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Background

In 2017, there were around 10 million individuals aged 65 and older in the UK. This
number is projected to increase by 49% to 14.9 million by the year 2040 (1). The
population aged 85 and over - the group most likely to need health and care services
— is expected to increase from 1.4 to 2.7 million over the same period (1). With
advancing chronological age, many individuals experience difficulties with activities
needed for everyday life, termed functional limitations (2). Some limitations can be
accommodated by older adults adjusting their lifestyle, or using aids or physical
adaptations. For more severe impairments, individuals may require support from
others to undertake these tasks. The provision of this support is the basis of social
care, provided either by family and friends, or by social care providers. As the
population ages, demands on the system for providing care services to older people
are likely to increase. Social care is organised at local authority district level in
England. Over the next decade, the number of local authority districts in England
which have at least one-quarter of their population aged 65 years and over, is
predicted to increase from 36 in 2016 to 97 in 2026 (1).

This report aims to identify the relationship between frailty levels and receipt of care,
at upper-tier local authority level in England. The absence of official data sources on
this information makes it difficult to estimate the size and scale of informal, privately
funded and voluntary funded care. This report thus focuses only on publicly funded
care.

Methods

Data sources

The study drew on five different data sources for the analysis: i) the English
Longitudinal Study of Ageing (ELSA) (3); ii) the Cognitive Function and Ageing Study
Il (CFAS Il) (4); iii) 2011 UK Townsend Deprivation Scores (5); iv) 2020 Office for
National Statistics population projections for local authorities (1); and v) the Short
and Long Term Support (SALT) and Adults Social Care Finance Return (ASC-FR)
2018-2019.

A frailty index was constructed using ELSA and CFAS I, from variables or deficits
representing conditions that a) accumulate with age and b) are associated with
adverse outcomes. Deficits included functional and sensory impairments, clinical
diagnoses, and poor cognitive function. The frailty index was categorised into frailty,
pre-frailty and non-frailty, based on the proportion of accumulated conditions present
in each person (6). Care receipt is given by the number of adults aged 65 and over
who received formal care funded by a local authority during the year of 2018-2019.

Data analysis

First, we generated the area-level distribution of frailty in England using small area
estimation. This method gives an estimation of the prevalence of pre-frailty and frailty
in each local authority, based on its age-banded population size, the proportion of
male and females, and its deprivation level (measured by the Townsend deprivation
index (5)). We then compared the area-level distribution of frailty with the prevalence
of formal local authority care recipients in each local authority (calculated as the
proportion of the 65 and over population receiving local authority funded care).


https://digital.nhs.uk/data-and-information/publications/statistical/adult-social-care-activity-and-finance-report/2018-19)

Finally, deficit scores were generated as the prevalence of pre-frailty and frailty in the
65 and over population minus the

prevalence of formal local authority care receipt. Higher deficit scores represent a
higher discrepancy between prefrailty and frailty prevalence and the prevalence of
care receipt.

Results

We estimate that around 1.6 and 0.7 million people aged 65 and older in England
were estimated to be pre-frail and frail, respectively, using 2018 population
estimates. The Short- and Long-Term Support (SALT) and Adults Social Care
Finance Return (ASC-FR) 2018-2019 show that 0.5 million adults in the same age
group received local authority funded long-term care in 2018-2019.

The median estimated prevalence of pre-frailty and frailty in each local authority in
2018 is estimated at 16% of the >65 population pre-frail (median, 95% confidence
interval; 2.5 and 97.5 percentiles) and 8 (3-10)%, respectively (Figure 1). The
median prevalence of care receipt was 6 (3-10)%. On average, urban areas had a
higher prevalence of prefrailty and frailty and local authority funded care recipients
than rural areas.
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Conclusion

e The number of adults aged 65 years and older with prefrailty or frailty in England
was estimated at 1.6 and 0.7 million, respectively, in 2018. The most recent
survey for the same age group shows that 0.5 million individuals received formal
care in the same year.

e There is a variation between areas of the number of prefrail and frail adults
aged 65 and older in local authorities and the number of long-term care
recipients in the same age group.



e 124 local authorities (82.1%) have a greater number of frail persons over 65s
than care recipients. If frail people require care this suggests there is a formal
care deficit present in much of the country. It is unclear how much of this
discrepancy in care needs is made up for by unpaid and privately paid care.

Figure 1: The spatial distribution of deficit care a) frailty and b) pre-frailty/frailty.
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