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Abstract

This paper takes a bird’s-eye view of the existing old-age support systems in England
involving pensions, health care, and long-term care. The paper clarifies the key elements of each
system, reviews policy changes over the years, and describes current scheduled policy changes
targeting these systems. Drawing on a scoping review of policy and peer-reviewed literature, we
suggest that the three old-age support systems in England are interconnected. We also highlight
that both the scheduled changes to the three systems and the future policy options should be

subjected to a sustainability check.
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Introduction

As the old-age population (i.e., individuals aged 65 and over) in England continues to grow,
supporting this group to live well in old age is becoming increasingly challenging. Living well
depends not only on the choices of individuals in this group but also on the coordinated
functioning of the multiple public systems that support health, independence, and financial
security (Ahmed et al., 2021; Srang, 2023; Xia et al., 2025). In this paper, we refer to these systems
as old-age support systems, including health care, long-term care, and pensions. The health care
system provides access to diagnostics and treatment to help older people maintain good health
and/or slow their decline. The long-term care system supports daily living to maintain
independence, minimise suffering, and preserve dignity (Ostaszkiewicz et al., 2020; Kisvetrova et
al.,, 2022; Ahmed et al., 2021; Srang, 2023). The pension system focuses on financial security in

the post-retirement period (Department for Work and Pensions, 2006; Xia et al., 2025).

In practice, these three systems are interconnected in supporting the well-being of the old-age
population. However, policy decisions often fail to account for these interconnections, instead
focusing narrowly on individual systems. For example, changes in the state pension age (SPA)
may be framed as a pension-specific measure aimed at improving the fiscal sustainability of the
pension system (Department for Work and Pensions, 2013; Cribb, Emmerson, Johnson, et al.,
2023a). Yet such changes can have significant effects on the health and long-term care systems,

effects rarely addressed in the formulation of pension policy.

Regarding the effects on the health care system from extended working years resulting from
changes to the SPA, the evidence remains inconclusive. Some studies suggest that working longer
may lead to a higher burden of complex health needs during retirement (Saporta-Eksten et al.,
2021) and reduced opportunities for leisure and social engagement (Saporta-Eksten et al,, 2021;
Inukai, 2025). Other studies, however, find that longer working lives can improve health outcomes

(e.q., Fitzpatrick & Moore, 2018; Banks et al., 2025), while some argue that the effects depend
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largely on the type and conditions of work (Giesecke, 2019). There is also evidence highlighting
no adverse health risks for the older population who work longer (Farrow & Reynolds, 2012), and
in some cases, the effects are muted or even positive - particularly for men orin relation to specific

job contracts and occupational settings (Baxter et al., 2021).

In the long-term care system, evidence indicates that changes in SPA often affect patterns of
informal care provision. Policy simulations suggest that some individuals may stop providing
informal care due to increased work demands resulting from delayed retirement (Fischer &
Korfhage, 2021), while others may reduce the intensity of care (Carrino et al., 2021). These
changes in the pattern of informal care provision can lead to increased demand for formal long-
term care services and means-tested support for older people (Bancalari & Zaranko, 2024). While
some of these demands may be met through privately purchased services, which place additional
financial pressure on individuals, others may rely on publicly funded care, thereby raising adult
social care expenditure (Roland et al., 2022). Alternatively, if this growing need for care is unmet,
it may result in poorer health outcomes over time and, consequently, increased demand for health

care (Fernandez et al., 2020).

Noting these interconnections across the three systems, public policy responses in England that
address specific issues within each of the old-age support systems have often developed in silos.
In essence, the systems themselves are not entirely fragmented; rather, it is the policy responses
to challenges within each system that often fail to account for other cross-system effects. This
siloed approach to policymaking is seen as a persistent challenge to the system (Richards et al.,
2023), particularly in efforts to support the well-being of the older population. Supporting this
population requires designing system features and implementing policy changes that consider
the unintended effects on other systems, while keeping in mind the higher-level goal of enabling

people to live well in old age.

In this paper, we provide a comprehensive overview of three old-age support systems (health
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care, long-term care, and pensions) in England, describing their structure and functioning, and
reviewing their historical development and current planned changes. We also assess the
sustainability potential of the scheduled changes using our sustainability checklist. This paper
makes three contributions. First, we highlight that the three old-age support systems are
interconnected, both institutionally, through shared actors involved in policy formulation, funding
allocation, among others. Traditionally, these systems have been viewed as independent
structures that support older people to live well. Our study, however, demonstrates their diverse
interconnections, while emphasising that any changes to one system can have a significant impact

on others.

Second, we demonstrate that the pattern of policy evolution across the three systems has been
siloed and has mostly occurred following global shocks. Specifically, our review of historic policy
changes across the three systems between 1908 and 2023 indicates that for every five policy
changes, four distinctly targeted a specific system. About 16% of the policy changes have
addressed issues related across more than one system. In addition, about 84% of the policy
changes during this period occurred in clusters during or shortly after major global events, a
pattern that closely mimics reactionary, short-term responses to policy formulation. This pattern
is also reflected in the parliamentary debates, which mostly focused on immediate service

delivery and benefit provision, both of which are short-term in focus (Page et al., 2024).

Finally, our review of the scheduled changes to the three systems shows potential for unexpected
effects on the specific system and other interconnected systems. For example, the inheritance
tax on unused pensions and death benefits, together with the pension investment review, which
are the two scheduled changes to the pension system, are designed to expand government
revenue and reduce risks to savings and investment, but they may also create disincentives to
save. Similarly, with respect to the scheduled changes targeting the healthcare system, although
they align with all the sustainability dimensions described in this paper, they lack clarity regarding
the guaranteed package of services and the scope of publicly provided services. Overall, while

6
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these scheduled changes represent important steps toward sustainability, the limitations
highlighted in this study underscore the need for a more comprehensive framework to assess the

sustainability potential of policies targeting the three old-age support systems.

Background: Relevant Population
Trends

There has been a steady increase in life expectancy over the past few decades. In 2000, around
one in six peoplein England were aged 65 years and over (15.8%), increasing to around one in five
people in 2023 - 18.7% (Office for National Statistics, 2023b). This trend is further projected to
continue, reaching 23.9% (one in four people) by 2039 (Office for National Statistics, 2024b).
One factor that is driving this trend is the declining fertility rate over the years (Office for National
Statistics, 2024b). Between 2000 and 2023, the total fertility rate for England and Wales
decreased from an average of 1.65 children per woman over their lifetime to 1.44 (Office for

National Statistics, 2023a), which is the lowest ever recorded rate.

Supporting this growing population of older people has remained a policy concern For example,
the total pensioner benefits (total expenditure on state pension, pension credit, pensioner
housing benefit and winter fuel payment) rose from £48.8 billion in 2000/01 fiscal year to £138.2
billion in 2023/24 period (Office for Budget Responsibility, 2025), almost three fold increase in
over two decades. This expenditure is further projected to reach about £172.15 billion in the

2028/29 fiscal year (Office for Budget Responsibility, 2025), equivalent to 5.34% of total GDP.

Adult social care, a type of support for people 65 years and older, is primarily provided by local
authorities and accounts for around 60% of total social care grants' (Foster, 2025). This

expenditure has also increased over the years. Between 2010/11 and 2023/24 fiscal years, the

! » of social care grants are spent on childrenb6s soci al
7
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average percentage of adult social care spending as a proportion of total net current expenditure
for local authorities in England increased from 12% to 17% (Foster, 2025). Furthermore, 81% of
local authorities planned to overspend on their adult social care budgets in 2024/25, up from
12% in 2023/24 (Association of Directors of Adult Social Services, 2024). This increase in
spending suggests that local authorities would be under significant financial strain due to their

limited sources of revenue generation (Sandford & Brien, 2024).

While funding demands associated with supporting the older population continue to rise, the
government’s ability to generate the revenue required to meet these obligations is
simultaneously undermined by demographic changes. Revenue raised through taxation of older
people is lower than that from the working-age population (those below 65 years), primarily
because older people tend to have lower earned income and reduced taxable consumption (OECD,
2020). Specifically, income tax, National Insurance contributions, and value-added tax, which are
the three largest sources of government revenue in England, are predominantly generated by the
working-age population (Warner, 2022). As the proportion of the working-age population is
projected to decline by 370,000 people between 2023 and 2040 (CBRE, 2023). This tax base will
further decline, resulting in fewer contributors to sustain the growing costs of supporting the

older population.

These demographic changes and the resulting fiscal pressures are not the only factors that
influence the government’s spending on the ageing population. The degree to which they
prioritise spending also depends on their ideological orientation and policy agenda. This
ideological influence is further evident in policy reforms that targeted the ‘sustainability’ of the
state pension system in England (Berry, 2016), in policy changes in the health and adult social
care system (Birrel, 2007; Taylor-Gooby, 2013), and in general, the re-designing of the British
welfare system (Adam & Gilgeri, 2025). More broadly, these ideological orientations shape
policymakers' shared, interrelated beliefs about how societies are organised (Corcoran et al.,

2020) and which sectors of society should be prioritised for government spending.
8
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The extent of support available to this growing population of older people from family members
represents another challenge, particularly in light of changing family structures (Broese Van
Groenou & De Boer, 2016; Evandrou et al.,, 2024; Pomeroy & Fiori, 2025) and changing job
arrangements (Plaisier et al., 2015), both of which influence the supply and nature of informal
care. Over the past decade, the proportion of married-couple families declined from 67% in 2012
to 65.2% in 2022 (Office for National Statistics, 2023b), while the share of families without
children rose from 42.1% to 42.9%. In the same period, more older people are living alone: among
men, the proportion rose from 15.25% to 19.65%, and among women, from 28.55% to 30.5%
(Office for National Statistics, 2023b). These shifts in household composition may reduce the
availability of informal caregivers for the older population (Evandrou et al., 2024), and even for
households with children, the extent to which adult children perform informal care responsibilities
depends on the nature and demands of their employment (Henz, 2006; Horrell et al., 2014 ;

Plaisier et al., 2015).

Review Methodology

This review adopts a scoping methodology to explore three questions:
a) What are the elements of the three old-age support systems, in terms of actors and
mechanisms of operation?
b) To what extent have there been policy changes within the systems over the years?
c) What are the scheduled changes and discussions that are aimed towards the

sustainability of the systems?

Identification of Relevant Studies/Documents

We considered only those studies related to pension, health care, and long-term care systems in

England. We reviewed policy documents, legislation, grey literature, and peer-reviewed
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publications relevant to these three systems.?2 These materials were sourced from the websites of
relevant national institutions, including the UK Parliament (specifically Hansard, the official report
of all Parliamentary debates), the Department for Work and Pensions, the Department of Health

and Social Care, HM Treasury, NHS England, and the Office for National Statistics (ONS).

We also sourced documents from other institutions whose work directly relates to one or more of
the three systems, including the Pensions Policy Institute, The King’s Fund, the Nuffield Trust, the
Institute for Fiscal Studies, the Office for Health Improvement & Disparities, Care England, AgeUK,
and the Care Quality Commission. In addition, we collected peer-reviewed literature from the Web
of Science, PubMed, CINAHL, ECONLIT, MEDLINE, and SOCINDEX. These databases comprise

diverse repositories of peer-reviewed literature in health care, long-term care, and pensions.

In this review, the term "system" refers to a broad institutional structure comprising
interconnected operational elements and processes that function collectively towards a common
goal. For “health care”, we refer to the institution of healthcare service delivery in England -
primarily the National Health Service. For “long-term care”, we refer to adult social care services
provided in various settings, including home-based care and residential or nursing home care. For
“pension”, our interest is the sources of income for the older population. These sources include

state pensions, workplace pensions, or private pension schemes, as available in England.

Inclusion Criteria and Quality Check

We include peer-reviewed and grey literature with varying study designs or methodologies,

published in English, and focusing on at least one of the three old-age support systems. Our review

2 This initial search resulted in the production of three overview papers that describes these three systems in deggh, includi
describing the historic evolution of policies that target these three systems, the implication of those policies on differer
demographic groups, and contemporary policies within these systems and their implication for sustainability. In thi®eseew, t
discussions are now updated, but these papers form the foundation for this current review.

10
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does not impose any date restriction on selecting studies, as it covers both historical and

contemporary literature.

We followed a three-stage screening process to assess both the quality and relevance of the
documents for this review. In the first stage, one researcher conducted a comprehensive review
and documentation of the available evidence related to the three systems. In the second stage,
this researcher, together with other members of the research team, reviewed the documented
evidence. Decisions regarding inclusion or exclusion were made by consensus. In the third stage,
the same researcher conducted a final review of the documented literature, while other team
members further checked the documentation to ensure completeness in answering the research

qguestions.

Data Extraction and Analysis
Toreview the different systems and policy changes, we collected information on the system being
considered, the specific policy, the year of the change, and the objectives of those changes. The

information collected was subsequently synthesised for this review.

We considered the full scope of old-age support systems, including both the public (i.e., services
and benefits funded or provided by the government, including the NHS, state pension, and adult
social care funded by local authorities) and private components (such as private pensions and
self-funded care). Where relevant, references to specific components of the system are clearly

indicated and justified throughout the discussion to minimise confusion for readers.

The Three Old-Age Support Systems

Description of the Three Systems

To streamline the discussion of the workings of the three old-age support systems, we begin by
explicitly defining them and outlining our rationale for their selection. The pension, healthcare,
and long-term care systems have been chosen because they collectively address essential

dimensions of well-being and financial security in old age. They can be thought of as a “system of
n
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systems” that supports people to live well in old age. In this section, we will describe them in no

particular order.

The primary objective of the pension system is to ensure financial security for individuals as they
age by providing income to support consumption and reduce the risk of poverty in old age (OECD,
2018). Within the pension system are the State Pension (SP), workplace pension schemes (WP),
and private pensions (PP).

Unlike the WP and PP, which are primarily defined contribution schemes - where the final benefits
received by individuals depend on the amount contributed and the investment returns generated,
with the investment risk borne by the individual (Cribb & Karjalainen, 2023) - the SP is an income
provided to individuals who have reached the State Pension age (66 years and above). The SP
operates on a Pay-As-You-Go (PAYG) framework, such that today’s workers finance today’s
retirees. It is a defined benefit scheme, with entitlement based on an individual’s National
Insurance contributions - a mandatory payment by workers and employers to the government,
used primarily to fund various state benefits and services. It also accounts for an estimated 42%
of total government expenditure on welfare (Office for Budget Responsibility, 2025) and
constitutes 71% of income for the poorest fifth of individuals within the ages of 66 and 70 years,

and 23% of income for the richest fifth (Cribb, Emmerson, Johnson, et al., 2023b).

The primary objective of the public health care system (i.e., the National Health Service - NHS)
is to provide comprehensive, universal, high-quality healthcare that is free at the point of use, by
ensuring equal access for everyone based on clinical need rather than the ability to pay. Although
one section of the NHS relates to strateqy, policy, and management, the provision of medical and
clinical care section covers the delivery of primary care (Community Care, GPs, Dentists,
Pharmacists, etc.), secondary care (hospital-based care accessed through GP referral), and

tertiary care (specialist hospitals) (Grosios et al., 2010).

12
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For the long-term care (LTC) system, the primary objective is to provide support and assistance
to individuals - specifically, in this study, old people - who experience difficulties performing daily
activities independently due to chronic illnesses, disability, cognitive impairment, or frailty
associated with ageing. This system comprises a range of support services delivered in various
settings by different caregivers, both formal (paid-for) and informal (unpaid), to enable service
users to live as independently and safely as possible (National Institute of Aging, 2025). Broadly,
support services within this system can take the form of institutional (facility-based) care or

community-based care (NHS England, 2023).

Elements of the Systems

Figure 1 provides an overview of the elements of the three old-age support systems in England.
The leadership responsible for setting strategic priorities for these systems is represented at the
top of the Figure. The respective government departments associated with the three systems are
HM Treasury, the Department for Work and Pensions (DWP), and the Department of Health and
Social Care (DHSC). HM Treasury is responsible for ensuring fiscal sustainability and allocating
funds to both the DWP and the DHSC. The DWP (responsible for pensions) and DHSC (responsible
for health and long-term care) are the two primary institutions overseeing the three systems.
They are responsible for policy design, oversight of policy implementation, and funding allocation
to the systems they oversee. Based on this institutional structure, the three systems are

interconnected.

The second tier, as illustrated in Figure 1, comprises requlatory and advisory bodies that establish
standards, monitor compliance, and provide technical guidance. The pension system includes
occupational and private pensions, which are additional components alongside the state pension.
The Pensions Regulator (TPR) oversees the governance, integrity, and security of the workplace
(i.e., occupational) pension schemes (Clark, 2022). The Pension Protection Fund (PPF) provides a
statutory safety net for members of eligible occupational defined benefit schemes that become

insolvent (Pension protection Fund, 2024), and it offers compensation where employers are

13
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unable to meet their pension obligations to scheme members (Pension Protection Fund, 2025).
Meanwhile, the Financial Conduct Authority (FCA) is responsible for requlating financial service
providers that offer private pensions.® It ensures consumer protection in case of insolvency
(Financial Conduct Authority, 2025) and promotes healthy competition among financial service

providers (Financial Conduct Authority, 2024).

In the healthcare and long-term care systems, the Care Quality Commission (CQC) requlates the
quality of care across both systems (Rayner, 2022), while the National Institute for Health and
Care Excellence (NICE) develops evidence-based guidelines that inform service delivery and
resource allocation within the NHS (Garbi, 2021). Although these requlatory bodies operate under
distinct mandates, they collectively ensure accountability in the delivery of health and adult social

care services and help maintain standards and quality across the sector (Baguma & Obeta, 2020).

The third tier consists of commissioners and planners who operationalise policy objectives and
coordinate service delivery at the local level. For example, the Integrated Care Systems (ICSs) are
“local partnerships that bring health and care organisations together to develop shared plans and
joined-up services™. The ICS consist of two bodies - the Integrated Care Boards (ICBs) and
Integrated Care Partnerships (ICPs). While ICBs are the statutory bodies responsible for planning
and funding most NHS-localised services, ICPs are statutory committees that bring together a
broad range of partners, including social care providers, the voluntary, community and social
enterprise sector, among others, to develop a health and care strategy that is unique to the local
needs of the population.® ICBs and ICPs are jointly responsible for planning and commissioning

NHS services within defined geographic areas and for facilitating collaboration among system

3 Seehttps://committees.parliament.uk/writtenevidence/106296/pdf/
4 seehttps://www.england.nhs.uk/integratedcare/wisdhtegratedcare/
5 Seehttps://www.england.nhs.uk/integratedcare/wilsahtegratedcare!
14
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partners to address the broader healthcare, public health, and social care needs of the local
population (Charles, 2022). Although these institutions have distinct roles and responsibilities,

they are designed to work together within the broader Integrated Care Systems (ICSs).

Local authorities retain statutory responsibility for assessing an individual’s long-term care
needs, determining eligibility, and commissioning adult social care services. They also engage in
broader market-shaping activities to ensure sufficient provider capacity (Davies et al., 2021,
2022). For this reason, local authorities are positioned between the third tier and service
providers, reflecting the fact that planning and commissioning bodies collaborate with the local
authorities to link the national policy goals set at Tier 1 and 2 with the care needs of local service

users.

Service delivery is carried out by a diverse set of providers. In the pension system, there are two
broad types of pension schemes: defined contribution schemes (including private and
occupational pensions) and defined benefit schemes (primarily the State Pension). The DWP
directly manages the State Pension through its Pensions Service unit. In the health care system,
service providers include NHS Trusts, which deliver secondary and tertiary care, and General
Practitioners (GPs), who provide primary health care. In the long-term care system, service
providers include local authority-operated services and a range of private and voluntary
providers. Overall, these providers deliver services that directly affect the well-being of the older
population, although they often operate under different mechanisms and principles, as discussed

in the next subsection.
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Figure 1: Overview of the Three Old Age Support Systems
Note: While not comprehensive, this figure illustrates the structure and governance of pension, long-term care, and healthcare systems in England. PIA- Personal Independence allowance; DLA- disability
living allowance; AA - Attendance Allowance; CA- Carer’s Allowance; ODB - other disability benefits; PLA-HB - Paid to local authorities for housing benefit; SF - Social Fund; OBE - Other Benefit
Expenditure (see Hobson et al., 2022, Page 20).
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Mechanisms and Principles of the Old Age Support Systems

As described earlier, the old-age support system includes both private components, such as
private pensions and self-funded health and care, and public components. Unlike the public
support systems, which are guided by clear funding mechanisms and access principles, the private
components are governed by individual responsibility and market-based principles that vary by
providers (Antos, 2015; Bonizzi et al,, 2023; Needham et al., 2017). Figure 2 summarises the
distinct funding mechanisms and access principles that govern the public component of the three

systems.

Healthcare Long-term care

Funding Mechanism:
« Local authority funding.
« Central government grants.

! Access Principle:

~ « Needs-based assessment by
- local authority.

~ « Means-testing.

Funding Mechanism:

« NIC

« General taxation, if NIC
are insufficient to cover
SP payments.

Access Principle:

« Contributory, such that
entitlement is based on
NIC record.

« Reaching State Pension
Age.

Pension

Figure 2: Summary of the Funding Mechanism and Access Principles of the Publicly Provided Components of the
Three Old-age Support Systems

The publicly provided components of the pension system are based on the principles of

contributory entitlements (e.qg., the state pension) and welfare (e.g., the pension credit). The state

pension system is primarily funded through National Insurance Contributions (NICs), collected
17
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from both employees and employers, and is supplemented by general taxation to fund means-
tested benefits, such as Pension Credit (Department for Work and Pensions, 2025a; O’Brien et al.,
2024). The private pension is funded by the individual or their employer, and returns are not

guaranteed; they depend on investment performance.

The public component of healthcare is predominantly funded through general taxation, with other
sources including National Insurance Contributions and patient charges. They account for
approximately 1% for services such as prescriptions and dental treatment (Arnold et al.,, 2025;
Arnold & Jefferies, 2025). Private healthcare, by contrast, provides additional or supplementary

services - and in some cases a wider range of services - at the individual’s own expense.

The long-term care system operates under a mixed funding model, comprising local government
revenues (e.g., council tax and business rates), central government grants, including ring-fenced
social care grants from the DHSC, and means-tested contributions from service users (Foster,
2025). In the private component, individuals fund their care through savings, investments, or

other assets.

The underlying principles for accessing these support systems vary by system. For state pensions,
eligibility depends on reaching the state pension age (Department for Work and Pensions, 2023),
currently 66 years in England, and on having a minimum number of qualifying years required for
full or partial entitlement (O’Brien et al., 2024). Currently, an individual must have 35 qualifying
years on their National Insurance record to receive the full new State Pension or at least 10
qualifying years to receive any State Pension (Low Income Tax Reform Group, 2025). Individuals
who supplement their State Pension through workplace or private pension schemes can access
their savings or investments at age 55 (Mirza-Davies, 2024) or earlier, depending on certain

circumstances such as serious ill health (HM Revenue & Customs, 2021).

NHS services are universally available to all residents based on need and free at the point of use

18
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(Wickens & Brown, 2023). However, these services are supplemented by private healthcare
(Goodair & Reeves, 2022; Propper, 2000), which provides additional access to care based on the
ability to pay and offers supplementary services at additional cost to the individual or their

employer.

For adult social care, which constitutes the publicly provided component of the long-term care
system, access is statutorily means-tested to determine eligibility for services. Local authorities
are responsible for conducting such an assessment (Roland et al., 2022). Following this process,
individuals with assets exceeding £23,250 are required to self-fund their care (Bancalari &
Zaranko, 2024). Those who do not meet this criterion or who require additional care resort to self-

funding (Whitehead et al., 2022).

Analysis of Historical Policy Changes in the Old-age Support Systems
Overlapping Timeline of Policy Changes

Table A1 in the appendix provides a detailed historical overview of some of the most prominent
policy changes in England related to pension, health care, and long-term care systems. Between
1908 and 1929, these changes included the Pensions Act (PA) 1908, the National Insurance Act
(NIA) 1911, the Ministry of Health Act (MHA) 1919, the National Insurance Act (NIA) 1925, and the
Local Government Act (LGA) 1929. These were the earliest policies that laid the foundation for
the welfare system, particularly through the emergence of state responsibility for supporting old-
age people and reducing poverty (PA 1908), differentiating the models used to fund health
insurance and pensions (NIA 1911, 1925), and structuring healthcare service delivery and

responsibilities (MHA 1919 and LGA 1929).

The period from the 1940s onward saw the institutionalisation of the welfare system through the
passage of the National Insurance Act 1946, the National Assistance Act (NAA) 1948, and the
founding of the National Health Service (NHS) in 1948 (see Table Al in the appendix). These

foundational policy changes aimed to establish a comprehensive welfare state, comprising
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pension and unemployment benefits, as well as a means-tested safety net to support individuals
in need (Crafts, 2024; Gladstone et al., 1999; Timmins, 2024). The changes also brought about the
institutionalisation of a universal, nationalised health care system that provided free health care
at the point of use to reduce inequalities and improve access (Clement, 2023; Delamothe, 2008;

Greengross et al., 1999; Smith & Tudor, 2018).

The 1970s saw structural adjustments to the welfare system with the passage of the NHS
Reorganisation Act (NHSA) 1973 and the Social Security Pensions Act (SSPA) 1978. One
significant reform under the NHSA involved restructuring the NHS by transitioning from a
tripartite system - where hospital, primary care, and community health services were managed
separately - to a more unified model. This included the establishment of Regional and Area Health
Authorities and the integration of local authority health services (such as health visiting and
community clinics) with hospital and primary care services under a single NHS management
structure (Battistella & Chester, 1973; Begley & Sheard, 2019; Jonas & Banta, 1975; Maile et al,,
2022; Price et al., 2019). Another major policy shift under the 1978 SSPA linked pension benefits
to individuals’ earnings and contributions (Hobson et al., 2024; Scottish Public Pensions Agency,

2025, 2025).

Margaret Thatcher’s government led the privatisation agenda in the 1980s, which was central to
reducing the state's role in the economy by promoting private ownership and reducing public
sector borrowing.b The 1980 Health Services Act led to the reorganisation of NHS administration
and the outsourcing of health services, while the 1980 Social Security Act played a significant role
in the privatisation of the social security system in England, affecting long-term care. The 1986
Financial Services Act introduced personal pensions, allowing both individuals and employers to

contribute by 1988.

6 SeePrivatising the UK’s nationalised industries in the1980s - Centre for Public Impact
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The 1990s marked a significant shift in the health and long-term care systems, particularly with
the passage of the National Health Service and Community Care Act 1990. This legislation
introduced more market-oriented service delivery by creating NHS trusts and modifying social
care delivery mechanisms managed by local authorities. According to policy documents, the aim
of these changes was to improve health service delivery by allowing NHS trusts to borrow money,
generate income, and raise revenue directly through service provision (The Health Foundation,

2025a).

Other policy and institutional changes since 2000 included the founding of the Pensions
Commission (PC) in 2002, the introduction of the Payments by Results regime (PbR) in 2002, the
NHS Act (NHSA) 2006, the Pensions Act (PA) 2008, and the Health and Social Care Act (HSCA)
2008. These reforms affected pension, health care, and long-term care systems in different ways.
For pensions, the PC’s recommendations focused on the sustainability and adequacy of the
system. The PC proposed raising the State Pension Age (SPA), linking pensions to earnings for
indexation, and introducing automatic enrolment. These measures aimed to ensure the long-term
viability of the State Pension, both in terms of government fund capacity and in maintaining
pension value in real terms despite inflation (Turner et al.,, 2004; Department for Work and
Pensions, 2006). The recommendation for automatic enrolment led to the subsequent passage of
the 2008 PA, which aimed to improve pension participation among individuals aged 22 up to the
SPA who earn more than £10,000 annually (Department for Work and Pensions, 2023; Kennedy,

2023; Massala & Pearce, 2022).

In the health care system, reforms during this period established a market-oriented framework
by tying hospital reimbursement to the number of patients treated at a fixed rate (Charlesworth
et al., 2014; Maybin, 2007). The NHSA 2006 promoted patient involvement in care (NHS England,
2017), while the HSCA 2008 focused on improving the quality of care (Department of Health and

Social Care, 2022b). Specifically, it led to the establishment of the Care Quality Commission to
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strengthen oversight and accountability in health and adult social care delivery (Department of

Health and Social Care, 2022a).

Reforms between 2010 and 2020 targeted changes across all three systems. In pensions, these
included the introduction of the triple lock in 2010, the 2011 and 2014 Pensions Acts, and the
launch of the single-tier State Pension in 2016. These policies aimed to ensure the long-term
sustainability and adequacy of the pension system. The triple lock guaranteed real-term growth
in the State Pension by linking increases to the highest of inflation, average earnings growth, or
2.5% annually (Department for Work and Pensions, 2025b; Hobson et al.,, 2023; Kirk-Wade,
2023). However, the policy later led to an increased fiscal burden (Cribb, Emmerson, &
Karjalainen, 2023). In response, the government accelerated the increase of the SPA through the
2011 and 2014 Acts (Department for Work and Pensions, 2023; Hobson, 2023). The single-tier
pension, introduced in 2016, aimed to simplify the system, reinforce the contributory principle
based on National Insurance, and reduce inequality caused by earnings-based variation in

benefits (Department for Work and Pensions, 2013).

In health care and long-term care, the 2012 HSCA extended the market-based principles and
competition in service delivery (Department of Health, 2012; The Health Foundation, 2025b),
while the 2014 Care Act clarified the roles and responsibilities of local authorities in managing

and delivering long-term care (Care Quality Commission, 2022; CarersUK, 2020).

The two major policy changes since 2020 are the Health and Care Act (HCA) 2022 and the
Pension Act (PA) 2023. The HCA aimed to deepen integration and reduce market competition in
health care and long-term care, while also strengthening accountability and promoting proactive
public health interventions. For example, the Act established Integrated Care Systems (ICSs),
comprising Integrated Care Boards (ICBs) and Integrated Care Partnerships (ICPs), to improve
coordination among health, LTC, and public health services at the local level, and ensure that

interventions are tailored to local population needs (Department of Health and Social Care,
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2025a; Murray, 2022). Additionally, the Act repealed the competition rules introduced under the
2012 Health and Social Care Act, marking a shift from market-based tendering and toward more
collaborative service delivery (BMA, 2024). It also introduced a cap on personal care costs,
strengthened NHS accountability (Holmes, 2022), and promoted public health through measures,

such as restrictions on junk food advertising (Department of Health and Social Care, 2025b).

The 2023 PA focused on expanding access to the pension system by granting the Secretary of
State the authority to lower the minimum age for automatic enrolment to 18 and to reduce the
qualifying earnings threshold to £0.” As a result, automatic enrolment now includes younger
individuals (aged 18 to 21) and low earners who would previously have been excluded (Mirza-

Davies & Cunningham, 2025).

Of the thirty one policy changes featured in this review, fifteen were distinctly focused on the
pension system, seven on the healthcare system, and four on the long-term care system. Only five
of the policies involved changes in more than one system. This distribution of policy changes
across the systems is summarised in Figure 3. Overall, the distribution suggests that most policies

(about 84%) have focused on single systems, only 16% focused on more than one system.

7 See legislation herattps://www.legislation.gov.uk/ukpga/2023/44/section/1
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Figure 3: Distribution of Policy Changes across the Old-age Support Systems (1908-2023)
Note: “More than one system” describes instances where a policy targets at least two of the systems.

Clustering Policy Changes and Global Shocks

We further explored the clustering of these policy changes over periods marked by significant
social, political, or economic shocks in England. We define large-scale shocks as events with
substantial impacts that often compel governments to revise or reform existing policies in
response (Hermann,1990) and cluster policy changes only if they occur during or within five years
following shocks. We purposively selected this five-year window to capture the period when
governments are most likely to respond to the shocks. Although we do not draw causal
conclusions from this exercise, we aim to identify whether any patterns emerge in the timing of

policy changes.

Figure 4 presents the number of policy changes clustered with different shocks. It shows that
most policy changes (84%) between 1908 and 2023 occurred during periods of significant events,
typically linked to wartime government spending, privatisation, or efforts to stabilise the economy
following a recession or financial crisis. Specifically, 23% of the policy changes occurred during
or immediately after periods of war - namely, World War | (1), World War Il (3), and the Global War
on Terror (3). Thirty five percent coincided with periods of economic shock, including the Second

Industrial Revolution (2), global recessions (2), and the Global Financial Crisis (7), while 19% were

24



kent.ac.uk

in the period of privatisation. The remaining two policy changes occurred during the COVID-19

pandemic. Only five policies (approximately 16%) could not be linked to any identifiable shock.

In summary, the pattern that emerges from Figure 4 is that the timing and frequency of policy
changes are consistent with reactive policymaking across the three old-age support systems in
England. Approximately, four in every five policy changes between 1908 and 2023 occurred in
clusters during or shortly after significant events. Whether these events directly caused the policy
changes is beyond the scope of this review. However, the timing of these changes nonetheless
suggests that policy responses across all three systems may have been influenced by pressures
arising from these events.
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Figure 4: The Number of Policies Coinciding with the Identified Shocks
Note: This figure was generated by counting the number of policy changes corresponding to the identified shocks listed in Tab
Al. To identify relevant events, we examined each decade between 1908 and 2023 and identified major global events. We th
recordedhe dates of these events and clustered policy changes that occurred during or within five years following each event
The dates of these events are based on declarations made by global institutions. For example, altbouib-th@ outbreak
began in Deamber 2019, the World Healtbrganisatiordeclared it a pandemic in March 2020. Statmhe refers to policy
changes that could not be clearly linked to any significant shock with an identifiable impact on England.

Scheduled Changes to the Three Systems

Part of the overview of the three systems is the scheduled changes. These are the changes
published after July 9, 2024, on the websites of various government departments, including the

Department of Health and Social Care, the Department for Work and Pensions, and HM Treasury.
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This period corresponds with the change in government leadership in England.

The results of our search reveal the changes across three government initiatives. The first is the
"Fit for the Future: 10 Year Health Plan for England.” This change aims to improve the health system
based on three major reforms: (a.) Localising healthcare; (b.) improving workforce and system
productivity that leverages modern technology to deliver the best healthcare by enhancing
training, leverages modern technology, harnessing data, and promoting health research and
development; and (c.) focusing health and care on prevention by embedding health in all
government policies, promoting healthy lifestyles, and addressing health inequalities (see Table

2 for a comprehensive description of the changes).

The second change is outlined in the Pensions Investment Review (PIR), which was launched in
July 2024 by the Labour Government. This reform seeks to achieve scale and promote
consolidation within the Defined Contribution (DC) scheme market. The rationale is that larger
and better-managed schemes are more capable of delivering stronger returns for savers while
also mobilising capital for domestic investment in the UK economy (Department for Work &

Pensions, 2024; HM Treasury et al., 2025).

To achieve this scale in the DC scheme market, the proposed mechanisms include setting a
minimum asset threshold for pension providers and master trusts (between £25 and £50 billion
in assets under management) and reducing the number of standard investment options available
in the marketplace (i.e., default arrangements). These measures are intended to ensure that

savers benefit from larger, better-managed schemes (HM Treasury et al., 2025).

Another change concerning the pension system, as described in Table 2, is the consideration of
an individual’s pension as part of their estate for inheritance tax purposes. Under this policy
option, which is set to take effect from April 2027, pension scheme administrators (PSAs) will be
responsible for reporting and paying any Inheritance Tax (IHT) on unused pension funds and death

benefits accrued to service users (HM Revenue & Customs, 2024).
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Proponents of this change argue that, beyond meeting the government’s fiscal needs, it
contributes to reducing wealth inequality (Fize et al., 2022; Nekoei & Seim, 2023). Addressing
wealth inequality is particularly relevant in England, where children of parents in the wealthiest
fifth inherit an average of £830,000, compared to just £180,000 for children of parents in the
least wealthy fifth (Advani & Sturrock, 2023). However, some other studies (e.g. Advani &
Sturrock, 2023; Fize et al., 2022) contend that IHT alone is insufficient to mitigate the inequality
of opportunity created by inherited wealth. While others note that this policy remains unpopular

in England (Ansell, 2023).

Debated Policies in Parliament

Apart from the scheduled changes to the three systems, we also present the relevant debates in
parliament. The main aim of this exercise is to highlight recurring patterns in the debates’ focus.
To achieve this aim, we collected information from the UK Parliament website, Hansard, the
official record of all Parliamentary debates. We restricted our search to policies since July 9,
2024, with specific keywords that are unique to each of the systems, such as: “state pension”,
“pension” for the pension system; “NHS”, “healthcare”, “health” for the healthcare system; and
“social care”, “long-term care”, “adult social care” for the long-term care system. Debates related

to foreign policy, even when they reference one of the three systems - such as “Gaza: Healthcare

System Reform”- were excluded from the review, as they concern systems outside England.

This review is disaggregated by the two chambers of parliament (the House of Commons and the
House of Lords). The aim is to broadly explore whether there are differences in patterns, priorities,
or perspectives in policy debates over the three old-age support systems. A detailed description
of the policy actions is provided in Table A2 in the appendix, and a summary is presented in the
Figures in this subsection. Specifically, Figure 5 shows that there were 134 debates across both
chambers of parliament. Most of these debates focused on the healthcare system (51 % of all

debates), followed by long-term care (27%) and the pension system (22%).
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Table 2: Scheduled Changes that will Shape the Three Systems

Source

Description

Scheduled Changes

‘ Fit for the Future: 10 Year Health Plan for

England, available here Fit for the future: 10

Year Health Plan for England

A Labour government
policy that targets the
healthcare system.

The aim is to modernise
the NHS based on three
key policy objectives:
a) Hospital to
Community,

b) Analogue to Digital,
and

c) lliness to Prevention.

Localising healthcare by:

1 From hospital to community, by localising healthcare services.

1 A devolved and diverse NHS operating model.

1 A new transparency of quality of care

Improved workforce and system productivity that leverages modern

technology to deliver the best healthcare by:

1 Moving from analogue to digital.

1 Upskilling workforce towards an NHS fit for the future.

1 Innovatively powering transformation to drive reform by leveraging
data, Al, and other technology for better service delivery.

9 Drive productivity and establish a new financial foundation.

Focus healthcare on sickness prevention by:

9 Public health measures to drive healthy living, prevent sickness, and
address health inequalities.

This policy aims to
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Note: The Table contains a description of the policy changes that target any of the three old-age support systems.

28



https://assets.publishing.service.gov.uk/media/6888a0b1a11f859994409147/fit-for-the-future-10-year-health-plan-for-england.pdf
https://assets.publishing.service.gov.uk/media/6888a0b1a11f859994409147/fit-for-the-future-10-year-health-plan-for-england.pdf
https://assets.publishing.service.gov.uk/media/683971d8e0f10eed80aafb3a/27.05.2025_PM_-_final_report.pdf
https://assets.publishing.service.gov.uk/media/683971d8e0f10eed80aafb3a/27.05.2025_PM_-_final_report.pdf
https://assets.publishing.service.gov.uk/media/683971d8e0f10eed80aafb3a/27.05.2025_PM_-_final_report.pdf

