. These 
projections do not allow for an increase in demand as a consequence of personal care becoming free. 
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Projected expenditure on long-term care as a percentage of GDP under the free personal and 
nursing care scenario (Royal Commission’s approach), using low, central and high base case 

assumptions, UK, 2000-51 (source: PSSRU/NCCSU model estimates) 
 2000 2005 2010 2020 2031 2041 2051 

Free personal care (low base case 
assumptions)        
Public expenditure as % of GDP 

1.09 1.06 1.04 1.07 1.14 1.13 1.07 
Private expenditure as % of GDP 

0.28 0.27 0.27 0.28 0.29 0.29 0.28 
All long-term expenditure as % of GDP 

1.37 1.33 1.31 1.35 1.43 1.42 1.34 
Free personal care (central base case 
assumptions)        
Public expenditure as % of GDP 

1.09 1.08 1.09 1.18 1.37 1.44 1.45 
Private expenditure as % of GDP 

0.28 0.28 0.29 0.31 0.36 0.38 0.38 
All long-term expenditure as % of GDP 

1.37 1.35 1.37 1.49 1.72 1.82 1.83 
Free personal care (high base case 
assumptions)        
Public expenditure as % of GDP 

1.09 1.13 1.21 1.47 1.95 2.36 2.70 
Private expenditure as % of GDP 

0.28 0.28 0.31 0.35 0.48 0.58 0.68 
All long-term expenditure as % of GDP 

1.37 1.42 1.51 .83 2.43 2.94 3.38 

Central base case assumptions        
Public expenditure as % of GDP 

0.93 0.92 0.91 0.98 1.14 1.20 1.20 
Private expenditure as % of GDP 

0.44 0.44 0.47 0.51 0.59 0.62 0.63 
All long-term expenditure as % of GDP 

1.37 1.35 1.37 1.49 1.73 1.82 1.83 

The PSSRU study argues that the introduction of free personal care would probably also affect overall 
demand for care. The size of the effect is explored in a number of scenarios concerning the impact of free 
personal care on the supply of informal care and demand for formal services. The first two scenarios 
assume increases of 12% and 25% in domiciliary care demand. The third takes account of concerns, 
expressed following publication of the Royal Commission report, that a policy of free personal care might 
encourage older people and their children to use residential care instead of family care. To model this 
possibility the third scenario allowed for a decline in co-residence of older people with their children, and a 
corresponding rise in institutional care was combined with the free personal care scenario. 

Projections under these scenarios show a slight increase in the projected proportion of GDP spent on long-
term care now and in 2051. 
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Projected expenditure on long-term care as a percentage of GDP, under different scenarios for free 
personal and nursing care, UK, 2000-51 (central base case assumptions) (source: PSSRU/NCCSU 

model estimates) 
 2000 2005 2010 2020 2031 2041 2051 

Central base case assumptions        
Public expenditure as % of GDP 

0.93 0.92 0.91 0.98 1.14 1.20 1.20 
Private expenditure as % of GDP 

0.44 0.44 0.47 0.51 0.59 0.62 0.63 
All long-term expenditure as % of GDP 

1.37 1.35 1.37 1.49 1.73 1.82 1.83 
Free personal care (without increase in demand)  

       
Public expenditure as % of GDP 

1.09 1.08 1.09 1.18 1.37 1.44 1.45 
Private expenditure as % of GDP 

0.28 0.28 0.29 0.31 0.36 0.38 0.38 
All long-term expenditure as % of GDP 

1.37 1.35 1.37 1.49 1.72 1.82 1.83 
Free personal care, with 12% increase in demand 
for domiciliary services        
Public expenditure as % of GDP 

1.11 1.10 1.11 1.21 1.40 1.47 1.48 
Private expenditure as % of GDP 

0.28 0.27 0.28 0.30 0.35 0.37 0.38 
All long-term expenditure as % of GDP 

1.39 1.37 1.39 1.51 1.75 1.85 1.86 
Free personal care, with 25% increase in demand 
for domiciliary services        
Public expenditure as % of GDP 

1.14 1.13 1.13 1.23 1.43 1.50 1.51 
Private expenditure as % of GDP 

0.27 0.27 0.28 0.30 0.35 0.37 0.38 
All long-term expenditure as % of GDP 

1.41 1.40 1.42 1.54 1.78 1.88 1.89 
Free personal care, with increase in demand for 
residential care        
Public expenditure as % of GDP 

1.09 1.08 1.09 1.20 1.40 1.47 1.48 
Private expenditure as % of GDP 

0.28 0.28 0.29 0.32 0.37 0.39 0.40 
All long-term expenditure as % of GDP 

1.37 1.36 1.38 1.51 1.77 1.87 1.87 

1.2.3.2.2.4 The distributional impact of changes in the funding system 

The PSSRU study also looked at the distributional impact of changes in the funding system, specifically the 
variation by income group in the proportion of care home fees met by care users under the different charging 
regimes (Hancock et al., 2003). The table below shows for 2000 and 2020, and for people aged 85 or more, 
the percentage of independent residential and nursing home fees met by care recipients or their families, by 
their level of income, defined to include the annuitised value of their capital, including housing wealth. The 
figures assume that care home fees remain constant over time. 
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Projected share of independent residential and nursing home expenditure met by care home 
residents or their families, people aged 85 or more, by income group* (in percentages) (source: 

PSSRU/NCCSU model estimates) 
 Current funding 

system 
Free personal care 

Income group 2000 2020 2000 2020 
Residential homes     
– Lowest 21 26 21 26 
– Middle 37 48 35 40 
– Highest 89 96 48 48 
Nursing homes     
– Lowest 16 21 16 21 
– Middle 26 34 25 29 
– Highest 69 76 34 34 

* Care homes: lowest = up to £4,540, middle = £4,541-£12,870, highest = £12,871+ 
   Nursing homes: lowest = up £4,490, middle = £4,491-£12,040, highest = £12,041+ 

The introduction of free personal care would have no effect for the lowest income group since the current 
funding arrangement already meets virtually all the costs of those on the lowest income, who contribute only 
to their hotel costs. In the middle income group, there would be small rises in the share of fees met from 
public sources, but the largest increases would be for the highest income group. 

1.2.3.3 OECD, Projecting OECD Health and Long-term Care Expenditure, 2006(41) 

In his foreword Jean-Philippe Cotis, the Chief Economist of the OECD, positions this report as a framework 
for thinking about how much health and long-term care spending could increase in the future and what policy 
can do about it. Expenditures on health care and on long-term care are examined separately. (This sub-
section reports only on the long-term care analysis.) The projections rely on a uniform cross-country 
framework, which, according to the report, makes them more homogeneous, but at the cost of simplifying 
the description of national health and long-term care arrangements.34 

The report points out that long-term care (LTC) differs from health care. While health care services aim to 
change a health condition (from unwell to well), LTC merely aims at making the current condition (unwell) 
more bearable. Individuals need LTC due to disability, chronic condition, trauma or illness, which limit their 
ability to carry out basic self-care or personal tasks that must be performed every day. These are defined as 
activities of daily living (ADLs) or instrumental activities of daily living (IADLs) (preparing meals, cleaning, 
laundry, taking medication, getting to places beyond walking distance, shopping, managing money affairs 
and using the telephone/Internet). A person is dependent if he or she has limitations in ADLs and IADLs. 

At around 1-2% of GDP in 2005 (1.1% in the UK), the report states that the importance of current public 
long-term care spending is limited compared with health care. The expenditure profiles constitute the 
foundation of the projection framework. In contrast to healthcare, the cost curves for LTC are basically close 
to zero up to the age of 60-65, and then increase sharply and monotonically with different slopes across 
countries. 

The report takes into account both demographic and non-demographic drivers of expenditure. In terms of 
demographic factors it assumes that: 

• Dependency on long-term care will tend to rise as the share of older people in the population increases. 
• This will be mitigated somewhat by the likelihood that the share of dependents per older age group will 

fall as longevity increases due to ‘healthy ageing’. Since it could be argued that for the oldest old, where 
dependency is most prevalent, the potential for experiencing complete healthy longevity gains is 
decreasing, the ‘healthy ageing’ hypothesis for long-term care was (arbitrarily) assumed as only half of 
the longevity gains translating into a reduction in dependency. (Evidence for some OECD countries 
suggests that the share of the severely disabled has fallen over time, but there is no conclusion on the 
evolution of moderate disability. Studies in the US for which more data are available show that disability 
rates may have declined somewhat among the oldest but have increased among younger age groups, a 
phenomenon often linked to obesity trends.) 

                                                      

34 An earlier OECD exercise gathered country-specific projections, provided by national authorities, produced on the basis of an agreed set of 
macroeconomic and demographic assumptions. The main purpose of the approach adopted here was to bring out in a stylised and tractable way the 
key mechanisms at work. 
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In terms of non-demographic factors, the report assumes that: 

• The main non-demographic driver of LTC expenditure is related to the relative shares of informal and 
formal care and their evolution. As labour force participation is projected to increase in the future, there 
are concerns that informal care will have to be substituted by more expensive formal care, adding to the 
fiscal burden alongside the projected ageing of the population. This was found to be best proxied by the 
participation ratio of the population aged 50-64. (This said, the report also points out that higher 
participation rates are likely to have positive effects on public budgets which, depending on how they 
come about, may more than offset the effect via long-term care spending.) 

• Expenditures are likely to be pushed up by a possible ‘cost disease’ effect35. This assumes that, 
because LTC is highly labour intensive36 but the scope for productivity gains’ is probably limited, the 
relative price of long-term care increases in line with average productivity growth. Empirical evidence on 
the income elasticity of LTC expenditure is not available. Considering that LTC can be characterised as 
a necessity, income elasticity could be small or close to zero37 (though it could be expected that with the 
development of long-term care services a demand for higher quality services could also develop). With a 
price-inelastic demand, the share of LTC expenditure of GDP would tend to increase over time. A 
possible way the report sees of capturing this effect is to assume that unit costs rise in line with average 
earnings of care staff or a measure of wage inflation in the economy. This effect is assumed to be fully 
operative in the cost pressure scenario (see below), but to be partially mitigated by (unspecified) policy 
action in the cost containment scenario. However, it was not possible to test for relative price effects. 

Using this framework, the drivers were allowed to operate in several ways: 

• On demographics, it was assumed that half of the projected longevity gains translated into years with 
lower dependency. 

• On non-demographics the cost curve per dependent was assumed to shift upwards due to the increase 
of the average labour productivity in the economy, thus embodying an implicit ‘cost disease’ In most 
scenarios, the elasticity of this Baumol effect was assumed to be 0.5 (probably a mild view on the extent 
to which the productivity of LTC services could under-perform relative to the rest of the economy). The 
income elasticity was assumed in general to be zero, implying that income growth tends to drive down 
LTC expenditures as a share of GDP. This set of assumptions could be viewed as relatively optimistic. 

• The second non-demographic effect is related to the participation rate of people age 50-64, which is a 
proxy for the supply of informal care. Using the econometric model used to assess the impact of these 
different drivers on the observed differences of LTC costs per dependent across countries, increasing 
labour market participation trends induce additional upward shift in the LTC cost curve. The baseline 
projections on participation rates were derived from Burniaux et al (2003). These projections rely on a 
cohort-based approach; however the last cohort used is the one entering the labour market in 2000, and 
the behaviour of subsequent cohorts is assume to remain unchanged thereafter. This could lead to a 
subdued projection of future increases in participation rates. 

The framework was used to project expenditures over the period 2005-50 under a range of scenarios. The 
two main scenarios were: 

1. Cost pressure = no policy action. This scenario assumes the full Baumol effect implying that LTC costs 
per dependent increase in line with overall labour productivity. 

2. Cost containment = embodies effects of policies curbing expenditure growth. It is assumed that policies 
are implemented that are able to contain the cost pressures associated with the Baumol effect. In 
practical terms this means that governments would deploy a continuous effort to generate productivity 
gains and/or contain the upward pressures on the wages of staff providing long-term care. In this 
scenario the supply of informal care would continue to be relatively abundant because mild increases in 
participation ratios are combined with an increase in the group of 50-64 year-olds due to ageing trends. 

                                                      

35 Another name for this is the Baumol effect, which implies that relative prices of LTC vis-à-vis other goods and services in the economy tend to 
rise, reflecting a negative productivity differential and the equalisation of wages across sectors.  
36 A UK study by Netten et al (1998) showed that staff costs in public sector homes accounted for 85% of total unit costs. 
37 The level of GDP per capita was included but it did not appear significant, suggesting that income elasticity could indeed be small. 
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Sensitivity tests were also conducted in order to assess the robustness of the results with regard to key 
assumptions. The main assumptions underlying each scenario are listed in Table below, together with the 
projections for long-term care expenditures for the UK compared with the OECD average: 

Projection scenarios for public long-term care expenditure, 
UK and OECD average as % of GDP (source: Projecting OECD Health and Care Expenditure, OECD, 

2006) 
 UK Average OECD 
2005* 1.1 1.1 
2050: 
Demographic effect 2.1 2.3 
Cost-pressure 3.0 3.3 
Cost-containment 2.1 2.4 
Sensitivity analysis: 
Unitary income elasticity 2.7 2.9 
Compression of disability 1.7 1.9 
Expansion of disability 2.6 2.8 
Increase in dependency 3.2 3.5 
Increased participation 2.6 3.9 

* Estimate taking into account the observed expenditure growth between 2000 and 2003 (or 2002 if not available). 

The results show that demographic effects contribute to a relatively much larger increase in LTC 
expenditures than that observed for health care, which were subject to a different set of assumptions. The 
sensitivity tests showed that long-term care projections seem relatively robust to alternative specifications of 
income elasticity, health status and longevity assumptions, By contrast, increased dependency associated 
with obesity trends or lower provision of informal care could have a much stronger impact on expenditure. 

1.2.4 Projections of service user numbers 

1.2.4.1.1 Laing & Buisson, Care of Elderly People, UK Market Report 2005(46) 

The Laing & Buisson report provides projections of demand for care home places to the year 2070 based on 
official population projections. It applies the following assumptions: 

• The report uses GAD’s 2002-based population projections. While it does not state which of the many 
available projection variants were used, previous reports providing the same data have used GAD’s 
principal projections. 

• The calculations assume that age specific rates of demand will remain constant at the same level as in 
2005. This assumes that funding will be made available to meet increased demand and that community-
based alternatives will not make further deep inroads into the demand for care in residential settings. 

Based on these assumptions, the number of older or physically disabled people living in one sort of 
residential setting or another in the UK would peak at 1,142,000 in 2056, almost three times as many as the 
433,000 in 2005. The peak figure marks an increase over the 913,000 places projected as the peak in the 
previous survey based on GAD 2000-based population projections. The increase is due to the larger 
numbers of older people projected to be alive in future years and reflects improvements in mortality rates 
among the older population, as recognised by the revisions to GAD’s population projections. 
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Assumptions underlying the OECD alternative projection scenarios: long-term care 
Scenarios Health status Participation rates 

(proxy for availability of informal care) 
Income and ‘cost disease’ effects 

Demographic effect Healthy ageing: the prevalence of dependency per 
age is shifted by ½ year every 10 years 

(approximately half of the projected longevity gains) 

n/a Long-term care costs per dependent increase by half of 
average labour productivity 

(partial Baumol effect). 
Income elasticity equal to zero. 

Cost-pressure scenario Healthy ageing: the prevalence of dependency per 
age is shifted by ½ year every 10 years 

Participation rates of people aged 50-64 increase in line 
with baseline labour force projections 

Long-term care costs per dependent increase in line 
with average labour productivity 

(full Baumol effect). 
Income elasticity equal to zero. 

Cost-containment scenario Healthy ageing: the prevalence of dependency per 
age is shifted by ½ year every 10 years 

Participation rates of people aged 50-64 increase in line 
with baseline labour force projections 

Long-term care costs per dependent increase by half of 
average labour productivity 

(partial Baumol effect). 
Income elasticity equal to zero. 

Unitary income elasticity Healthy ageing: the prevalence of dependency per 
age is shifted by ½ year every 10 years 

Participation rates of people aged 50-64 increase in line 
with baseline labour force projections 

Long-term care costs per dependent increase by half of 
average labour productivity 

(partial Baumol effect). 
Income elasticity equal to one. 

Compression of disability The prevalence of dependency per age is 
shifted by 1 year every 10 years 

Participation rates of people aged 50-64 increase in line 
with baseline labour force projections 

Long-term care costs per dependent increase by half of 
average labour productivity 

(partial Baumol effect). 
Income elasticity equal to zero. 

Expansion of disability No healthy ageing adjustment, i.e. the 
prevalence of dependency remains constant 

over time 

Participation rates of people aged 50-64 increase in line 
with baseline labour force projections 

Long-term care costs per dependent increase by half of 
average labour productivity 

(partial Baumol effect). 
Income elasticity equal to zero. 

Increase in dependency Healthy ageing: the prevalence of dependency per 
age is shifted by ½ year every 10 years, but 

dependency rates are assumed to increase by 
0.5% per year 

Participation rates of people aged 50-64 increase in line 
with baseline labour force projections 

Long-term care costs per dependent increase by half of 
average labour productivity 

(partial Baumol effect). 
Income elasticity equal to zero. 

Increased participation Healthy ageing: the prevalence of dependency per 
age is shifted by ½ year every 10 years 

Participation rates of people aged 50-64 converge to 
at least 70% by 2050 in all countries 

Long-term care costs per dependent increase by half of 
average labour productivity 

(partial Baumol effect). 
Income elasticity equal to zero. 



 

Skills for Care Annual Workforce Report 2008 Appendices A-D  - 89 - 

1.3 References 

1. www.gad.gov.uk, 2000, 2001, 2002, 2003, 2004-based projections 

2. HM Treasury, Long-term public finance report: an analysis of fiscal sustainability, December 
2005 

3. Pensions Commission, Pensions: Challenges and Choices, The First Report of the Pensions 
Commission, 2004 

4. Pensions Commission, A New Pension Settlement for the Twenty-First Century, The Second 
Report of the Pensions Commission, 2005 

5. Wanless D., Securing our Future Health: Taking a Long-Term View, Final Report, HM Treasury, 
April 2002 

6. Wanless Review Team, Social Care Needs and Outcomes, A background paper for The Wanless 
Social Care Review, King’s Fund, July 2005 

7. Wittenberg R., Comas-Herrera A., Pickard L., Hancock R., Future demand for long-term care in 
the UK, A summary of projections of long-term care finance for older people to 2051, Personal 
Social Services Research Unit (PSSRU), LSE Health and Social Care, London School of 
Economics/Joseph Rowntree Foundation, 2004 

8. Dickerson A, Homenidou K, Wilson R, Working Futures 2004-2014 – Sectoral Report, Warwick 
Institute for Employment Research, January 2006 

9. Age Concern London, Making Age Work for London, A scoping report on population ageing and 
productivity in London, November 2003 

10. Harrop A., Older People and the Supply Side Economy, Age Concern England presentation to 
Ageing Population Conference, 2005 

11. Age Concern Policy Unit, Opportunity Age, Meeting the challenges of ageing in the 21st century, 
Age Concern Policy Papers, July 2005 

12. Le Grys D., Sopp L., Resources and attitudes in ageing societies, attitudes of older people to 
finance, work, retirement and ageing in the UK, including new segmentation of older people, 
presentation to Ageing Population Conference, 2005 

13. Huber J., Skidmore P., The New Old, Why baby boomers won’t be pensioned off, Demos, 2003 

14. Harkin J., Huber J., Eternal Youths, How the baby boomers are having their time again, Demos, 
2004 

15. HM Government, Opportunity Age, Meeting the challenges of ageing in the 21st century, 2004? 

16. HM Government, Opportunity Age: Volume Two, A social portrait of ageing in the UK, 2004? 

17. NHS Health and Social Care Information Centre, Summary of Public Sector Agreement (PSA) 
Targets on Homecare 2004/05, 2006 

18. House of Lords Select Committee on Economic Affairs, Aspects of the Economics of an Ageing 
Population, Volume 1 – Report, The Stationery Office Limited, 5 November 2003 

19. HSBC, The future of retirement in a world of rising life expectancies, Attitudes towards ageing 
and retirement: a study across 10 countries and territories, 2004? 

20. English Longitudinal Study of Ageing, Prepared for Retirement? The Adequacy and Distribution 
of Retirement Resources in England, The Institute for Fiscal Studies, October 2005 



 

Skills for Care Annual Workforce Report 2008 Appendices A-D  - 90 - 

21. Institute for the Future, 2004 Ten-Year Forecast: Perspectives, 26th Edition, ? 

22. International Longevity Centre UK, Who cares?, Domiciliary and residential care in the UK today 
and tomorrow, A report based on a seminar held by the ILC-UK and the Institute of Actuaries, 2 
February 2004 

23. International Longevity Centre UK, Living Longer: Healthy to the End? Longevity and the 
compression of morbidity, ILC-UK Conference 2002 

24. The International Longevity Centre-UK and The Faculty and Institute of Actuaries, You’re 
Welcome, A debate on immigration and the effects of an ageing society, 1 December 2003? 

25. The Future Foundation, The giving age: inheritance in the context of an ageing population, 
International Longevity Centre UK, 2002 

26. Roche D., Rankin J., Who Cares? Building the Social Care Workforce, Institute for Public Policy 
Research, 2004 

27. Institute for Volunteering Research, Potential of a lifetime – Research Summary: Study of Older 
Volunteers in 25 Organisations, Research Bulletin, ? 

28. Ásgeirsdóttir B., What does the Future Hold? Demography, Jobs and Public Finances, 
presentation to The Lisbon Council, Brussels, 28 September 2004 

29. McDougall R, Ageing populations and hidden unemployment: background briefing, Optimum 
Population Trust, 2004? 

30. Population Ageing Associates, The Implications of an Ageing Population for the Sustainable 
Development of the East of England, Final Report, East of England Local Government 
Conference, 2003 

31. Royal Town Planning Institute, Implications of the ageing population in relation to various aspects 
of planning, July 2004 

32. Waddilove D., A Policy Maker’s Short Guide to the New Types of Worker Project in Skills for 
Care 2003-2006: Twenty Things You Should Know, Skills for Care, January 2006 

33. Waddilove D., An idiot’s guide to the new types of worker project, Skills for Care, ? 

34. Waddilove D., Career pathways and the new types of worker project, Skills for Care, 3 May 2005 

35. Waddilove D., Models of care in the new types of worker project, 27 January 2006 

36. Waddilove D., Remodelling the social care workforce: Phase two of the new types of worker 
project, Skills for Care, 25 July 2005 

37. Majeed A., The Impact of the Ageing Population on the National Health Service, University 
College London, 26 November 2003 

38. Commission for Social Care Inspection (CSCI), When I Get Older: What people want from social 
care services as they get older, 2004 

39. Wittenberg R., Pickard, L., Comas-Herrera A., Davies B., Darton R., Demand for long-term care 
for older people in England to 2031, Personal Social Services Research Unit (PSSRU) 
LSE/University of Kent, Health Statistics Quarterly, 12 Winter 2001, pp 5-17 

40. Marmot M., Banks J., Blundell B., Lessof C., Nazroo J. (eds.), Health, wealth and lifestyles of the 
older population in England: The 2002 English Longitudinal Study of Ageing, Institute for Fiscal 
Studies, December 2002 

41. OECD, Projecting OECD Health and Long-term Care Expenditures: What are the main drivers?, 
Economics Department Working Papers No. 477, 2006 



 

Skills for Care Annual Workforce Report 2008 Appendices A-D  - 91 - 

42. Eborall C., The State of the Social Care Workforce in England: Volume 1 of the first Annual 
Report of the TOPSS England Workforce Intelligence Unit, 2003, November 2003 

43. Department of Health, Independence, Well-being and Choice: Our vision of the future of social 
care for adults in England, March 2005 

44. Aitken L., Hope to die before you get old?, FT Magazine, February 18/19 2006, pp 24-25 

45. Institute for Alternative Futures, Alternative Futures: Emerging Issues, March 2005 

46. Laing & Buisson, Care of Elderly People, UK Market Report 2005, Eighteenth Edition, Laing & 
Buisson Ltd, 2005 

47. Wanless D., Wanless Social Care Review, Securing Good Care for Older People: Taking a Long-
term View, King’s Fund, March 2006 

48. Notes to the Social Care Workforce Visioning Workshop, Skills for Care, March 2006 

49. Bebbington A., Darton R., Netten A., Care Homes for Older People: Volume 2: Admissions, 
Needs and Outcomes. The 1995/96 National Longitudinal Survey of Publicly-Funded 
Admissions, PSSRU, 2001 

50. Comas-Herrera A., Wittenberg R. and Pickard L., Cognitive Impairment in Older People: Its 
implications for future demand for services and costs, PSSRU discussion paper no 1728, 
Alzheimer’s Research Trust, 2003 

51. Netten A., Ryan M., Smith P., Skatun D., Healey A., Knapp M. and Wykes T., The Development 
of a Measure of Social Care Outcome for Older People, PSSRU discussion paper no 1690/2, 
PSSRU, 2002 



 

Skills for Care Annual Workforce Report 2008 Appendices A-D  - 92 - 

1.4 Summary of GAD population projections for England 2000-2004 (total and by age 
group) 

 

Table 1: total England* (000) 

         
% change vs. 

2006 
 2006 2011 2016 2021 2026 2031 2036 2041** 2021 2041** 
GAD 2000 51165 52151 53207 54262 55179 55842 56733 56397 6.1 10.2 
GAD 2000 HLE 51214 52253 53382 54545 55615 56476 57080 57406 6.5 12.1 
GAD 2001 49993 50860 51790 52726 53541 54140 54516 54735 5.5 9.5 
GAD 2002 50310 51316 52396 53479 54431 55158 55659 56001 6.3 11.3 
GAD 2003 50483 51596 52771 53954 55025 55881 56513 56979 6.9 12.9 
GAD 2004 50714 51967 53275 54605 55824 56832 57633 58299 7.7 15.0 

   * GAD principal projection except GAD 2000 HLE = high life expectancy variant 
   ** GAD 2000/2000 HLE = 2040 

Table 2: population of England aged less than 16 (000) 

         
% change vs. 

2006 
 2006 2011 2016 2021 2026 2031 2036 2041** 2021 2041** 
GAD 2000 9669 9317 9261 9426 9568 9575 9451 9339 -2.5 -3.4 
GAD 2000 HLE 9670 9319 9263 9430 9572 9581 9460 9348 -2.5 -3.3 
GAD 2001 9589 9335 9339 9533 9673 9695 9609 9522 -0.6 -0.7 
GAD 2002 9548 9265 9258 9437 9554 9553 9442 9332 -1.2 -2.3 
GAD 2003 9646 9382 9360 9483 9593 9625 9549 9458 -1.7 -1.9 
GAD 2004 9671 9467 9503 9682 9784 9815 9749 9687 0.1 0.2 

    *  GAD principal projection except GAD 2000 HLE = high life expectancy variant 
         ** GAD 2000/2000 HLE = 2040 

Table 3: population of England aged 16-24 (000) 

         
% change vs. 

2006 
 2006 2011 2016 2021 2026 2031 2036 2041** 2021 2041** 
GAD 2000 5907 6122 5876 5562 5462 5542 5675 5737 -5.8 -2.9 
GAD 2000 HLE 5907 6123 5877 5564 5465 5545 5679 5742 -5.8 -2.8 
GAD 2001 5771 5978 5750 5489 5457 5556 5683 5748 -4.9 -0.4 
GAD 2002 5825 5984 5703 5423 5395 5483 5597 5651 -6.9 -3.0 
GAD 2003 5855 6043 5794 5573 5557 5574 5677 5748 -4.8 -1.8 
GAD 2004 5971 6141 5871 5652 5699 5759 5859 5926 -5.3 -0.8 

   *  GAD principal projection except GAD 2000 HLE = high life expectancy variant 
         ** GAD 2000/2000 HLE = 2040 

Table 4: population of England aged 16-64 (000) 

         
% change vs. 

2006 
 2006 2011 2016 2021 2026 2031 2036 2041** 2021 2041** 
GAD 2000 33476 34257 34344 34542 34359 33757 33868 33401 3.2 -0.2 
GAD 2000 HLE 33484 34274 34372 34587 34425 33842 33468 33513 3.3 0.1 
GAD 2001 32358 32926 32892 32987 32826 32396 32142 32312 1.9 -0.1 
GAD 2002 32651 33262 33255 33387 33258 32853 32556 32667 2.3 0.0 
GAD 2003 32735 33457 33570 33860 33849 33477 33224 33406 3.4 2.0 
GAD 2004 32941 33750 33938 34311 34451 34230 34133 34453 4.2 4.6 

   *  GAD principal projection except GAD 2000 HLE = high life expectancy variant 
         ** GAD 2000/2000 HLE = 2040 
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Table 5: population of England aged 65+ (000) 

         
% change vs. 

2006 
 2006 2011 2016 2021 2026 2031 2036 2041** 2021 2041** 
GAD 2000 8020 8577 9602 10294 11252 12510 13414 13657 28.4 70.3 
GAD 2000 HLE 8060 8660 9747 10528 11618 13053 14152 14545 30.6 80.5 
GAD 2001 8046 8599 9559 10206 11042 12049 12765 12901 26.8 60.3 
GAD 2002 8111 8789 9883 10655 11619 12752 13661 14002 31.4 72.6 
GAD 2003 8102 8757 9841 10611 11583 12779 13740 14115 31.0 74.2 
GAD 2004 8102 8750 9834 10612 11589 12787 13751 14159 31.0 74.8 

   *  GAD principal projection except GAD 2000 HLE = high life expectancy variant 
         ** GAD 2000/2000 HLE = 2040 

 

Table 6: summary of long-term assumptions* 
 England 
Fertility – long-term average number of children per woman  
2004-based 1.75 
2003-based 1.75 
2002-based 1.75 
2001-based (interim) 1.75 
2000-based 1.75 
  
Mortality – expectation of life at birth in ( …… )  
Males  
2004-based (2029)** 81.4 
2003-based (2029) 81.0 
2002-based (2029) 81.0 
2001-based (interim) (2025)*** 79.2 
2000-based (2025) 79.2 
  
Females – expectation of life at birth in ( ….. )  
2004-based (2029) 85.0 
2003-based (2029) 84.9 
2002-based (2029) 84.9 
2001-based (interim) (2025) 83.4 
2000-based (2025) 83.4 
  
Net migration**** – annual long-term assumption  
2004-based 130,000 
2003-based 124,000 
2002-based 124,000 
2001-based (interim)*****   97,000 
2000-based 128,000 

 

* The 2002-based projections for England also included a downward adjustment of 27,000 for unattributable population 
change. No such adjustment has been made in subsequent projections. 

**  Expectations of life for 25 years ahead given as specimen year. Note these are period expectations of life based on the 
mortality rates assumed for the year 2029 and do not take account of the continuing improvement in mortality projected 
beyond 2029. 

***  Specimen year. Mortality rates are assumed to continue improving beyond 2025. 

****  Net migration includes international migration and cross-border migration between the countries of the UK. 

***** Results from the 2001 Census showed that the estimates of net international migration to the UK made over the previous 
two decades had been significantly overestimated. To prevent this net overestimation affecting assumptions of future net 
migration, a ‘net migration adjustment’ equivalent to the estimated average annual overestimation of net migration since 
1991 was made. 

 


