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Main findings
Although generally experiencing better health than residents of similar age in urban areas older rural
people are particularly vulnerable to the following factors affecting their health:
 The oldest old are overrepresented in rural areas especially the South, South West and East
Anglia placing disproportionate demands on Health and Social services in those areas:
 Demographic trends show an increasing number of older people, particularly in rural areas,
but no increase in the number of potential next generation family carers.
 Health and Social Care funding does not adequately reflect the percentage of older people in
a particular area or the additional costs associated with sparsity.
 There are lower levels of health service provision in rural areas
 Many residents of smaller rural settlements in particular experience considerable difficulties
in accessing health services
 Declining public transport is worsening difficulties experienced by older rural residents in
accessing health services
 There is significant hidden demand for health services
 The rural elderly are more likely to live in housing which is older, in poor condition and/or
poorly designed in relation to their needs. This difficulty is compounded by the lack of
options to move to more suitable accommodation within their home community
 Poor broadband speeds and reliability severely limit options for telecare provision in many
rural areas
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1. Introduction

This paper is an interim output from a project being undertaken by Rural England on rural
vulnerability as affecting older people.
Health is a crucial factor affecting the quality of life, happiness and wellbeing of older people living in
rural areas but the provision of accessible health care faces many challenges. These include;
demographic change; structural change affecting the NHS and Social Care provision; financial
constraints on service providers; reducing rural public transport options; expectations around care
provision by family, friends and the ‘Big Society’; and, quite possibly, changing expectations and
behaviours of older people themselves.
This paper references evidence from a variety of existing reports and refers to relevant available
data sets. This project defines ‘older people’ as those aged 65 and over, although evidence sources
sometimes use different definitions. Where possible consideration is given to different age
subgroups of older people such as those aged 85 plus but unfortunately many data sources do not
permit this.
The definitions of ‘rural’ most commonly used in this report are:
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1. The ONS-Defra rural-urban classification which identifies settlements with fewer than 10,000
residents as rural (and further sub-divides these into rural towns, villages, and hamlets/isolated
dwellings).

2.

The ONS Defra rural urban classification of Local Authority Areas with three categories of Rural

80, Rural 50 and Significant Rural.

2.

Demographics and the demand for health services and social care

2. Demographics and the demand for health services and social care

The English population is ageing. Between the census in 2001 and that in 2011 the number of older
people (65+ years) in England increased from 15.8% to 16.3% of the population (7.83 to 8.66 million)
and is projected to increase further to 23% by 2035 (ONS 2012).
Older people already form a disproportionate share of the overall rural population and this gap is
expected to widen in the future.

Usual resident population of urban and rural areas by age, 2001 and 2011
England and Wales
2001 Percentage
2011 Percentage
Age
Urban
Rural
Urban
Rural
0-14
19.1
17.9
18.0
16.2
15-29
19.8
14.7
21.1
14.8
30-44
22.9
21.3
21.2
17.7
45-59
18.1
22.4
18.8
22.3
60-74
12.7
15.4
13.6
19.6
75+
7.4
8.3
7.4
9.4
Source: 2001 and 2011 Census - Office for National Statistics
As demonstrated in more detail in the introductory section to this research there are significant
geographical variations in the current distribution of older people in England. Areas with the highest
proportions of older people include Cumbria, Devon, Dorset, Lincolnshire and Somerset, where
more than 20% of the population is 65 years and older.
Population ageing in the UK is caused by a combination of rising longevity and medium fertility. Both
these factors have implications for health and social care with increasing longevity increasing
demand and medium fertility limiting the supply of family care. As the solid line on the graph below
illustrates the number of deaths per 1000 people within each of the over 60 age groups has dropped
markedly in the 50 years between 1963 and 2013.
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Age-Specific Mortality Rates, 1963 and 2013. England and Wales

Source: Hoff, A (using ONS data)
Rising longevity will have significant implications for future health service and social care provision
as the prevalence of long-term health problems and disability increase with age. This is illustrated in
table 3 below which for most people in the 65-7 age group their ability to carry out activities of daily
living is not limited by long term health problems or disability. For those age 75-84 there are still
slightly more people in the not limited category than either the ‘limited a little or ‘Limited a lot’.
However for those aged 85+ ‘Limited a lot’ is the most common category.

Table 1 Impact of long-term health problems or disability on the ability to
carry out daily activities, by older age groups, 2011, England & Wales. Source:
Census - Office for National Statistics
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The ‘oldest old’, over 85 years, are of particular significance as health problems and the likelihood of
disability increase with age and this age group is notably over-represented in South West England,
Southern England and East Anglia. This is also the fastest growing age group in England numbering
1.22m (2.28% of the total population) in 2012 and projected to rise to 1.88m (3.22%) in 2025 and
2.9m (4.78%) in 2035. (ONS 2012). Much of this increase is a result of a projected rise in male life
expectancy
It cannot be assumed that health and social care needs amongst older rural people are or will be
evident. Rural Ageing research carried out by TNS BMRB in conjunction with the International
Longevity Centre (ILC) for Defra in 2013 identified evidence of significant unmet needs from health
services but found that these were often hidden. Service users themselves tend not to identify
unmet need, and are also reluctant to discuss challenges around getting the health care that they
require. Also, many older rural residents do not seek out preventative health care or even acute
treatment, and in some cases avoid seeking care even in moments of emergency and health crisis.
Amongst the reasons given for this were a ‘make do’ attitude, reluctance to make a fuss and the
explicit and implicit fear of emerging age -related health issues.
The same research identified a tendency for older people to present to health services in moments
of crisis resulting in significant challenges to health service providers and often necessitating “more
intensive, immediate, invasive and complex responses”. This may be a result of the lack of access to
social care and prevention services that reduce acute hospital admissions and highlights the need for
service providers for older rural people to prompt/ facilitate older people to voice their unmet need,
and/or to screen for need.
Looking to the future it is evident that the needs of an ageing population will place increasing
demands on health and social care providers and that these pressures are likely to be felt most
acutely in those rural areas with the highest proportions of older people.
Whilst it is beyond the scope of this research to look in detail at future health and social care needs
the following projections for the period 2005-2041 (PSSRU 2008) and by Gov.uk (2010) provide some
indication of the potential scale of increasing demand:
.
• The numbers of disabled older people, unable to perform at least one instrumental activity
of daily living (IADL) or having problems with at least one activity of daily living (ADL), would
grow by 108% , from around 2.4 million to around 4.95 million.
• The number of older people with moderate or severe disability, needing help with one or
more ADL tasks, would increase by 122% from around 950,000 to around 2.1 million.
• The numbers of disabled older people in households receiving informal care would increase
by 102%, from approximately 1.75 million to over 3.5 million.
• Care by children will still need to increase by approximately 90% if the proportion of
disabled older people receiving care from their children is to remain the same as today.
• The numbers of users of non-residential formal services would need to rise by 102%,
from 1.5 million to 3.1 million, to keep pace with demographic pressures
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The numbers of older people in care homes (and long-stay hospital care) would need to rise
by 139%, from 345,000 to 825,000.

“Growing numbers of elderly people also have an impact on the NHS, where average spending for
retired households is nearly double that for non-retired households: in 2007/08 the average value of
NHS services for retired households was £5,200 compared with £2,800 for non-retired. These
averages conceal variation across older age groups, with the cost of service provision for the most
elderly likely to be much greater than for younger retired people. The Department of Health
estimates that the average cost of providing hospital and community health services for a person
aged 85 years or more is around three times greater than for a person aged 65 to 74 years.” (Gov.uk
2010)

3.

of health
3.Accessibility
Accessibility of health
services

services

A number of factors may lead older people living in rural areas being comparatively vulnerable to
inequalities in health care provision. These factors include:
-

Funding criteria and how the budget is allocated between sectors and geographically
Ageism in the provision of services.
Difficulties in getting to services due to distance and poor transport provision.
Constraints on development and use of telecare services

Allocation of health budget
Research by Professor Sheena Asthana concludes that the current approach to NHS funding fails to
promote the goal of ‘equal opportunity of access to health care for equal needs’. She argues that
while need for health care is shaped by the interaction of age and factors such as deprivation, those
areas grappling with the highest burdens of chronic illness, disability and death are those with the
oldest populations. However, the highest NHS allocations tend to be given to areas with the highest
levels of deprivation rather than those with the oldest populations. This puts rural areas with high
numbers of elderly people at comparative disadvantage.
Funding allocations to Clinical Commissioning Groups for 2015/16 vary widely with a distinct northsouth variation. By region the North is receiving £1259 per head of population compared to £1099 in
the South. Groups of CCGs in Merseyside receive £1451 per head; Cumbria, Northumberland and
Tyne and Wear £1353; and Durham, Darlington and Tees £1314. Whilst the very lowest allocations
are to Thames Valley and Hertfordshire and South Midlands, East Anglia (£1085); Leicestershire and
Lincolnshire (£1089); Arden, Herefordshire and Worcestershire (£1090) and Bristol, North Somerset,
Somerset and South Gloucester (£1090) receive the next lowest levels of funding.
NHS funding provision in rural areas allocations takes no account of sparsity (low population
numbers per unit area). However, rural areas often lack economies of scale in service provision
(such as the higher unit costs of running smaller hospitals in rural areas) and necessitate higher
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levels of unproductive staff travel time (e.g. per home/ care home visit). This further disadvantages
rural areas with older populations.
There is also a rural dimension to the proposed phasing out of the Minimum Practice Income
Guarantee (MPIG), which distributed £110 million to small GP surgeries. According to the
Department of Health around 100 GP practices are thought to rely heavily upon the MPIG. Many,
though not all, are in rural locations.
Many small rural GP practices are also facing recruitment difficulties . Commenting on a RCGP survey
indicating that 10.2% of full-time GP positions are vacant, Dr Chaand Nagpaul, BMA GP committee
chair, has been quoted as saying (Good Health Suite 2015): “Feedback from our members suggest
that rural areas are being hit hard by this crisis as these practices often have to deliver care in
challenging circumstances, sometimes with isolated, older populations away from hospitals that are
broken up by large distances….“We are concerned that some GP practices in rural communities are
in these circumstances struggling to remain financially viable or recruit new GPs as their budgets
don’t reflect the unique strain they are under.”
Public health budgets, transferred to local authorities in 2013/14, also, in general, provide
substantially more funding for urban than for rural areas. For example, the 2014/15 grants per head
of population to Surrey £22; East Riding of Yorkshire £27; Somerset £29; Cumbria £31; Devon £31
are markedly below the England average of £51 and dramatically below the £133 allocated to
Kensington and Chelsea! It should be noted that the Government intends a £200m in-year reduction
to the 2015/16 public health budget but the distribution of these cuts between Local Authorities is
not yet known.

Ageism in the provision of services
Despite the NHS being required by the Equality Act 2010 to promote age equality and eliminate age
discrimination in the provision of services a number of researches have expressed concerns about
ageism in the NHS. However, there is not known to be a specifically rural dimension. The following
examples are illustrative.
Research carried out for RCS and Age UK (2014) analyzing surgery rates for six common procedures
showed widespread variation in the rates of surgery for people aged over 65 and 75, depending on
where they live. That study found that a number of CCGs have very few people in the over 75 age
group who had received surgery for breast excision, gall stones, hernia repair, colorectal incision
and/or knee replacements. People living with breast cancer who were aged over 65 faced the
biggest variation in access to surgery depending on where they live - with a 37-fold difference in the
rate of breast excision (removal of breast tissue). It further warned that almost a fifth of CCGs
recorded a decline of more than 25 per cent in at least three procedures between patients aged over
65 and over 75.
The King’s Fund (2013) has found that “some services and system rules are skewed in favour of the
young, with far worse access and quality for older people in services like mental health and
psychological therapies. And some conditions largely affecting older people (eg, dementia,
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osteoarthritis, osteoporosis or incontinence) receive systematically worse attention and treatment
than those equally common in mid-life. “

Difficulties in getting to services
Proportionately, there are lower levels of medical facilities for older people in rural areas compared
with urban areas, including GP surgeries, pharmacies, and hospitals. In 2010 there were 1,987 GP
surgeries located in rural areas of England (almost 20% of the total). However, only 1,247 of these
were principal sites for those surgeries. They were numerically split quite evenly between rural town
locations and village/hamlet locations. Also in 2010 there were 213 hospitals located in rural areas
(which was 11% of the total). As might be expected, these were mainly in rural town locations. (CRC
2011).
Differences between rural and urban residents’ distances from specific health services are illustrated
in the table below.

Percentage of population within specified distance of service
Total
Service

Year

2000
2006
GP surgeries (All sites) (4km)
2010
2011

2010
Hospitals (8km)
2011

2006
2010
NHS Dentists (4km)
2011
2012

Distance Rural Urban

England

<= 4K
>4K
<= 4K
<= 4K
<= 4K
>4K
<= 4K
>4K

68%
32%
75%
25%
80%
20%
80%
20%

100%
0%
100%
0%
100%
0%
100%
0%

94%
6%
95%
5%
96%
4%
96%
4%

<= 8K
>8K
<= 8K
>8K

55%
45%
55%
45%

97%
3%
97%
3%

89%
11%
89%
11%

<= 4K
>4K
<= 4K
>4K
<= 4K
>4K
<= 4K
>4K

61%
39%
57%
43%
57%
43%
51%
49%

100%
0%
100%
0%
100%
0%
99%
1%

60%
40%
56%
44%
56%
44%
50%
50%
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2010
Pharmacies (4km)

2011
2012

<= 4K
>4K
<= 4K
>4K
<= 4K
>4K

67%
33%
66%
34%
63%
37%

100%
0%
100%
0%
100%
0%

93%
7%
93%
7%
92%
8%

Source: Rural Services Series 2013, Defra
As is to be expected the proportion of rural residents living within the closer specified distances of
the four services is considerably less than that of urban residents. Whilst the proportion of rural
residents living near GP surgeries appears to be increasing this seems suspect perhaps suggesting
some inconsistency in the datasets used.
There has been a slight reduction in accessibility to pharmacies and the reduction in the proportion
of rural residents within 4Km of an NHS dentist is particularly notable.
It should also not be assumed that the services provided in urban and rural locations are equivalent,
e.g. not all hospitals will run 24 hour A&E, so these simple proximity figures are likely to hide even
more pronounced rural-urban differences in accessibility to specific/specialist services. Whilst it is
recognised that achieving economies of scale will inevitably mean that access and the achievement
of certain NHS targets will tend to be poorer in rural areas it is important that services are rural
proofed and those difference between urban and rural monitored and rationally justified.
Distance is only one factor affecting accessibility. Transport availability, convenience and cost are
key barriers to accessing health services for older people in rural areas. The reduction in rural bus
services will have caused difficulties to many patients trying to access health care perhaps
particularly to those having to travel when ill or seeking urgent medical/dental attention. It also
affects visitors and indeed service providers “we end up doing an awful lot of home visits just
because patients can’t get here on public transport, people who are physically capable of getting
here but can’t” (Herefordshire Unitary Authority, Health quoted in Defra 2013)
The extent to which the lack of public transport, and/ or cost of alternatives, prevents older rural
residents from making desirable health appointments is unknown. However, of 214 Parish
Councillors who responded to a sounding board survey, (RSN 2015) only 32% thought that a GP
surgery was conveniently accessible by bus from the largest settlement in their Parish suggesting
that transport to health is a widespread problem.
Problems of accessibility are also compounded for older rural residents with multiple long-term
conditions and frailty when the location health care is fragmented by clinical specialism and only
available in the regional specialist centres.
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Constraints on development and use of telecare services
Telecare could potentially have considerable benefits for older rural residents but those benefits are
dependent on the technology and infrastructure being both accessible and affordable.
Broadband speeds are frequently poor in rural areas. Using 2013 data, Farrington et al (2015) found
that only 6% of the urban sample lived in a unit postcode area where the average broadband sync
speed was 6.3Mbit/s or less, compared to over 40% of rural respondents. Commenting on that
study’s findings (Jackson 2015) observes “that more than 1 million people in Britain are excluded or
face challenges in engaging in normal online activities because they live in remote rural areas where
slow or non-existent Internet connectivity is still a serious problem.
ONS data (2015) also shows that whilst only 14% of all households have no internet access this rises
to 50% in those households comprising a single adult aged over 65. A number of factors may hinder
older people’s use of the internet including cost/ accessibility, fear and uncertainty, low broadband
speeds and poor reliability. Rural pensioners are also likely to find it more difficult to access
alternative free or low cost internet provision such as the short sessions often available in Council
Offices and libraries.

4.

of care
social
4.Accessibility
Accessibility of social

care

“Despite rising demand for social care services, the funding, and subsequent number of people in
receipt of this care, is declining. Without substantial growth in the overall funding envelope the
Government’s aspirations to ‘transform the social care system to focus on prevention and the needs
and goals of people requiring care’ cannot be achieved. Indeed the use of funding is going in the
opposite direction.” Age UK (2014)
Research by Age UK (2014) found that, in England, the number of people aged 85 and over (the
group most likely to need care) increased by 30% between 2005 and 2014. This age group is
projected to rise by over 220%, from almost 1 million in 2005 to around 3.2 million in 2041. Much of
this increase is a result of a projected rise in male life expectancy. (PSSRU 2008).
Data (hscic 2014) shows that in 2013-14 gross expenditure by Councils with Adult Social Services
Responsibilities (CASSRs) on all adult social care was £17.2bn. Of that 51% (£8.8bn) was on older
people aged 65 and over. Far from rising to meet increased demand the same source reports gross
current expenditure in real terms on older people reducing from £10,080m in 2008/9 to £8,850m in
2013/14 or from 56% of the whole social services budget to 51%.
From 2010/11 to 2013/14 government funding to councils reduced by 19.6% and, despite increasing
the proportion of budget spent on average by councils on adult social care to over 40 per cent in
2013/14, the actual amount spent decreased on average by 20 per cent (£2.8 billion) between
2011/12 and 2013/14 (Age UK 2014).
Age UK (2014) have found that this reduced funding has resulted in an increased focus on substantial
and critical needs risks leaving no public funding available for most of those with moderate needs.
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Only 13 per cent of councils considered people with ‘moderate’ needs eligible for funding in
2013/14, compared with nearly half of councils in 2005/6. Overall the proportion of older people
aged 65 and over in receipt of local authority supported social care services decreased sharply from
15.3% in 2005/6 to 9.9% in 2012/13.
The level of unmet need is difficult to gauge, both because some is hidden and also due to the
different methodologies that may be utilised. However by way of illustration ONS (2011) using ELSA
2008 data provided the following statistics:

Those experiencing a care need for both dressing and bathing aspects of daily
living
% within total population aged 65+
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Of those:
Receiving informal support
Formal state support
Formal paid support
TOTAL RECEIVING ANY SUPPORT
NOT RECEIVING ANY SUPPORT

50.5%
19.8%
3.3%
68.4%
31.6%

Those ‘not receiving any support’ have an unmet need. Thus in the illustration above 31.6% of those
aged over 65 and experiencing a care need for both dressing and bathing aspects of daily living had
an unmet need.
A recently published interim report from ResPublica (Crawford and Read 2015) highlights a crisis in
the residential care sector which accommodates 425,000 people and one in six people aged over 85.
In summary it argues that demand is rising (by an estimated 15% in the next 5 years) but that local
authority fees are failing to meet care providers operational costs with an average shortfall per
publicly resident of £31-50 per week. It asserts that “within five years, care homes will be
underfunded by 1.1 billion per year for the level of need that is being demanded by a growing aged
population” and that if nothing is done to address that funding gap “there will be a projected loss of
37,000 care beds”. The research estimates that if all those 37,000 lost care home beds flow through
to hospital wards the cost to the NHS would be some £3billion per year. Since staff costs equate to
an average of some 62% of revenue in England’s care homes (Knight Frank 2015), the introduction of
the living wage in April 2016 (increasing the minimum wage for those over 25 by 7.5%) is likely to
further worsen the funding gap.

5.

Social care provided by family
5. Social care provided by family

There are some 5.8 million informal carers in England and Wales (Office for National Statistics, 2013)
“Most care for older people is not provided by the state or private agencies but by family members,
at an estimated value of £55 billion annually” (McNeil and Hunter 2014). The importance of informal
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carers is illustrated by The Alzheimer’s Society (2014) which puts the annual care costs of dementia
in the UK amount at £26.3 billion – of which £17.4bn is met by those with dementia and their
families and just £8.8bn by the state.
The proportion of usual residents providing unpaid care of all kinds increased between 2001 and
2011 and there was little difference between urban and rural areas in the percentages providing
more than 20 hours of care a week (ONS). Residents in sparse areas were however identified as
being more likely than residents of non-sparse areas to be providing 20 or more hours care. By
contrast, there was a difference between urban and rural areas in the proportion of residents
providing 1 to 19 hours of care. In urban areas this figure decreased from 6.6 per cent to 6.2 per
cent. This compares with a figure of 7.9 per cent in rural areas in 2011.

Percentage of usual residents providing unpaid care (of all kinds) in urban
and rural areas England and Wales, 2001 and 2011
Classification Census
Urban
Rural

2001
2011
2001
2011

Provides 1 to 19
Provides 20 to 49 Provides 50 or more
Provides no
hours unpaid care a hours unpaid care a hours unpaid care a
unpaid care
week
week
week
90.2
6.6
1.1
2.1
90.0
6.2
1.4
2.4
89.2
7.8
1.0
2.0
88.3
7.9
1.3
2.4

Source ONS 2001 and 2011 Census
“Older rural residents are much more likely than their urban counterparts to provide some form of
care to one another, 24% in rural areas compared to 18% in urban locations” (Source: Life
Opportunities Survey quoted in Defra 2013)
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The geographical distribution shown above shows a marked similarity to the distribution of people
aged 85+.
Growing need will arise due to the increasing numbers of older people, particularly those aged 85
and over, and increasing constraints on Council social care budgets. However, whilst researchers
may assert that “caregiving by adult children will have to rise in order to cope with the increasing
demand for informal care” (Hoff, A p18) it is far from clear that this is a realistic expectation
The family care gap is growing as the number of older people in need of care is predicted to outstrip
the number of family members able to provide it. “In England alone, although the number of
children providing care to their parents for more than 20 hours a week is projected to increase by 20
per cent to 485,000 by 2032, there is likely to be a shortfall of 160,000 caregivers, because demand
will increase by 60 per cent over the same period.” (McNeil and Hunter 2014). That unmet demand
is likely to be disproportionately located in rural areas with the highest proportion of older people.
When care is provided to older people by adult children it is predominantly supplied by daughters
(Hoff). However, in only a single generation there have been huge shifts in female employment,
marriage/divorce and family formation. In April-June 2013 67% of UK women aged 16-64 were in
the labour market compared to 53% in 1971 (ONS 2013c). Many factors such as the rise in tertiary
education, equal pay legislation and the costs of house purchase suggest that there is unlikely to be
a reversal in this trend.
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The average family size for women born in 1965 was 1.91. In their mothers generation born in 1936
the average was 2.39 (Whiting).The proportion of childless people in the UK has also increased from
11% for those born in 1941 to 18% for those born in 1968 (Office for National Statistics, 2014). These
demographic factors mean that there is both a reduction in the potential number of adult childrento-parent carers and also an increased proportion of older people who have no adult children who
might be asked for help.
Increased geographical mobility and separation between family generations is likely to further
reduce the availability of care provision. These impacts may be particularly acute in rural areas
where limited housing and employment opportunities often encourage re-location of young adults
and also in those rural and coastal areas experiencing significant in-migration of older people.
Cultural factors also affect the provision of care within the family for example less than 15% of older
people aged 55 years and over live with adult children in the UK whereas nearly half (48%) do in
Ireland, parts of Spain, Italy, Hungary or Poland (Dykstra and Komter, 2012 quoted in Hoff).
There are also issues around unreasonable burdens potentially being placed on unpaid carers. Hoff
comments that informal carers are 2.5 times more likely to experience psychological distress than
non-carers, and working carers are two to three times more likely to suffer poor health than those
without caregiving responsibilities. The Alzheimer’s Society (2014) states that 43% of dementia
carers receive insufficient support. Even giving 10 hours care a week is said to affect people’s ability
to stay in work (McNeil and Hunter 2014). These concerns raise uncomfortable questions about
whether a reasonable balance is achievable between individual and state responsibilities.
Spouses are the most important support source for married older people in need of care and are
also the fastest growing group of informal care providers (Hoff).For at least partly demographic
reasons, especially more men living longer, it is expected that spousal care will become increasingly
more important. The proportion of women aged 75 and over who are widowed is projected to fall
from 60 per cent in 2008 to 39 per cent in 2033 and during the same period the proportion of men
aged 75 and over who are widowed is expected to fall from 25 per cent to 18 per cent (ONS 2010).
Over the next 30 years, the number of cohabiting older people with support needs is projected to
rise faster than the equivalent number of single people (Pickard 2012).
It is important to consider the support needs of carers, as required in the Care Act. Older carers may
well have their own care needs and disabilities and these factors may limit their caring role. There is
concern too that caring may negatively affect their own wellbeing (Pickard et al 2012). The Princess
Royal Trust for Carers (2011) found that two-thirds of carers over the age of 60 have long-term
health problems or a disability themselves, and surveys of older carers suggest that they often feel
‘invisible and undervalued’ (Age UK 2010).

6.

Housing factors

6. Housing factors

By far the largest majority (93%) of older people live in mainstream housing. Of those some threequarters of these are owner-occupiers, the majority owning their homes outright, and about a
quarter live in rented accommodation. Across the regions older people occupy around 35% of all
houses, with little variation between different areas of the country. The exception to this is London
and the South West, which have 22% and 40% of houses occupied by older people, respectively.
(Torrington 2014)
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Nationally few older households live in specialist accommodation designed for their needs and only
5.6% are in supported housing (2008–10 data) but it has been estimated that there 300,000 people
will be seeking housing with support by 2019 (Torrington 2014). Older people also occupy most of
the 465,000 places in residential care homes. The proportion of the population aged 65 and over
who were living in communal establishments declined from 4.5 per cent (374,000) in 2001 to 3.7 per
cent (337,000) in 2011.
There are significant variations in housing patterns associated with age and marital status. In 2011,
about one in ten men and one in five women aged 85 and over lived in a communal establishment,
with the remainder living in a private household. Tenure is strongly associated with marital status only 13.0% of those who are married or cohabiting rent their home but 43.4% of those who are
separated and 29.5% of those who are widowed do so (ONS).
Research also suggests that the housing stock is mismatched with the needs of older households.
Many live in properties that are too large for their needs or wishes or in properties that are not well
designed for their current or future needs (for example, only 5% of homes have key features
required for access (Torrington)). This has implications for a number of health related issues as living
in a safely designed environment with access to peers is likely to result in, for example, fewer falls
and reduced isolation

Proportion of housing built pre 1919 and post 1990 and failing decent home
criteria
Pre 1919

Post 1990

Failing decent
Home criteria
2006
14.6%
9.8%
7.0%
7.5%

Hamlets and Isolated dwellings
52%
6.7%
Village
29.7%
8.9%
Town and fringe
16.9%
9.0%
Urban > 10,000
17.9%
6.9%
Source CRC 2011
In rural areas the housing stock is generally older and a higher proportion in poor condition which
can adversely affect older residents health and well-being. Older people living in smaller rural
settlements are therefore particularly vulnerable to living in housing that is in poor condition or, by
reason of design, ill-suited to supporting them if /when care needs develop. This problem is
compounded by the lack of options to relocate into more suitable accommodation within the same
community where support may be available from family and friends and to which they may well feel
a strong emotional attachment.
Demand for housing adaptions are expected to rise significantly. Care and Repair (Adams ) report
that the number of older disabled people is expected to rise from 2.3m in 2002 to 4.6m in 2041, over
70% of whom will be owner occupiers, many on low incomes. They estimate that by 2036 around
810,000 people aged 75 and over will be living in unsuitable homes. They make the case that
adaptions are cost-effective in terms of reducing falls (1 in 3 aged over 65 and 1 in 2 aged over 80 fall
14

at home each year; falls account for half of hospital admissions for accidental injury and 10-25% of
all ambulance call-outs for older people). However Care and Repair highlight uncertainties
concerning future funding through the Better Care Fund (Department of Health) rather than direct
to Local Housing Authorities (DCLG).
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