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Living with Care: The Older Person
USAYLA
[bookmark: _Toc161058195]INTRODUCTION 
During the later phases of life, both physical and mental health typically deteriorate. One's physical well-being declines at a faster rate over time compared to their perception of their own health (Diener & Chan, 2011). When evaluating their own health, individuals participate in many psychological processes that lead to the widening disparity. Abundant data indicates that health deteriorates as one ages. There exists a robust association between an individual's subjective perception of their health and their own evaluation of their health, and their real health condition as determined by more concrete measurements (Diener & Fujita, 2013). Several authors have suggested that older individuals are more prone to report their functional health, physical ailments, and mental well-being when asked to predict their own health assessments.
[bookmark: _Toc161058196]1.1	AGING DEMOGRAPHICS IN THE UNITED KINGDOM
The management of an ageing population by healthcare systems poses a significant challenge for corporations worldwide (Chand & Tung, 2014). There is a direct relationship between increasing age and an increase in healthcare costs, and it is expected that healthcare expenses for the very elderly will make up a larger portion of healthcare budgets in the future. Expenditure on the National Health Service (NHS) in the United Kingdom is projected to stay the same for a minimum of three additional years (Cylus et al., 2015; Miles et al., 2021). Assuming inflation rates remain constant, this would lead to an annual decrease in spending of approximately 1.6% in real terms (Jump, 1980). 
Organizations responsible for commissioning are actively striving to forecast the repercussions of a growing elderly population on future expenditures and the consequent changes in budgetary preferences, with the aim of effectively handling future demands and costs (Hovey, 1999). Multiple Primary Care Trusts (PCTs) within the National Health Service (NHS) have provided local estimates as a component of the World Class Commissioning process (Sheaff et al., 2015). These projections rely on models that predict the expenses of healthcare for specific age brackets would be consistent over time, taking into consideration inflation. This approach fails to consider two well-documented phenomena: morbidity compression and expansion. Additionally, it overlooks the significant increase in healthcare expenditures throughout the later years of life, which can account for around 10% of overall healthcare expenditures (Lindh & Malmberg, 2000).
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Figure 1.1 AGING DEMOGRAPHICS IN THE UNITED KINGDOM
The population of the United Kingdom is experiencing significant growth and ageing. The demographic shift towards an older population in the UK is a significant factor in the total ageing of the population, and this pattern is projected to continue in the future. Projections indicate that the population of adults aged 65 and over in the UK will potentially increase to 16.1 million by 2032, compared to 9.8 million in 2007 (Dunnell, 2008). The UK has 1.3 million individuals aged 85 and older in 2007, and it is projected that this number would increase to 3.1 million by 2032. The ageing population will present society with various challenges, such as ensuring the accessibility of services, housing, welfare, pensions, and benefits, among other considerations (Turkiewicz et al., 2014). 
In 2007, the United Kingdom had a population of approximately 61 million individuals. Experiencing a 3% increase from just over 59 million in the five years after 2002, and an 8% increase from slightly over 56 million in 1982, this represents a substantial gain. Scotland experienced a little decline in population from 1982 to 2007, whilst England, Wales, and Northern Ireland saw population growth rates of 9%, 6%, and 14% respectively. However, all four nations have experienced population growth in the past five years. 
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Housing options, neighborhood safety, and proximity to amenities like grocery stores, pharmacies, and public transportation are all parts of the larger physical environment that influence an elderly person's capacity to live independently. Few published studies have examined the role of physical environment in determining the likelihood of home care ability or death for elderly people living alone in the United Kingdom (Stuck et al., 1999). Although staying at home is good for mental health, being in a bad physical environment can make individuals sick. When it comes to concerns about perceived vulnerability and safety, the living environment and the surrounding community have a significant impact on the quality of life for older adults. Lack of access to or proximity to sources of assistance and support is a significant trait among those living alone in disadvantaged locations, and research has demonstrated that the impacts of disadvantage from a variety of inequalities add up, regardless of whether they live in an urban or rural setting. The supply and demand for official and informal "paid" care for the elderly is different in rural locations, as we will see in the section below. There is a correlation between an elderly person's material surroundings and the quality of their physical environment, as well as their access to resources (Jenson & Jacobzone, 2000).
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Due to advancements in life expectancy, an increasing number of individuals are reaching exceptionally old ages. It is possible that you may not have optimal health or be completely free from debilitating illness during those additional years (Kinsella & Phillips, 2005). It is expected that both the number of individuals experiencing illness in old age and the number of years people can expect to live with illness will increase due to higher rates of illness and the projected increase in the number of older individuals. Accurate and current information on the health status of older individuals is becoming more and more crucial for resource allocation and health assessment (Fillenbaum, 2013; O'boyle, 1997).
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Usayla resides alone in a ground-floor flat in a tiny town, and she is eighty-eight years old. Despite suffering from knee and hand arthritis, Usayla continues to lead an active and self-sufficient life. She goes to church every day and is well-respected in the neighborhood. Her little garden provides her with fresh produce, and she takes great pleasure in preparing it in her home kitchen. 
Usayla immigrated to the United Kingdom from Jamaica while she was a youngster in 1952; she remained single after her spouse passed away in 1984. Usayla enjoyed a career in education and then became a librarian at her community centre; she is still very much a reader, although she has trouble bringing heavy books home on the bus. The Usayla family includes two grandkids and four sons. She has three sons: two in Jamaica, one in Australia, and one who resides in the UK but doesn't come home very often. During their visit from Jamaica, Usayla's grandchildren helped her establish up an internet connection using an iPad, enabling her to make video calls. 
Usayla loves to converse with the families and dog walkers who frequent the park, as well as the other volunteers who help with litter picking. With the help of her iPad, she has also started participating in her church's weekly online bible study. 
Usayla uses the local bus service to go to the store, church, and friends since she does not have a car. She used to buy a lot of food every time she went grocery shopping, but now she had to use a shopping cart, which is becoming more of a hassle for her. The local bus service has been cut to three times a day from an hourly schedule due to budget cuts made by her council. One day, Usayla was worried because she missed her bus home. As a result, she had to stay in the shopping mall for three hours longer than expected. Since then, she has lost confidence in going shopping. Although Usayla's church friends have told her that they can provide rides, she is still hesitant to purchase a cell phone. 
Because her husband is laid to rest in the United Kingdom, Usayla would like to stay here. However, her worried relatives are pressuring her to return to Jamaica because she is losing weight. 
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Among the most debilitating chronic diseases affecting the elderly, arthritis is right up there. Patients' mobility is restricted, their quality of life is negatively impacted, and they are more likely to experience invalidation as a result of the condition and self-service (Hadler, 2005). Joint system changes and physiological functions of the organism contribute to the worsening of RA clinical manifestations with age (Boots et al., 2013). These changes include a decrease in vitamin D synthesis, secretion of endorphins, aerobic loading of bone and muscle mass, an increase in adipose tissue, and a weakening of the immune system. The following factors contributed to the development of immunodeficiency: pharmaceuticals (including antibiotics, steroids, non-steroidal anti-inflammatory drugs, and immunodepressants), dietary deficiencies and imbalances, an imbalance between pro- and anti-inflammatory steroids, neurotic disorders (ND) (such as asthenia, insomnia, anxiety, fear, depression, and so on), and poor sleep hygiene (Pedersen & Hoffman-Goetz, 2000). 
Among the elderly, osteoarthritis is the most common chronic joint illness. We still don't know much about the causes of this sickness, despite the fact that it affects a large number of people. It is possible to define arthritis as "a heterogeneous group of conditions that lead to joint symptoms and signs which are associated with defective integrity of articular cartilage, in addition to related changes in the underlying bone and at the joint margins". Data from the National Centre for Health Statistics Health Insurance Surveys (NHIS) which collect information on people self-reports of having various musculoskeletal disorders in the last 12 months have been used by the CDC to update its arthritis prevalence estimates. The quantity of joints examined, respondent age and sex, and reporting method (physical exam, x-ray, self-report) are among the variables that impact these estimates. Prior to comparison with the ICD-9 codes utilized to characterize arthritis by the National Arthritis Data Workgroup, the CDC assigned these illnesses their respective codes (Han et al., 2016; Murphy et al., 2018). 
[bookmark: _Toc161058202]2.3	EFFECTIVENESS 
Researchers in the research looked at typically divided the total number of prescribed exercise sessions by the number of reported or attended sessions to get the exercise participation rates. The prevalence of physical activity in the research that utilized them ranged from 36% to 98% (median 5 around 80%; mean 5 about 75%). This rather wide range could be due to a positive reporting/publication bias or higher rates of physical activity participation in older adult samples compared to the younger samples used for most of the research, considering that just about half of healthy adults who start an exercise programme end up sticking with it for at least three months. 
As compared to research that concentrated on younger individuals, many of the studies that were considered utilized prescriptions for lower-intensity exercise, which may explain why the exercise participation rates were significantly higher. None of the studies specified how exercise participation was measured. Not all prescription information are often disclosed, albeit attendance rates are one example. For example, exercise intensity and duration are not. Researchers may have omitted non-participants or low performers when calculating activity patterns, or they may not have followed the intention-to-treat principle when reporting exercise participation rates. Consequently, the results about adherence could be exaggerated (Kampshoff et al., 2015).
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While most intervention studies in the realm of physical activity have had durations of 6 months or less, it is worth mentioning that a significant proportion of studies (12, or 41%) had intervention periods lasting 10 months or more. Out of the trials mentioned, eleven have provided follow-up data following the completion of the primary study, while two trials have data that has not been publicly released. The recorded durations of the follow-up periods varied from three months to eleven and a half years. Except for a few research, the vast majority of them showed either a maintenance or an enhancement of the physical activity or fitness level compared to the control group. In contrast, subsequent evaluations (such as overall self-reports) frequently exhibited inferior quality in comparison to the primary trial. 
[bookmark: _Toc161058204]Potential Public Health Impact of Current Intervention Approaches 
Multiple studies shown that structured group or class-based physical activity formats can increase engagement in physical activity for relatively short periods of time (less than six months). Furthermore, certain groups of older persons demonstrated satisfactory rates of involvement in longer-term classes or groups, lasting up to three years in one instance, according to multiple studies. Particularly promising are the results offered by Rejeski and Brawley, who created a behavioral intervention that made direct use of the group structure in order to increase levels of physical activity after the formal group had ended. To foster the development of self-sustaining methods to promote long-term maintenance, the center-based interactions in that study were purposely spaced at increasing intervals over time and there were a restricted number of them (Brawley et al., 2000).
[bookmark: _Toc161058205]Additional Issues Physical Activity Assessment among Older Adults 
There has been little advancement in the field of physical activity intervention due to the lack of evaluation instruments that are sensitive to the modest forms of physical exercise typically and preferred by older adults. Despite the emergence of multiple promising physical activity assessment instruments specific to this group in recent years, there has been a noticeable lack of efforts to evaluate the receptivity of older adults to appropriate interventions for physical activity. As per three recently published research, the CHAMPS physical activity questionnaire developed by Stewart et al. for older adults can be adjusted to reflect changes brought about by 6-to 12-month physical activity therapies focused on endurance exercise of a mild to moderate intensity (Washburn et al., 1999). One of these studies indicated that, in healthy, community-dwelling seniors, a one-year programme of moderate-intensity endurance exercise was more likely to affect the estimated energy expenditure (as measured by the CHAMPS questionnaire) than a stretching and flexibility programme. However, PASE, the Physical Activity Scale for the Elderly, did not demonstrate any sensitivity to change in the same group (Washburn et al., 1993).
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In 2010, the Centers for Disease Control and Prevention (CDC) and the Arthritis Foundation (AF) collaborated with university researchers to highlight particular public health guidelines pertaining to osteoarthritis, in response to the increasing number of cases of this condition and its impact on public health. 
Following three primary themes, "A National Health Agenda for Osteoarthritis 2010" proposes ten concrete suggestions for public health policy. 
· Create OA-friendly policies, communication campaigns, and partnerships to help with the disease's management and prevention; 
· Launch necessary studies to learn more about OA's impact, risk factors, and intervention methods; and 
· Every UK living with osteoarthritis should have access to evidence-based intervention options like self-management education, regular physical exercise, injury prevention, weight control, and good nutrition (Suber, 2006). 
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EDUCATION
The primary goal of the Centers for Disease Control and Prevention's arthritis programme is to enhance the standard of living for American arthritis patients. When it comes to arthritis, the Arthritis Programme at the CDC suggests programmes that have been shown to enhance the quality of life for those who suffer from it. Together, the AF and the CDC are able to spread vital information, improve people's access to healthcare, promote scientific knowledge, and strengthen community ties. A toll-free arthritis information and referral hotline is one of the specific projects in which partners are involved. Another is the promotion and marketing of evidence-based online arthritis and chronic disease self-management education programmes in partnership with the National Council on Ageing. As for the AF's Walk with Ease programme, it is being disseminated through large and multisite work site systems. Lastly, the Osteoarthritis Action Alliance is facilitating national public health action against osteoarthritis, in partnership with the University of North Carolina and others.
ADVOCACY
High treatment costs, pharmaceutical accessibility issues, expert shortages, and coinsurance all work together to make it hard for people with arthritis to get the care they need. Fighting this fight on one's own is challenging for any patient. When it comes to shaping health policy and bringing more attention to the patient experience, advocacy may make a big difference. 
Lawmakers are reevaluating their ties to the people they represent since health care is frequently a political as well as a medical issue.52 If public health advocates truly care about their patients, they would listen to and relay each patient's story from the perspective of the patient themselves. 
Arthritis sufferers, their loved ones, healthcare providers, and advocates can gain a voice by participating in the Arthritis Foundation's annual events and connecting with the organization's dedicated network of advocates around the country. By working together, we can end arthritis in all its forms and improve the lives of people who suffer from it by enacting legislation and policies that expand access to medical care. 
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Every individual undergoes the process of ageing, but, the manner in which it occurs varies among people. Being aware of age-related physiological changes, such as decreased visual and auditory acuity, slower reaction time, and impaired balance, can help patients effectively manage risks, make informed decisions, and potentially prevent prescription side effects and falls. 
Psychosocial and cognitive health difficulties can also result in a decrease in functioning abilities among older individuals. Being cognizant of these concerns is crucial for mitigating age-related deterioration, including the heightened susceptibility to suicide and depression among men within the initial year following the loss of a spouse or after experiencing a hip fracture or stroke. 
Prior to prescribing medications or doing screening tests, it is important to carefully evaluate treatment goals, burden, risks, and the time it takes to see benefits. A greater number of adults aged 85 and over will soon have access to home-based services and technologies, cutting-edge housing and transportation options, opportunities to participate in social activities, and programmes that support family cares. 
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Modifications to one's way of life, along with medication and social support, are necessary for the management of ageing and arthritis. Seek the counsel of medical experts for tailored recommendations. Maintain your flexibility and strength in your joints by engaging in low-impact activities such as walking, swimming, or cycling. For optimal health, stick to a well-rounded diet that includes plenty of fresh produce, whole grains, lean proteins, and healthy fats. Think about eating almonds, fatty salmon, and olive oil, which are all anti-inflammatory. 
Keep your weight in check to ease pressure on your hips and knees, which bear the brunt of your body weight. Put less strain on your joints by making use of walking aids like canes or walkers. Put add ramps and handrails to make your house more accessible. For the right painkillers and anti-inflammatory drugs, talk to your doctor. Be sure to notify your doctor if you have any side effects while taking your medicine. 
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