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Age Scotland welcomes the opportunity to respond to the Scottish Government’s consultation on the new Health and Social Care Strategy for Older People. 

The Scottish Government’s vision for Scotland to be the best place in the world to grow old is one which we share and have long been advocating for. Older people, and specific populations within this age group, have particular health and social care needs and face distinct health inequalities, and the ambitions within the proposed strategy are welcome. Our growing older population must be able to live independently and well for as long as possible with high access to high quality health and social care to support them to do so. With the number of over 60s projected to increase by over 18% by 2032, there is no time to lose in developing and implementing this strategy and ultimately improving people’s experiences of health and social care.[footnoteRef:2] [2:  Calculation based on National Records of Scotland mid-2020 population projections (2022) https://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/population/population-projections/population-projections-scotland/2020-based ] 


To inform our response, we held several events –in-person and online– with a number of older people’s groups across Scotland. We also asked older people to respond to an online snap survey we conducted between May and June 2022. We would like to thank the groups and individuals who took the time to share their experiences and views with us. 

Owing to the breadth of cross-cutting health and social care issues covered in the consultation paper, we have structured our response thematically based on what we heard from older people themselves and insights from different teams across the charity, rather than answer the proscribed questions targeted at individuals.  

This is an important strategy to get right and despite the efforts of the Scottish Government and our own means of engagement, we are concerned that many older people simply will not have been aware this consultation was taking place or not had a straightforward, and accessible way, of sharing their views and experiences. This may be due to a combination of not typically responding or engaging with Government consultations, not having online access, and other issues, such as the cost of living, dominating the news cycle. The consultation paper’s length, some of the more technical terms used, and the number of questions may also have made it difficult to engage with for members of the public. 

Even among some of those we did speak to, there was a sense there would not be much point in sharing their views as things “will not change” as a result. Age Scotland is hopeful that this will not be the case once the new strategy has been produced, and we are keen to continue our engagement with the Scottish Government while it is being developed and implemented. 

Health

Healthcare is central to the lives of older people, and timely access to high quality health services can have a huge impact on quality of life and experience of older age. Inequality both throughout life and during older age has a significant impact on people’s later health and life expectancy, with different barriers and characteristics interacting to affect outcomes for individuals and communities differently. It is therefore important that due focus is given to the different challenges and barriers adversely affecting older people in Scotland, recognising that a homogenous approach will not be appropriate, and due regard must be paid to health inequalities existing amongst the older population. 

Older people from different ethnic minorities can face a range of barriers when accessing healthcare services. We spoke to attendees at several groups supporting older ethnic minority people to inform this response to find out more about these barriers and what people want – and the importance of these groups to the people they support became clear during this process. 

During our discussions with groups and through our survey, older people shared both positive and negative experiences of accessing healthcare services with us. In our online survey, we asked people about their experiences of the healthcare system. Although there were examples of good practice and experiences shared, only 4% and 13% of respondents respectively were ‘extremely satisfied’ and ‘very satisfied’ that the healthcare system is currently meeting their needs.[footnoteRef:3] 34% were ‘moderately satisfied’, while 18% were only ‘slightly satisfied’ and 31% selected ‘not at all satisfied’. Only 1% of respondents were ‘extremely satisfied’ the healthcare system would meet their needs in future, with 8% saying they were ‘very satisfied’ this would be the case. Significantly, 45% were ‘not at all satisfied’ that the healthcare system would meet their needs in future. 18% and 28% respectively said they were ‘moderately satisfied’ or ‘slightly satisfied’.  [3:  There were 150 responses to our snap survey. Percentages have been calculated based on the number of responses to questions and rounded. 
] 


Examples of things working well which older people shared with us included GP surgeries with enough staff capacity for people to get appointments (including in-person) when they needed to. Smooth and prompt referrals with clear follow-up procedures in place were also valued. Many people praised the care they had received if they needed to visit a hospital. People also liked: 
· Friendly, welcoming front desks at healthcare services 
· Being listened to by GPs and practitioners who responded appropriately
· Services that felt personal 
· Good information and record sharing so they did not have to repeat themselves at different appointments
· Receiving reminders, confirmations, and being checked-in with ahead of appointments, particularly regular ones

However, for the majority of people that we heard from, recent experiences and interactions with health services were much less positive. Feelings of anger, frustration and even despair were common. While people were sympathetic to the enormous strain placed on the NHS by the coronavirus pandemic and staff shortages, many that we spoke to wondered how much longer Covid would be used as an excuse for services that are not delivering. One person we spoke to felt that the NHS was currently operating under a “do it yourself” model. Some felt issues and problems they were facing had been going on for some time longer than the pandemic. People generally felt that healthcare services had got worse over the past two or three years and were continuing to deteriorate. There was a general sense among the people we spoke to that they would put off going to hospital for as long as possible. 

The consultation’s focus on preventative measures was welcomed, but the feeling that basic services were not running as they should, and therefore that the focus on prevention was misguided, was rife. Solutions offered for a more prevention-focused approach which would also improve current experiences included: 
· An accessibility check being conducted in people’s homes as standard, allowing practitioners to assess issues and offer changes or assistive devices to mitigate the risk of injury as a result of an unsuitable environment 
· A general health-check being offered at the age of 60, with regular follow-up appointments every couple of years
· Better follow-up and after care following issues or procedures, to help identify further problems before they arise

General Practice 
While some survey respondents highly praised their GP surgeries, other people had not had good experiences and felt that systems and procedures at their local surgeries needed updating. 

Difficulty in securing GP appointments was a common theme in our engagement. This issue has been highlighted in other research we have carried out since 2020, including an engagement project on falls treatment pathways.[footnoteRef:4] We are worried that any difficulties in accessing healthcare could lead to poorer health outcomes and situations requiring more interventions, as well as entrenching health inequalities. However, it was clear that some people have had good experiences and can get appointments quickly when required. [4:  Age Scotland, falls treatment pathways engagement project report (2021) https://www.ageuk.org.uk/scotland/our-impact/policy-and-research/political-briefings/falls-treatment-pathways/ ] 


Though telephone and online appointments worked well for some of the people we heard from, many commented on how difficult it was to see a doctor in person. People often expressed frustration at how long it took to get through to their GP surgery on the telephone. The cost implication of having to phone multiple times and hold for long periods was also highlighted. Whilst some people felt reception triage processes worked well, others found them uncomfortable and did not want to share issues with reception staff. One person told us about a misunderstanding with a receptionist caused by their description of a headache as “blinding”, which was interpreted by the staff member to mean they were losing their sight. Experiences of receptionists’ “gatekeeping” were common, though some people praised their local GP service’s receptionists. Some of those we spoke to felt that it could be quite difficult to explain your symptoms over the phone or that people might not be confident in doing this. Others were of the view that GPs can tell much more about a patient’s overall health by seeing them in person – for instance, how they are moving, if they are looking frailer or have lost weight, any issues with hair, nails and skin, and general demeanour. Some were afraid that not seeing GPs in person would lead to problems going undiagnosed and untreated for longer. 

Many wanted there to be better patient to doctor ratios, with consideration of the demographics of an area factored in, to acknowledge that as people get older their health needs increase. It was felt this could help to rebalance stretched services and make sure there were enough staff. Several respondents to our online survey were living in newer housing developments and were worried there was not the infrastructure and services to cope with huge influxes of people to the local area. This links to another issue that was highlighted, which was very impersonal services, and lack of existence of patient/practitioner relationships. Some participants in our engagement highlighted the example of family doctors as an example of good practice and patient centred care. Some people we heard from were keen for a return to seeing the same doctor on each visit to their surgery, who would have knowledge of their situation and know them, rather than seeing a different doctor each time. Others reported being given frequent, repeated appointments with nurses instead of doctor and thought this was neither a good use of the nurse’s time nor their own. 

Waiting Times 
Over the course of the pandemic, many ‘non-essential’ NHS services have been paused or cancelled. Elective procedures and non-urgent care can be transformative for the patient and reduce pressure on other areas of the health and care system. We are concerned about the long-term consequences of backlogs and cancellations, which may take years to clear, on older people’s health and the risk of health inequalities widening. 

The issue of excessive waiting times came up time and time again during our engagement. We heard many examples of long waiting times for diagnosis, check-up appointments, and scans, as well as operations and treatment, during which time conditions worsened or progressed – becoming untreatable or less treatable than if services had been provided earlier. People gave examples of waiting two or three years for operations or treatment, being left in pain and without recourse to suitable support in the meantime. One person who responded to our online survey had to wait 9 months for an urgent referral for a cancer operation. Those affected told us about the extreme impact of these delays on their quality of life. The cancellation and rescheduling of treatments for a later date was also a source of great frustration, especially where this happened with little or no notice or if the treatment location was difficult to get to. Some of those we spoke to suggested there should be an option to place a ‘red flag’ on the medical records of people with more severe health issues, so services are fast tracked in the case of an emergency. 

We heard numerous examples of people turning to private healthcare services to avoid long waits and cancellations. We were keen to gauge how many older people were in this position and included a question in our survey about whether people had used or seriously considered private healthcare services in the last two years. 13% had gone private during this time, and 19% had seriously considered doing so. Whilst for some of those who used private services, this route would have always been considered an option, for many more the choice has been driven by necessity. Lots of the older people we spoke to did not want to go private, as they were keen to support the NHS, but felt they had no choice. Others could not afford to go private but said they would do so if they could. This was something we heard in discussions and in response to our survey, where 39% of people said they had considered going private but could not afford to. We also heard from people who knew of others who have had to borrow money from family or friends or put their future financial stability at risk by using up savings to afford private treatment out of desperation. As we know, more and more older people are struggling to manage financially as the cost of living soars, so this is an issue which must be remedied as a priority. Others discussed the appeal of having treatment overseas for cheaper prices – acknowledging the risks and lack of aftercare, but highlighting it as the only affordable option through which they can get treatment timeously. 

Waiting times for ambulances and accident and emergency departments were also highlighted as issues in people’s responses to our survey. We heard that ambulance waiting times were a particular worry for people living in rural areas. One survey respondent was told by their GP to find someone else to take them to hospital when they experienced a health emergency, as they would have to wait several hours for an ambulance. This individual was able to find someone else to take them, but they were extremely worried about what could have happened if this couldn’t be arranged as they lived alone. When people got to hospital, A&E waiting times were a big worry – one person had personal experience of a wait of at least 8 hours. Waiting alone for a long period of time was a concern for some people, as Covid restrictions had not allowed anyone to accompany them. While waiting times at A&E were raised, people generally shared good experiences of care in hospitals. 

Ageism and Age Discrimination 
Some of the older people we heard from told us they felt if they had been of a younger age with the same health issues, their treatment would have been different. Examples given of experiences where people felt they had been treated differently included lengthy delays and difficulties in accessing treatment. One survey respondent felt that older people were being “written off” and not offered follow-up appointments. Another person who was awaiting knee surgery was told by his GP that the practice would have been able to carry out scans and make arrangements for surgery directly if he had been under the age of 65. Instead, he was referred to a knee clinic and has been waiting in excess of three years. During one conversation, some older people said they felt once you turned 65, healthcare professionals did not give you the same level of attention – though this was not an opinion shared by all participants. We sincerely hope this sort of age discrimination is not taking place across the system, but we felt it was important to make the point that this was what some people’s perception was and that this must be remedied. 

Throughout the pandemic, our helpline heard first-hand concerns from older people over access to fair and equal medical treatment and the inappropriate use of DNACPR. In the early weeks of the pandemic, we spoke to family members who were concerned that older relatives had been asked to sign a DNAR, despite lacking the mental capacity to do so, or found a DNAR among their belongings after being discharged from hospital. We have even heard of examples of similar practice taking place before the pandemic, and as recently as earlier this year. We believe guidance on DNACPR must be updated to improve public awareness of and confidence in DNACPR and Anticipatory Care Planning processes more widely and reassure people that their human right to medical treatment is absolute. It is welcome that to the independent inquiry into the Scottish Government’s handling of the Covid-19 pandemic includes the use of DNACPR in its terms of reference. Patients and their families must be provided with answers and reassurances these experiences will not happen again in future. 

More generally, in the past we have heard concerns about the ageist language tied up to hospitals and healthcare – for instance the use of “elderly” in the naming of hospital departments. 

Communication
Communication by health services to patients and between different parts of the system was a recurring theme during our engagement. Effective communication plays a central role in people having positive experiences with health services. However, difficulty in reaching staff to arrange appointments – including due to frequent closures of local services and staff shortages, was a commonly arising issue. People felt that having a single, contactable, named person acting as a contact point and taking responsibility for somebody’s journey through the system would help ensure a well-supported and personalised process and improve joining up between services. This lack of joining up was highlighted, with one person telling us “the various services I need are not linked and this results in very poor care”. Lack of information sharing between different parts of the NHS and with other agencies and services was a common frustration. We heard that this was especially frustrating for unpaid carers, who are having to make the time to make multiple phone calls and chase things up themselves. 
With regards to contacting healthcare services, people expressed frustration that you could ring repeatedly without getting through, leave a message, and never receive a call back. Some saw this as a “culture of bad manners” – a systemic problem, rather than issues with individual staff. We also heard several examples of people being “bounced around” within the system – for example from GPs to various parts of the hospital and back again. 

The importance of a friendly, welcoming point of contact, treating people with kindness and respect also arose. Respondents from the Chinese community in Glasgow described being made to feel a nuisance and unwelcome. Such behaviour can put people off seeking medical support at all when required. 

Another recurring issue was lack of aftercare following treatment and operations – people spoke of feeling they had been abandoned at home after treatment or illness without necessary support and without anybody checking in, including where their health problems or treatments have affected mobility. Poor communication and processes between health services and social care services was highlighted as a key cause of this. On the other hand, some people had good experiences of aftercare, with one person sharing a positive endorsement of the follow-up care received after her husband fell and broke his hip. 

Language and communication barriers were highlighted as key concerns by older people from ethnic minority groups, which could serve to put people off from seeking help when they need it. Language requirements should be noted and communications with patients should be in the most appropriate language so people do not have to rely on having letters translated and can receive information directly. Translation of health information can also aid with signposting. Several people felt they would have to contact local support groups as an intermediary to get the help they require due to these barriers, often resulting in a delay in accessing health services. Despite the issues highlighted with language barriers, it is insulting for staff to assume someone does not speak English, so time should be taken to check. People also felt that a lack of cultural awareness and understanding of different cultural needs were currently missing. Members of several of the older people’s groups we support had experiences of staff at medical centres behaving in a way which was culturally insensitive. They report being spoken to in un-necessarily loud raised voices, leading them to feel embarrassed, ashamed, and isolated – again serving to put people off seeking much needed help. This could be overcome by training on cultural awareness and sensitivity.

Digital exclusion 
There are around 500,000 over 50s in Scotland who do not have access to the internet, and up to 600,000 over 50s without a smart phone. While for some people, this is a choice which should be respected, for others it may be because they live in an area with poor connectivity, because they don’t feel they have the confidence or skills needed, or because they cannot afford the equipment or cost of broadband. According to the Scottish Household Survey, older people in the ‘most deprived’ areas are less likely to use the internet than in the ‘least deprived’ areas, and this gap may widen as the cost of living rises and people cut back. 

One of the most frequently occurring barriers highlighted by older people during our conversations was a move to digital-only services. Whilst for some, digital appointments have proved convenient and work very well, for others, they do not work at all, compromising the level of care received. At the moment, many health services including GPs and hospitals are offering appointments on a digital only basis, which is inappropriate for those who do not have devices or who are not comfortable using them for video appointments. Some people have cited needing help from family members, friends or neighbours for video appointments as a deterrent which compromises privacy and autonomy. Use of digital devices for appointments should always be a choice given to the patient with timely, non-digital appointments offered as a matter of course.  

Where telephone alternatives are offered, this must be with adequate staffing, so people don’t face long holding times to get through. It should also be noted that there are still some barriers for older people when using telephone services, such as the need to use a keypad to navigate a long list of options; prolonged periods on hold; difficulty holding a phone for long periods; not being able to write things down quickly enough or remember details; poor hearing; and language barriers for those whose first language isn’t English.

Other healthcare practitioners
Survey respondents generally reported good experiences in accessing optician services – though some did feel there were not enough local opticians resulting in long distance travel to appointments. Difficulty getting access to appointments was a commonly reported frustration among those who had bad experiences. Greater access to audiology services was mentioned in passing by more than one survey participant. 

There also seemed to be a generally positive perception of dentists and dental services (though many people told us they had a private dental plan). Where difficulties were reported was in accessing appointments since the start of the pandemic or finding a dentist who was taking on NHS patients. Another negative perception was that dentists had gone missing since the start of the pandemic. Some respondents to our online survey were frustrated by the cost of NHS dental services or worried about paying for more extensive dental treatment. One respondent wrote that she could not afford the cost of treatment to correct her poorly fitting dentures as she did not qualify for financial assistance. 




People generally described positive experiences of interacting with pharmacists. We heard about the situation in one local pharmacy which was short staffed, which had led to incorrect medications being prescribed, angry patients and therefore upset shop staff. Others were keen for the repeat prescriptions process to be completed more quickly.  

We did not receive a large number of comments about people’s experiences with physiotherapists. However, during one discussion telephone appointments with physiotherapists were felt to be an odd concept as people wanted to be supervised or seen. However, one person had a good experience and said their physiotherapist was very good at describing what they needed to do over the phone. 

Health Literacy
During several conversations, participants highlighted the need for people to be very proactive and persistent to get what they need from healthcare services – using their own time and energy to make anything happen. The onus should never be on the patient, and people have highlighted that they need literacy of their own health, confidence and resilience to do this – so this will not work for many. Many people have been quick to point out a lack of willingness among many older people to complain about or challenge how things are being done, stating they will not do this unless things reach an extreme point. It should not be the case that people do not receive the services they need unless they are able to push hard for this. Some people we heard from felt they would benefit from access to their medical notes. 

The Health, Social Care and Sport Committee’s recent report on alternative pathways to primary care highlighted the lack of awareness among patients of the option to self-refer[footnoteRef:5]. This is also something we found during our engagement, with one person sharing that their GP surgery had asked them why they had not self-referred to a physiotherapist when they did not realise this was an option. There should be more public awareness and information about the option to self-refer and more widely about the health options available to patients.  [5:  Health, Social Care and Sport Committee report on alternative pathways to primary care (2022) https://sp-bpr-en-prod-cdnep.azureedge.net/published/HSCS/2022/6/17/0e05bfbf-b984-4031-97ee-6129de863e93/HSS062022R09.pdf ] 


In terms of information about different health and support services, one survey respondent highlighted that the information they had been provided with was out of date and disorganised. 

Access to local services
The centralisation of services and more limited use of smaller local hospitals was highlighted as a common issue which has a big impact on people’s ability to access medical services, particularly those in more rural or remote locations. Many local services that previously worked well for people, increasing ease and significantly reducing travel time, have been closed or scaled back. There was a sense that people wanted to see the return of the delivery of more services at local health centres and community hospitals. 

People are often expected to make their own arrangements to travel very long distances for medical services. We heard examples of appointments being scheduled at sites a significant distance away which were changed to a much more local option only when the patient proactively pushed for this. Distant or illogical scheduling is also a problem where local geography isn’t taken into account – for example, people living in Argyll and Bute report receiving appointments scheduled in Greenock – close as the crow flies, but with the River Clyde in middle, requiring a very long round trip. This general perception that people were being sent to further away sites was shared in other locations. 

Respondents spoke of how the introduction of Near Me services in the Highlands started very well, and were delivered in a very thoughtful, supported way, for instance with online meetings with specialist consultant taking place on video call from within a more local hospital, but with a health professional on hand to set up the call, support the patient, and ensure they heard and understood everything being said. Since then, the service has continued but people feel the thoughtful approach and support has been removed, creating serious communication barriers and meaning people do not get what they need from their appointments.  

Patient Transport 
Transport to and from hospital and health appointments was a key issue which came up repeatedly and affected people all across the country. Poor or limited transport options were a common barrier, often compounded by the distance people are required to travel as described above. Infrequent services mean people must wait for long stretches before and after appointments, while short notice public transport cancellations affect people’s ability to attend appointments on time, and when they are missed, rescheduling can be a difficult and lengthy process. Where transport is cancelled, even if advance notice is provided, there is often no alternative. Public transport for longer distances can be very challenging – for instance, travel from Helensburgh to Paisley for hospital appointments requires two trains and a bus. One participant described monthly travel from Skye to Inverness for medical treatment – a very long and expensive round trip that is disruptive to routine. When people are inpatients, difficult travel between their home and the treatment location also limits their ability to receive visitors. For others, public transport is simply not an option due to accessibility requirements. 

Therefore, people often rely on friends or family dropping them off or are required to take taxis which can be costly. One man we spoke to, who is registered blind and suffered two strokes, travels to hospital regularly for six monthly check-ups and pays a £40 taxi fare for the certainty of getting there on time. We did hear about voluntary groups in some areas who take people to and from appointments, but these services weren’t necessarily well known despite the important work they do. Particularly in or more remote areas, community and voluntary transport options are a real lifeline, but rising fuel costs put these services at risk. Parking at hospitals was another issue which was found to be challenging and expensive, and is one which particularly impacts disabled people and those with mobility issues. 

Older people in Glasgow told us that their public transport network doesn’t meet their needs in terms of getting to hospital appointments. They felt it was unreliable and encountered long journeys, with various changes and inconvenient times.

As well as addressing and improving transport services where they are lacking (including funding and support for community options), better utilisation of local facilities and resources could also reduce travel requirements and save time, money, and difficulty for patients. 

Mental Health
In line with previous research and engagement, some of those we spoke to felt that older people might find it difficult to speak about mental health or wellbeing issues they are facing. We know some older people can face barriers as they may not know where to go to seek help or advice with their mental health. The role of older people’s groups as an informal support network is particularly vital in consideration of this. For many people, their first port of call if they wanted to discuss their mental health would either be a GP or their family. Some people felt that those without a big support network might struggle more to get help. 

One survey respondent from Argyll and Bute felt that the central belt and east coast were very well served by mental health services and psychological interventions, but their area did not have as many options and where things were available, there were long waiting lists. They told us they were currently using third sector services. 

We are concerned that the scale of mental health problems experienced by older people is under-reported due to stigma. Undoubtedly, the pandemic has impacted older people’s mental health, with one third of respondents to Age Scotland’s Big Survey of older people in Scotland reporting that their mental health had deteriorated over the last 5 years.[footnoteRef:6] Last year we partnered with the ALLIANCE, See Me and Voices of eXperience to hold a consultation event with older people to discuss their experiences of mental health both before and during the pandemic.[footnoteRef:7] Participants at the event felt it was broadly easier for younger people to discuss mental health and therefore access support. Some said they would be reluctant to seek help with their mental health in case it was thought they had lost the ability to make decisions for themselves. Digital exclusion was also reported as a barrier to accessing information about support and services. Voluntary Health Scotland has also previously published research about how older people lose a range of mental health support services when they turn 65.[footnoteRef:8] It would be good to revisit this research.  [6:  Age Scotland, Big Survey (2021) https://www.ageuk.org.uk/scotland/our-impact/policy-and-research/political-briefings/big-survey/ ]  [7:  ALLIANCE, Age Scotland, See Me and VOX, older people and mental health consultation event report (2021) https://www.alliance-scotland.org.uk/blog/news/older-people-and-mental-health-informing-national-policy-implementation/ ]  [8:  Voluntary Health Scotland, Falling Off a Cliff at 65: discussion paper and evidence (2020) https://vhscotland.org.uk/falling-off-a-cliff-at-65-discussion-paper-and-evidence/ ] 


End of life Care
Engagement with older people around their end of life wishes highlighted the importance of space to have conversations – both around care and treatment at the end of life, and for wishes after death, including around location of resting place, funeral and burial or cremation choices. Power of Attorney arrangements were flagged as a good opportunity for end of life conversations to be promoted and supported to happen. 

It would be helpful for discussions around end of life care and wishes to be normalised. This is a part of life for everyone and talking about it more could help people have the experiences that they want to. Assumptions, for example that everybody wants to die at home, should not be made and what is right for some will not be right for others. Several examples of good support services, including the Chaplaincy at Raigmore Hospital, were highlighted – however, it was felt that many people may not know about what is on offer in this space. Last Aid training, which aims to educate people about palliative care and caring for dying people, was a resource which it was felt could be more widely publicised and rolled out. Some of those we spoke to expressed fears about dignity and respect at the end of life including due to poor health and social care provision and staff shortages. Sensitivity, respect, and tact are critical at this time. Overall, the importance of ensuring people have support, particularly where their wishes differ from those of their carers or family members, was felt to be critical.
Social Care

For many older people in Scotland, social care is simply not working as it should; systems are unclear and hard to navigate, slow and overly bureaucratic, and in far too many places, provision that the local population needs simply does not exist. The new National Care Service has the potential to be transformative, but it is vital that this goes beyond good intention and well-meaning rhetoric - and this must start from a place of honesty, understanding and acceptance of just how badly the system is currently failing for too many people now.

For many people we engaged with, social care was a very difficult and contentious topic. Characterised by extremely long waiting times for care packages and hospital discharge, we know social care provision is a major problem in many places. This is having a profound impact on the lives and experiences of older people all over Scotland. People’s social care experiences should be characterised by dignity, choice and control – but for many, this is simply not the case currently. People we spoke to have described the situation as “a shambles” and a “disgrace”, while others highlighted that legal standards and other provisions, including the right to Self-Directed Support, are simply not being met in their experience. With this in mind, there is some scepticism about the purpose and power of a new health and social care strategy for older people, and a perception that there must be robust and concrete changes underpinning it to ensure it can be delivered effectively – the legislation and guidelines are already there, so more of the same will not help things improve. 

People highlighted the importance of planning for future care needs (including as part of anticipatory planning conversations) and having the space and information and support for this to happen. However, there is a strong perception that social care services and options are so stretched, and unable to fulfil their mandate, that needs and wishes will not be a factor in what is delivered.  

In terms of satisfaction levels, 57% of respondents to our online snap survey were either only ‘slightly satisfied’ (24%) or ‘not at all satisfied’ (33%) that the social care system was meeting their needs. Looking to the future, 46% of respondents were ‘not at all satisfied’ their social care needs would be met in future, while 31% and 19% were only ‘slightly satisfied’ or ‘moderately satisfied’, respectively. Several survey respondents did not have a personal experience of accessing social care, so did not respond to questions covering it. For others, although it was clear they did not have personal experience, what they shared was based on others’ negative experiences and we received a few comments which implied that people hoped they never need to use social care services or were worried about this being a possibility. We noticed during our engagement that some older people found the term ‘social care’ to be unclear, which could suggest the need for more education about their rights and the range of services which come under the social care umbrella.

People’s key asks for this strategy included honesty about what it is realistically possible to provide and an on-the-ground understanding of what is happening. We found there was a significant perceived gap between policy and practice, which we worry means problems are not being strategically identified or dealt with effectively. Others also felt a shorter chain of responsibility for social care would add value. Participants cited examples of higher-level administrators having an incorrect or very warped understanding of what is actually happening and how things are working (or more often not working) in practice. 

Older people from the Chinese community in Glasgow highlighted the lack of Chinese carers and their desire to see a Chinese-focused residential care home with language support available. This group also highlighted the importance of overcoming language barriers when using at-home care, with examples of past bad experiences due to these barriers and a lack of cultural awareness and sensitivity being shared. 

Staffing 
People have been quick to highlight the excellent and dedicated work of social care staff but have raised lack of value and recognition of care workers and poor pay as big problems – particularly where social care providers are charging very high rates that do not correspond to the pay of their staff. Poor working conditions, including too much to do in too little assigned time and the need for care workers to provide their own transport, were other enduring problems highlighted. 

Staff shortages are perceived as a key factor contributing to substandard services and enormous delays in the delivery of social care packages. There are huge challenges with staff recruitment and retention, and this is exacerbated in more rural and remote communities. Staffing issues, along with unsuitable buildings and the failure to maintain facilities, have been highlighted as contributing factors in the closure of many care homes. The result of this is often people being placed in homes far away from their communities, and we heard several examples of care homes closing with near immediate effect, requiring residents to move far away without notice. 

High turnover and staff shortages mean that where people are receiving regular support, they frequently see different staff. This has been highlighted by some of the older people we spoke to as an issue from a continuity of care standpoint – particularly for those living with dementia. More widely, the ability to build positive relationships is an important part of health and wellbeing. This is limited when home care staff can only spend short amounts of time with each person receiving care due to staff shortages and capacity pressures. Inappropriate times for people in receipt of care at home being put to bed or woken up were also highlighted. Home carers can often be the only point of contact for people who are receiving care, so it is important that the time allocated for their visits is increased. 

In discussing potential solutions, one group highlighted paid family care as an option – which could allow people who cannot afford to give up paid employment to take on more structured caring roles, which would also help overcome staffing and other logistical barriers. 

Cost of care
This is a big and growing worry for older people in Scotland, both currently and for the future. People do not know how they will be able to cover the cost of residential care if they need it. It is clear there needs to be national conversation about paying for care. Some of those we spoke to felt they would be financially penalised, because they had worked hard, when they received their care. 

We have also seen examples of local government funding packages for social care failing to cover the cost of the services and support that people have been assessed as needing, requiring them to cover the shortfall themselves. People highlight how unaffordable this is, and even a short daily shortfall adds up to a significant amount each month, or year, where a higher level of support is required. Particularly so for unpaid carers.

The complex system and sources of private care home funding is something that many older people and their families find difficult to navigate. Our Helpline advisors receive calls on this subject every day and offer free advice to families, including a full benefits check to identify any financial support to which they may be entitled. Several survey respondents were in favour of the removal of care from the private sector altogether. 

Unclear processes and systems 
People told us they found the social care system complex and difficult to navigate. There was a perception that the system is fragmented, with separate parts and services not working well together, and a lack of coordination between agencies. One survey respondent felt they had been left to “herd kittens” when arranging care. Another older person we spoke to highlighted that she previously received three different services from three different social care practitioners. She then led a process to bring the services together under one provider, saving time, money and resources and reducing the burden on her having to work with multiple different people. We also heard that practitioners are often unable to offer clear guidance on entitlements and available options, often because they themselves do not clearly understand the options that are available. This is all complicated by the outsourcing of services. As with health services, lack of accountability emerged as a clear problem – with people feeling there is nobody at a tangible and local level who will take responsibility for a service user’s journey through the system. People also described services as continuing to operate in crisis mode due to the impact of the pandemic, and how unmanageable pressure is being placed on local community and voluntary groups and services to plug prominent gaps where services fell short. Communication between health and social care services was frequently described as a significant problem which resulted in people “falling through the cracks”. 

Unpaid carers
We heard from several older people who care for spouses, partners, friends, siblings and parents. They spoke about the impact of their caring role on their own health and more widely about how the pandemic has impacted them. One respondent to our survey was worried that there were no respite options available to allow her to have a surgical procedure. Several were worried about day care services, which either had not restarted since closing for lockdown, or which had no places available. These are not new issues, and unpaid carers and carer’s organisations have been raising these frequently, as have we. There should be more support and value for unpaid carers. Unpaid carers have been expected to do more and more, despite already being “on their knees” and struggling to get help for themselves while caring. 

People living with dementia 
One survey respondent described the difficult experience of getting a dementia diagnosis for their mother. The same person also had difficulty in securing a care package for their father who lives with dementia when his needs changed, and had to get their local MSP and council Chief Executive involved. The importance of ensuring social care workers and other healthcare staff are trained in dementia care was highlighted. Another respondent told us about instances of negative care received in hospital by their husband – this included staff laughing at him when he said he was frightened, moving him to a different room without explaining this was being done which resulted in him thinking he had moved to a different hospital, and treating him like a nuisance for falling when he went to go and look for her.  


Communities 

Older people must be able to stay connected to their communities, services, and other people and be able to access opportunities in their local communities to help their health and wellbeing, such as leisure activities, green spaces, accessible public transport, walking infrastructure and public toilets. Areas beyond the remit of health and social care services were frequently highlighted as an important part of ‘prevention’ and critical for helping people to remain healthy and well supported for as long as possible. Improving the equity of local service provision across Scotland must be a priority, and the budget for public services should be increased to allow for more on the ground investment in our communities. 

Older people’s groups 
Across Scotland, older people’s groups act as lifelines for older people providing opportunities for learning and leisure activities, regular social interaction, and chances to build up friendships, as well as routes for support and advice – including peer support and information sharing about local health and social care services. Their importance has never been clearer than during a global pandemic. 

Despite the difficult circumstances of the past two years, many groups have continued to meet and to provide services for their members and attendees. Though the picture will vary across Scotland, and experiences will differ between groups which are volunteer led and those which are staffed, the role of groups during lockdowns and the pandemic were highlighted. Support offered included phone calls, the provision of meals, and the distribution of books, videos and other activities and entertainment. The negative impact of the pandemic on mental health was raised, with the support offered by groups, such as the Senior Centre in Castlemilk and Grey Matters in Helensburgh, being described as life-saving. Some groups have been meeting online and supporting members to participate – for example the Highland Senior Citizens Network, who began meeting online during the pandemic and continue to do so, boasting members from all around the Highlands. 

However, we are aware that some of the groups we support have been forced to close their doors, either temporarily or permanently, since the start of the pandemic. This may be because groups have not been meeting if members have been shielding or if they have not wanted or been able to participate in online meetings. Many of the people we spoke with to inform this response knew others who were reluctant to get out and about again – including due to “getting out of the habit” of socialising and leaving the house, losing confidence in their mobility, and anxiety around Covid-19 or other health issues. 

Securing funding is a recurring challenge for many of Age Scotland’s member groups. This includes funding for paid positions to run groups which contribute to their stability, consistency, and continuity. However, funding is often piecemeal and issued on an annual basis, making it difficult to plan ahead, or even reach out and include new members for fear this will be short term and counterproductive. Increasingly, we are hearing of challenges receiving funding to keep groups running, which is growing in the context of burgeoning utility and essential costs. 

Another issue we know some of our member groups are facing is a lack of new volunteers coming through to replace current committee and board members, some of whom have been in their roles for many years. Often these community groups and services are dependent on older people themselves to keep them going – which can take a huge amount of time, effort, and energy. Pandemic related closures gave some people the chance to step back and take a break from their responsibilities, and some groups are choosing not to form again. If groups in this position cannot secure new volunteers, their recovery and future is at risk. 

We are currently undertaking a survey of our member groups to find out more about their experiences and what they need for the future to keep their doors open. We expect to publish the findings later this year. 

Community facilities, amenities, and services 
From all of our consultation and engagement around this strategy, the primary importance of community and voluntary services to people’s physical and mental health, wellbeing and quality of life was very clear. We heard numerous examples of brilliant community and voluntary work across the country, including Men’s Sheds, befriending services, morning calls, lunch clubs, housebound library services and community transport. However, community and volunteer groups are playing increasingly important roles in communities as formal services fail to deliver. The message from people around this is clear – voluntary and community groups should not be used to deliver essential services that are the responsibility of local authorities, health boards and formal services where this is outside their mandate or not what they are established to deliver. This erodes good will and leads to volunteer disengagement and burnout, putting unfair pressure on people and unfeasible expectations. Voluntary services are brilliant and add to a sense of community, friendship and wellbeing, but the line between state-funded core services, and supplementary value-adding community services must be kept clear. 

Some services and groups that are available, for example a lunch club run by some participants at one of our engagement sessions, need more people to use them in order to survive. However, misconceptions and stigma as well as pride can prevent people from joining sessions that would be of benefit. Others have highlighted the fact that the important part of such groups is not always the food – it is the social interaction and company that comes alongside it. 

Older people's groups were an important channel for many of those we spoke to in terms of accessing leisure and cultural activities. They can also help people to navigate some of the barriers to accessing these opportunities – such as transport and lack of knowledge about what is available. Cost came up as an issue, and suggestions to tackle this and widen access for older people included subsidised or free admission to facilities such as swimming pools, and reduced prices for cultural activities. Others highlighted the fact that it is often difficult to find out about what is already on offer, which could be tackled by better community-level information sharing including better use of community information boards. Some of the older ethnic minority women we engaged with reported feeling overlooked when it comes to accessing activities to improve their health and wellbeing, believing that their white counterparts can access many more services than them.

A further area highlighted as being important for wellbeing was community awareness of accessibility requirements and signifiers – such as wider education about accessibility requirements for people with assistive devices, and better education about what signifiers mean (for example, red and white cane). 

Housing 

As highlighted within the consultation, access to a clean, warm, accessible and energy efficient home is one of the key determinants to the outcomes of an individual’s health. The Building Research Establishment estimates that poor housing across the UK currently costs the NHS £2.5bn per annum. Moreover, good quality housing is especially important for the health outcomes of older people, who are more vulnerable to both the physical and mental health impacts of poor housing conditions. In the context of Scottish housing stock, which is significantly older than its UK counterparts, there are multiple challenges that act as a barrier to facilitating healthy ageing in place such as inaccessibility of housing, high rates of fuel poverty, and often fragmented systems in place to facilitate adaptations and repairs to the home. 

Place and Wellbeing 
The accessibility of the space around someone’s home and within their community will affect how much they leave their home and engage with others, regardless of how accessible or adapted their home may be. The impact of lockdown and subsequent Covid-19 related restrictions have demonstrated how valuable a person’s local community is to their wellbeing outcomes, whether that is ensuring good access to public services such as healthcare, amenities, transport links and greenspaces. Connected places and communities are extremely important for the wellbeing of those who live in that area. 

If there is poor public transport provision, people are much more likely to become housebound and isolated. Public transport services came up frequently in our discussions. Local bus services were felt to be inadequate by several of the groups we spoke to in a range of locations. We heard that services were being reduced in frequency, didn’t get people where they wanted to go, and that timetables were irregular and unreliable. 

If pavements and public roads are in a poor state of repair, or if there are not enough accessible public spaces and greenspaces then people’s health and wellbeing will ultimately suffer as consequence. Uneven and bad quality pavements, excessive litter and unkempt public spaces such as parks were pointed to as being important issues to resolve to encourage people of all ages to use their local community spaces. 

Online survey respondents made the point that they felt there were not adequate healthcare facilities and infrastructure at new housing estates, and they worried that similar developments were putting pressure on local services in other areas. There needs to be appropriate infrastructure built within new housing developments, as often these are built without consideration for the extra infrastructure and public services that should accompany new homes, such as bus and footpath routes, new GP surgeries or community parks. Developments should not be given planning permission that cannot demonstrate how they will enhance the existing community. 

The Age Scotland 2018 project report on Age and Dementia Aware Communities found that out Scotland’s 32 local authorities, only 12 had formal policies or strategies in place for making their local authority age friendly or dementia friendly.[footnoteRef:9] If we want Scotland’s town centres to be inclusive, safe places for everyone to live and grow older it is essential that local authorities have appropriate strategies and policies in place to ensure they can meet the needs of their older and disabled residents. The Alzheimer’s Society defines a dementia friendly community as: “One in which people with dementia are empowered to have high aspirations and feel confident knowing they can contribute and participate in activities that are meaningful to them”. The Life Changes Trust found there were are nine key principles to ensuring that are communities can become dementia friendly:  [9:  Age Scotland, age and dementia aware communities project report (2019) https://www.ageuk.org.uk/scotland/our-impact/policy-and-research/political-briefings/age-and-dementia-inclusive-communities/ ] 

· They adopt a social model of disability, rather than a medical model
· They take an assets-based approach that identifies and mobilises individual and community assets rather than focusing only on problems and needs 
· People with dementia and careers have a significant say, that places them at the heart of the community so they can shape it 
· They are multi-generational 
· They enable people dementia and careers to do what really matters to them  
· They provide appropriate training to staff and volunteers that goes beyond awareness raising 
· They meet with other communities so they can learn from each other 
· They collaborate with others and work in partnership to maximise use of resources and skills 
· They mentor new age friendly communities 

Supply, choice and quality of Accessible Housing 
Whilst welcoming the commitment to build 100,000 affordable homes over the next two parliaments, there remains severe constraints upon the number of new homes that can meet the needs of Scotland’s older population. Given that 75% of Scotland’s existing housing stock was built before 1982, with a further 20% being built before 1920, a significant proportion of homes in Scotland are not readily accessible for older generations without significant remediation and adaptation. Recent research has shown that only 5% of Scotland’s housing stock is fit for purpose for the over 65s population. 

Poor accessibility in homes puts disabled and older people at risk of poorer heath, injury, stress and loneliness and isolation. In 2018, approximately 10,000 disabled people in Scotland were on housing waiting lists. We welcomed the Scottish Government PAN in 2019 that introduced new targets for delivering wheelchair accessible housing for local authorities. However, evidence shows that accessible housing stock is still severely limited, with only 0.7% of local authority housing stock, and 1.5% of housing association stock being full accessible, and there is little to no data available nationally as to what number of new private homes delivered each year come with enhanced accessibility standards.[footnoteRef:10] [10:  Inclusion Scotland, We Say: Our place, Our Space - the evidence on disabled people’s housing issues from Scotland’s Disabled People’s Summit (2017) https://www.housinglin.org.uk/_assets/Resources/Housing/OtherOrganisation/6324-ILIS-Summit-Report-SP-LR.pdf ] 


Recent data published by Scottish Government on local authority housing supply showed that as of 31 March 2021 there were[footnoteRef:11]: [11:  Scottish Government, housing for older people and people with disabilities (2022) https://www.gov.scot/publications/housing-statistics-housing-for-older-people-and-people-with-disabilities/ ] 

· 876 very sheltered 
· 14,015 sheltered 
· 2,052 adapted wheelchair use 
· 5,609 medium dependency 
· and 20,226 community alarm dwellings 

This does account for housing association stock which does not have updated returns past 2013. It is vital that in the Scottish Government drive to deliver 110,000 affordable homes over the next two parliaments, we are ensuring significant proportions are delivered to enhanced accessibility standards. With reviews still be carried out and their findings implemented on updating Housing for Varying Needs and the new Accessible Homes Standard, the Scottish Government must accelerate these programmes rapidly to ensure our new housing affords older people the appropriate choice about where they can live comfortably and independently. 

Adaptations 
Our research has shown that a growing number of older people will need to move home over the coming years as the properties they live in will no longer suit their accessibility needs nor facilitate healthy ageing. The 2022 Age Scotland Survey on Housing Adaptations (forthcoming) found that whilst 84% of respondents believed their home was ‘very suitable’ or ‘fairly suitable’ for their current needs, this decreased substantially when they were asked about their future needs, with only 44% believing their home would still be suitable in the next five years, and only 24% in the next 10. 

Age Scotland’s housing research has clearly shown that a significant number of older households would prefer to adapt their current home rather than move so they can stay close to friends and family, existing community networks, and health facilities. This chimes with what we heard through our engagement conversations. 

	Would you prefer to move or adapt your current home?

	Survey Evidence 
	Adapt
	Move

	Age Scotland National Housing Survey (2018)
	48%
	26%

	Age Scotland National Housing Survey (2020)
	46%
	36%

	Age Scotland Survey on Housing Adaptations (2022)
	70% 
	22%



However, there is a significantly large disparity between the number of older households that 
require adaptations to their homes and those that have them installed. Many of the most commonly needed adaptations require minor interventions within the home yet would make the occupants lives significantly easier and increase their wellbeing overall. Our research has shown the most common features required are: 

	Most common adaptations required (2022 Age Scotland Survey on Housing Adaptations)

	Feature
	%

	Specially designed bathroom / wet-room
	49

	Grab rails
	34

	Ramps
	25

	Outdoor light 
	21

	Stairlift 
	18

	Specially designed toilet 
	18

	Door entry-phone
	14

	Specially designed kitchen
	13

	Alarm systems
	11

	Low access lighting and power points 
	10

	Wheelchair access doors
	8

	Pressure sensors
	7

	Adapted furniture
	5

	Through floor lift
	3



Additionally, this research found many respondents also considered features such as upgrades to energy efficiency and insulation, which are not commonly covered in adaptations schemes, to be required. This would appear to present a clear gap in provision to support independent healthy living, with older Scottish households the most impacted demographic by fuel poverty - 218,000 older households live in fuel poverty, and 116,000 of these are in extreme fuel poverty.[footnoteRef:12] [12:  Scottish Government, Scottish House Condition Survey 2019 (2020), Table 37 and Table 39 https://www.gov.scot/publications/scottish-house-condition-survey-2019-key-findings/pages/6/ 
] 


At present there is a fragmented network of support available for older households to access adaptations (both major and minor) to help them remain in their homes. Local authorities have a statutory duty to provide adaptations to older households in need through the Scheme of Assistance, and many, but not all, local authorities have a funded Care and Repair Service which can also provide practical advice, support, and information as well as adaptation and minor repair services. Where Care and Repair services are in place, waiting times can be lengthy, and our conversations provided examples of people deciding to foot the bill themselves and have adaptations conducted privately to avoid waiting any longer. Many older people are not aware of the statutory duty placed on local authorities to help with home adaptations, nor are they aware of their local Care and Repair Services. Our forthcoming housing adaptations survey found that only 58% of respondents had heard of Care and Repair and of those, only 28% had used the service. The general lack of awareness coupled with little signposting to services was reflected in the fact that 70% of respondents who had adapted their home had used their own money to do so, with only 20% accessing grant funding typically associated with the Scheme of Assistance. Fundamentally the Scottish Government and local authorities must do more to engage with older people to help them consider what type of housing and support they may require as they get older and think proactively rather than reactively about their housing options. 

Scotland needs to future-proof its housing stock by building more affordable, adaptable homes to allow people to continue living independently in their communities, for as long as they wish to. Enabling people to live independently will involve ensuring people can access repairs and adaptations when needed and that they have a choice in terms of the ‘right home’ for them. Organisations such as Care and Repair should receive more funding so that they are available in all local authority areas, providing similar and consistent levels of service across Scotland. 

Sheltered Housing 
Participants living in sheltered housing highlighted removal of warden services that were in place upon moving in – these services are important for security and peace of mind, and well as wellbeing and community connection. The availability of accommodation where there is a warden service is becoming rarer and research and interviews conducted by Age Scotland in 2017 found that many older people and their families wish there was more availability. Assisted living allows people to continue living independently, but with the knowledge that should they need help then it won’t be far away. This also brings a great deal of comfort to families who may not be available immediately for relatives. Age Scotland would recommend that the Government consider ways they could encourage the increase in wardens supporting people in assisted and sheltered accommodation. Anecdotally, Age Scotland has heard from older people that in areas where the warden service has been withdrawn that other residents (who are older and often frail themselves) feel responsible to support their neighbours and as such fulfil an unpaid carer role that they should not feel that they have to do. One survey respondent felt there was a lot of unmet demand for sheltered housing, however there isn’t a clear picture of need and demand for this due to a lack of consistency in the way local authorities record housing need.



Want to find out more?
As Scotland’s national charity supporting people over the age of 50, Age Scotland works to improve older people’s lives and promote their rights and interests. We aim to help people love later life, whatever their circumstances. We want Scotland to be the best place in the world to grow older.
Our Policy, Communications and Campaigns team research, analyse and comment on a wide range of public policy issues affecting older people in Scotland.
Our work is guided by the views and needs of older people themselves.
Further information
Contact the Age Scotland Policy, Communications and Campaigns team:
policycomms@agescotland.org.uk
0333 323 2400
Twitter @agescotland
Facebook /agescotland
LinkedIn Age-Scotland
www.agescotland.org.uk
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