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Living with Care: The Older Person
[bookmark: _Toc160979172]INTRODUCTION
In the older stages of life, one's physical and mental health tend to decline. The reality of one's health deteriorates more quickly with the passage of time than one's perspective of their own health (Clark, 1967; Henchoz et al., 2008). In assessing their own health, people engage in a number of psychological processes that contribute to this growing gap. There is a lot of evidence that shows the health declines with age. There is a strong correlation between an individual's perceived health their assessment of their own health and their actual health status as revealed by more objective metrics (Singh-Manoux et al., 2005). According to a number of writers, the elderly are more likely to report functional health, physical diseases, and mental health when asked to anticipate their own health perceptions (Frostholm et al., 2007).
[bookmark: _Toc160979173]1.1	UK AGING POPULATIONS
The way healthcare systems will manage an aging population is a growing problem for businesses throughout the globe (Scrutton et al., 2015). There is a clear correlation between advancing age and a rise in healthcare expenditures, and it is anticipated that healthcare for the extremely old would consume a larger share of health budgets going forward. Spending on the National Health Service (NHS) in the United Kingdom is expected to remain unchanged for at least three more years, which, if inflation rates remain unchanged, would result in a real terms yearly reduction in funding of about 1.6%. 
Commissioning organizations are actively attempting to predict the impact of an aging population on future expenses and the resulting shifts in budgetary priorities in order to better manage future demands and costs (Caley & Sidhu, 2011). Several PCTs within the NHS have given local estimates as part of the World Class Commissioning process (Marks, 2014; Sheaff et al., 2015). These estimates are based on models that assume the costs of health care for particular age groups would remain constant over time, accounting for inflation (Getzen, 2007). The two well-documented phenomena of morbidity compression and expansion, as well as the dramatic increase in yearly healthcare expenditures during the latter years of life which can constitute around 10% of total healthcare expenditures are overlooked by this approach.
The population of the United Kingdom is expanding and getting older at a rapid pace. The ageing of the UK population is a major contributor to the aging of the overall population, and this trend is expected to persist in the years to come. Projections show that the number of individuals 65 and older in the UK might reach 16.1 million by 2032, up from 9.8 million in 2007 (Dunnell, 2008; Wren, 2009). In 2007, there were 1.3 million individuals in the UK who were 85 and older; by 2032, that number is expected to rise to 3.1 million (Gu, 2020). Society will face additional issues as a result of an aging population, including making sure people can access services, housing, welfare, pensions, and benefits, among other things. 
Nearly 61 million people called the United Kingdom home in 2007. With a rise of 3% from slightly over 59 million in the five years following 2002, and an increase of 8% from slightly over 56 million in 1982, this was a significant growth (Passel & D'Vera Cohn, 2008). While Scotland's population shrank somewhat between 1982 and 2007, the populations of England, Wales, and Northern Ireland grew by 9%, 6%, and 14% correspondingly. All four nations, nevertheless, have seen increases in their populations within the last five years (Dunleavy et al., 2018). 
[bookmark: _Toc160979174]1.2	EMPLOYMENT AND INCOME
Figure displays the predicted and estimated old-age support ratio for the United Kingdom from 1972 to 2032. The ratio shows the proportion of the population that is of working age relative to the total population in SPA, which accounts for the UK government's planned gradual modifications to SPA from 2010 to 2046 (Kanabar & Kalwij, 2019; Payne, 2018). Figure 21 shows the old-age support ratio as a function of the retirement age and how it may alter over time. The ratio of persons of working age to those above SPA will be around 2.9 by the year 2032. It was anticipated that this number would drop to around 2.2 individuals in the absence of the proposed SPA modifications. Considering potential future inactivity due to early retirement, health issues, impairments, or care obligations that prohibit individuals from working is not taken into consideration by the old-age support ratio, which is a demographic ratio. Similarly, some SPA members will opt to keep working even after they retire. Use it with caution since it does not reflect the economic support ratio, which is calculated as the ratio of the number of working-age adults to the number of retirees aged SPA.
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[bookmark: _Toc160979175]1.3	HEALTH
More and more individuals are surviving to incredibly old ages as a result of advances in the life expectancy. You might not have perfect health or be free from crippling infirmity for all of those extra years. It is anticipated that the number of individuals suffering morbidity in old age and the number of years people may expect to live with morbidity would both rise due to rising morbidity rates and the projected growth in the number of persons at older ages. When it comes to allocating resources and assessing health requirements, up-to-date and reliable information on older adults' health condition is becoming increasingly vital.
[bookmark: _Toc160979176]MAIN BODY
[bookmark: _Toc160979177]2.1	CASE STUDY
The 81-year-old Bernard lives in a nursing home with the help of his family, who contribute £345 weekly toward the £850 weekly cost of his care. 
Bernard is a cricket fanatic with Type 1 diabetes and vascular dementia; he can still identify members of his family and reminisce about his time serving in the RAF in the '60s and '70s. All of Bernard's great-grandchildren two great-grandsons, three great-granddaughters, and one grandchild visit once a week. His 73-year-old wife has trouble seeing other people taking care of her husband and is anxious whenever she visits the residential care facility. As a result, she no longer sees Bernard frequently but instead contacts the nursing staff once a week to see how he is doing. 
[bookmark: _Toc160979178]2.2	ISSUES ABOUT CASE INDIVIDUAL 
After Bernard spent three years in the hospital with recurring UTIs and difficulties controlling his blood sugar levels, a social worker started helping him. Although occupational therapists helped Bernard and his wife make adjustments to their home, a team consisting of Bernard's social worker, medical consultant, and general practitioner determined that he could not return home because of his medical issues, which his wife could not handle on her own. 
In the course of his stay at the residential home, Bernard has been involved in many problems. One of them was when he followed others out of the main door and proceeded to a nearby pub, where he purchased a pint of beer without paying. The bartenders phoned the authorities to report the incident. Bernard, who finds the maintenance crew fascinating, has taken to accompanying them on many occasions, helping them with tasks such as mounting ladders, disconnecting wiring, deactivating door locks, and "fixing" the sink in his ensuite bathroom. 
[bookmark: _Toc160979179]2.3	CASE AND RELATED DISEASE
The fast aging of the population is leading to an increase in both the incidence and prevalence of diabetes. While type 2 diabetes is mostly to blame, epidemiological evidence shows that type 1 diabetes is also on the rise, with an annual increase of 2-5% globally. More people with type 1 diabetes are making it into their senior years because to better diabetes care. Plans for the management of elderly persons with diabetes should take into account the fact that their functional status and capacity to self-manage their condition might change as a result of aging. Because of the advances in type 1 diabetes care following the Diabetes Control and Complications Trial, older persons may find it challenging to adhere to the frequent usage of sophisticated insulin regimens. Because of the normal changes that occur with age, treatment plans will need to be adjusted. Improving the quality of life of older persons and reducing needless health care expenses are both possible outcomes of addressing the special difficulties connected with aging. 
2.4	HEALTH CARE
Severe hypoglycemia, micro- and macrovascular problems, cognitive decline, and physical limitations are all more likely in elderly persons with long-term diabetes. Inadequate social support, functional impairments, irregular eating habits, and other medical comorbidities are all possible among the elderly. Additional challenges in self-management duties and worse quality of life are experienced by those with geriatric syndromes, which include chronic pain, urine incontinence, polypharmacy, cognitive impairment, frequent falls, and depression. Treatment strategies should take into account the clinical, functional, and psychological aspects. To maintain quality of life, it is necessary to reduce hypoglycemia and severe hyperglycemia. 
Visual and auditory deficits impact self-care abilities and are associated with aging, diabetes-related vascular and neurological damage, and other conditions. Serious hypoglycemia (such as central scotoma and impaired contrast sensitivity) and hyperglycemia (such as fuzzy vision) can cause acute reversible alterations in vision. Insulin errors could lead to hypoglycemia and falls if the patient has impaired eyesight. If a patient has hearing loss, it could be harder for them to grasp what their physicians are saying. Negative psychosocial impacts, such as exhaustion, avoidance, sadness, and negativism, as well as impaired hearing and vision, might further restrict social contact and autonomy. Diabetes education and training should include the identification and treatment of such impairments, as well as the modification of care programs as necessary. A magnifying glass, an insulin pen, a "talking" glucose meter, or instructions given in a high font size can all be useful. 
Micronutrient deficits can occur in older persons with diabetes due to a decrease in calorie intake that occurs naturally with age. Some of the factors that might contribute to undernutrition include dental problems and tooth loss, difficulties with shopping for food or cooking or eating, depression, trouble swallowing, and taking many medications. Dietary deficiencies, accelerated sarcopenia, and compromised bone health can result from any kind of weight reduction, whether deliberate or accidental. 
It is advised to seek out dietary guidance. You can utilize nutritional supplements and meals that are already fortified. Community services like Meals on Wheels or the meals provided by senior centers may be helpful for the elderly. To better manage poor and unpredictable food intake, it may be more prudent to inject rapid-acting insulin after meals than of before. This will enable for lower doses in the event that food consumption decreases. 
2.5	RELEVANT SUPPORT AND INTERVENTION
Few studies have examined the best ways to manage type 1 diabetes in the elderly. The American Geriatrics Society and the American Diabetes Association both agree that treating diabetic elderly individuals requires a multidisciplinary team approach (Huang, 2016). Adapting to the unique challenges of each age group, developing individualized treatment programs, and educating the patient and caregiver are all essential components of this strategy. 
Treatment aims to achieve healthy glycemic control and lessen the chance of dangerous acute complications including hypoglycemia and extreme hyperglycemia. These suggestions are mostly meant for those with type 2 diabetes who are 65 and older. A framework is provided for addressing glycemic aims and therapeutic goals for blood pressure and dyslipidemia, taking into consideration the health condition and comorbidities of older adults (Durso, 2006). The elderly who are healthy and able to care for themselves should receive more intensive treatment than the elderly who are fragile or who suffer from a number of diseases and impairments that shorten their life expectancy. A suggested A1C goal for healthy older persons who are able to self-manage their diabetes and have minimal comorbid chronic conditions is less than 7.5% (Strain et al., 2021). 
2.6	INSULIN THERAPY
Serious hyperglycemia and DKA can only be prevented by insulin treatment in type 1 diabetes. Different frailty levels and life expectancies necessitate different insulin treatment plans and administration methods for healthy older persons. 
For financial reasons, some elderly people take a combination of NPH insulin twice day and conventional insulin before meals (or lunch if the NPH effect in the morning isn't enough to cover lunch) instead of insulin analogs. Snacks may be necessary in the middle of the morning, mid-afternoon, and before sleep due to the increased risk of hypoglycemia with these insulin formulations. In order to rule out nocturnal hypoglycemia, it is recommended to check glucose levels in the middle of the night. One strategy to lessen the likelihood of hypoglycemia throughout the night is to inject NPH insulin before going to bed (rather than before supper). 
2.7	RELEVANT POLICIES AND LEGISLATION 
Worldwide, there is a growing interest in adult safeguarding from both policymakers and practitioners. Social workers and others in Ireland's professional community now routinely investigate and intervene in cases involving the suspected abuse of vulnerable persons. This suggests significant organizational hurdles in carrying out adult protection duties in a manner that benefits all parties involved. A prominent aspect of social work in Ireland now involves investigating and intervening in cases of suspected abuse of older individuals. "Elder abuse is a single or repeated act or lack of appropriate action occurring within any relationship where there is an expectation of trust which causes harm to an older person," goes the worldwide definition of elder mistreatment that much of the West, including Ireland, has accepted. To put this theoretical concept into practice, we may classify forms of abuse against the elderly into the following: physical, sexual, psychological, financial, and neglect. 
Despite their usefulness, the limits of these specific and restricted classifications are being more acknowledged. When it comes to abuse, the perspectives and realities of elderly people are largely ignored. Studies conducted in Ireland have shown that the elderly view elder abuse as a phenomenon that causes them to lose control over their own lives, their social standing, their rights, and their ability to express themselves. 
July 2009 saw the implementation of Ireland's National Quality Standards for Residential Care Settings for Older People (Naughton et al., 2010). The requirement that "each resident is protected from all forms of abuse" (Standard 8) is especially pertinent. Individuals receiving long-term care can suffer from a variety of health problems, including frailty, disability, and cognitive impairments. Because of how much they rely on other people, they may be more susceptible to neglect and abuse. 
Furthermore, they face several challenges when trying to report abuse or act assertively because of the fear of retaliation. While social workers are not commonly hired in Ireland, they have long been an integral element of nursing care staff teams on a global scale. The recent abuse scandals, like Áras Attracta, have made it extremely difficult for Ireland to respond to cases of maltreatment or abuse in residential institutions like nursing homes. The existing narrow mandate of social workers to investigate claims of abuse or institutional abuse of vulnerable people in nursing, residential, or institutional care must, therefore, be carefully considered while formulating a new policy for the protection of adults (Donnelly & O'Brien, 2018). 
[bookmark: _Toc160979180]CONCLUSION
Significant functional impairment and worse health status are common among older adults with diabetes. Personalized diabetic care and thorough geriatric evaluations may help this group. Exercise is likely to improve metabolic control and daily function, particularly mobility, and there is mounting evidence that physical activity, and resistance training in particular, is an important part of managing diabetes in older adults. Falls are more common in older adults with diabetes due to factors including decreased limb function, cardiovascular disease, polypharmacy, and reduced balance. Comprehensive geriatric evaluation and treatments, as well as individualized fitness regimens, have a strong clinical track record of success in reducing the risk of falls among the elderly. Recommending a comprehensive intervention, like those used in programs to reduce falls, seems sensible given the complex challenges that older people with diabetes face.
[bookmark: _Toc160979181]RECOMMENDATIONS
Special care is needed while managing diabetes in the elderly to guarantee general health and wellness. Maintain consistent monitoring of blood glucose levels. If you want to know how your body reacts to various meals, drugs, and activities, you need to monitor it. Eat a variety of fruits and vegetables together with nutritious grains and lean meats on a regular basis. To keep your weight in check and your blood sugar levels under control, watch what you eat. Be sure to follow your doctor's orders about medication. Make sure you take your prescription at the same times every day.
Stay active on a regular basis; it will help you manage your blood sugar levels, boost your circulation, and enhance your health in general. Pick exercises that are manageable given the person's current health status and degree of fitness. Look for wounds, blisters, or infections on the foot on a regular basis. Prevent foot issues by wearing shoes that fit correctly and are comfortable. 
Keep tabs on your health by making an appointment with your doctor on a frequent basis. Talk about any worries or changes in your health as soon as possible. Maintaining an adequate fluid intake aids in both kidney function and glucose regulation. 
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