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1.0 Introduction
UK population has undergone fundamental changes in its’ age structure, with many people having fewer children and living longer lives. As a result, the average age of the UK population is increasing. This has important implications for the whole of society. The writing below comes to address issues associated with the older person. It considers impacts of Covid-19 on the elderly population and the effect this has on the provision of health and social care services. It will outline current issues the elder person faces whilst suggesting causes for the aging population. Current service provision is considered with government responses to various health and social care needs. Points will be supported with theory and policy throughout. Recommendations will follow on thereafter.  
2.0 What does it mean to be an elderly person in the UK
Whilst dictionaries define old-age as a later part of normal life, it does not define any numbers. In 2009, UK data from the European Social Survey revealed people believed old-age began at 59. In 2018, there was a great change in perception, with people now perceiving old age starting at 68. Ozel et al. (2014) defines ‘old-age’ as a natural process beginning from birth until death, caused by irreversible degeneration of cells. Hoca (2017) adds it consists of physiological, psychological and sociological changes. Thus, the definition of ‘old-age’ proves to be broad and complex. Tekin and Kara (2018) adapt Hoca’s definition by detailing; physiological refers to structural and functional losses, psychological old-age is decreases in perception, learning and problem solving, whereas sociological refers to the way society expresses decreases in values given to an individual. 
WHO () states ‘ool-age’ begins at 65 years. However, with recent advances in medical and health science, average lifespan has increased rapidly. To simply include all persons over 65 as ‘old’ may no longer be appropriate in a world where life expectancy is 80 years. Today, there are healthier and more active 65-year-olds than there were in past decades, which can limit WHO's definition. To seek benefit from an ageing population, it is important to review definitions of old-age and build a society where the elderly person can contribute positively. Inaccurate definitions can shine negative perceptions on the elderly person and limit their value. To achieve this more prosperous ageing society, Orimo et al. (2006) reviewed the definition of ‘elderly’ by analysing data from longitudinal studies. He found between 1992-2002, people above 65 who had increased physical activity were more youthful by approximately 7.5 years in men and 10 years in women. Although the study was conducted 2 decades ago, it may also suggest since then more improvements in the health of the average 65-year-old has been made due to medical advances. The authors recommend changing the definition of ‘old-age" to above 75 years instead of the current 65. 
As the population ages, it becomes increasingly important to understand barriers to people experiencing a good later life. This writing will follow on associated issues related to the elderly person and will be grounded on definitions by Tekin (2018). 
2.1 Ageism 
The WHO’s (2017) global strategy to promote healthy ageing recognised the need for ageism to be challenged to allow older adults’ full participation. Ageism describes discriminatory behaviour on grounds of age (Ray, 2006). Surveys conducted in the UK since 2004 have consistently shown one-third of people experiencing age discrimination (Abrams et al. 2018). Negative old-age stereotypes can not only influence how people view themselves but Levy (2009) found internalisation of negative stereotypes can mean older people start to perform in line with age stereotypes. In addition, exposure to negative prejudice has been associated with worse health outcomes including increased risk of dementia (Levy, 2016).
As Tekin (2015) defined, notions of old-age are to some extent a social construction. A study exploring US print media between 1810-2009 analysed words that co-occurred most often with synonyms for elderly and found increasing negative connotations including; ‘less attractive’, ‘dependant’, ‘disabled’, ‘unproductive’ and ‘lonely’ (Swift et al. 2017). The authors linked it to increased medicalisation of ageing – a tendency to associate the elderly with ill-health. To challenge ageism, society needs to rethink the way we represent ageing and the way we think, feel and behave towards older people.  
Sociologists Cumming and Henry (1961) proposed the disengagement theory, which states ageing is characterised by gradual disengagement from society and that this separation is desired by society. This may suggest it is societies’ influence in excluding the elderly from active participation and not their incapability. The elderly is described as ‘unproductive’ (Swift, 2017) due to ill-health, but is this merely society desiring for their separation? Marshall (1996) contends the theory by suggesting the decision to withdraw from society can vary across individuals and it does not account for differences in sociocultural settings and environmental opportunities. 
Despite this, the subculture theory, proposed by Rose (1965) suggests older adults prefer to interact among themselves because of society’s negative attitude towards ageing and accompanying loss of status. He suggests social status is chiefly determined by health, therefore older adults have a social disadvantage due to their physiological and psychological changes (Tekin, 2015). The ageing population necessitates greater attention to the needs of this age group and the sociological theorist’s views on ageing as undesirable and lacking status should be challenged. Society should be more supportive of older adults in respect of healthcare and opportunities. McMullin (2000) argues sociological theories should instead address the diversity of older adults instead of highlighting their differences with younger people. 
2.1.1 How does ageism affect care provision?
There are great barriers to the elderly receiving adequate healthcare, of which ageism stands to be a huge contributor (Robb, 2002). Chrisler et al. (2016) found the elderly person may face discrimination when receiving care such as infantilising talk, patronisation and dismissal of concerns. Age discrimination can be directly experienced in healthcare when older patients are denied treatment compared to younger patients with similar conditions. Durvasula (2014) found older people were less likely to be screened for sexually transmitted diseases or substance abuse. Hillerbrand (1990) found older people reporting psychological problems were more likely to be dismissed and less likely to be referred than younger patients.  This may partly be due to perceptions that pain and ill health are normal processes of ageing. This may encourage distancing behaviours where healthcare workers prefer not to work with older people as they remind them of their own inevitable ageing and ill-health (Martens, 2015). Therefore, health concerns of the ageing are not prioritised by professionals. 
It can be argued there is positive discrimination in care provision for the elderly. During the Covid-19 pandemic, vaccine rollout was determined by age first, with priority given first to people aged over 80. Additionally, registered patients above 75 are entitled to an annual primary healthcare check-up. However, it has been found that the over-75 check-ups tend to be unpopular with GPs who feel that the additional workload generated is not justified (McGarry, 1999). This may be an example of indirect ageism from practise staff as the importance of treating ‘low level’ health problems is undervalued in this age group. 
In the UK, older persons make up for two-thirds of all care consumers (Department of Health, 2001). Despite this, there is a lack in the provision of free healthcare for disorders associated with ageing. For example, the cost of dementia is £26 billion per year (NHS, 2016). The cost to the UK economy of services for dementia is far higher than all conditions combined and yet, two-thirds of the cost is currently paid for by people with dementia and their families. This is in contrast to other conditions such as heart disease and cancer, where NHS provides care that is free. This may be an example of how conditions of the elderly are frequently less prioritised. 
3.0 Effects of the Pandemic on the UK’s elderly population 
Older adults are known to experience loneliness, age discrimination and excessive worry and the effects of the pandemic make it reasonable to anticipate that they would experience greater negative outcomes given their increased isolation and risk for complications than younger adults. As a result of Covid-19 necessitating the stay-at-home rule, the lack of social contact and access to health services has mitigated numerous health consequences for the older adult. 
Age UK (2020) carried out a survey researching the impact of the pandemic on the physical health of the elderly. It was completed by 569 older people, with over half of respondents being aged 70+. It found being closeted away at home for long periods had left significant numbers of older people with reduced mobility, muscle weakness and joint pain. However, Docherty et al. (2021) discovered significant increases in the time older adults spent in physical activity compared to pre-lockdown. A possible explanation for this includes the elderly making increased effort to improve health status due to the virus.
Lebrasseur et al. (2021) researched the impact of Covid-19 pandemic and associated isolation on older adults. They found decreased social life and fewer in-person interactions were associated with reduced quality of life and increased depression. Despite the disengagement theory calling for the older persons’ separation from society, the data instead highlights the importance for older adults to maintain social contacts for positive psychological health. 
Social distancing was a major cause for loneliness, particularly in settings like nursing and old-age homes. The need for social connectedness proved to be vital during the pandemic, more so when ‘ageism’ remains a factor for stigmatisation for the elderly population. Fraser (2015) proposes the media has a considerable role in the propagation of ageist stereotypes, especially during the pandemic crisis when age was not a relevant factor. The pandemic accentuated the exclusion of older adults. It questioned the value of older adult’s lives and disregarded their valuable contributions to society. Covid-19 was first misrepresented as an ‘older adult problem’ which is why many countries chose to impose stricter restrictions on older adults to remain inside. These restrictions, whilst protective, failed to consider the longstanding problem of elderly isolation and health consequences of social disconnectedness existing before the pandemic. 
Additionally, policies were often translated into patronising public communication depicting the elderly as ‘vulnerable’ members of society. As Levy (2009) mentioned, internalisation of negative stereotypes become self-fulfilling prophecies. According to a 2020 meta-analysis regarding ageism, 42 of 44 studies found evidence that being exposed to internalising negative representations of old age influences psychiatric conditions in older adults. The understanding derived from this is the importance of calling for change. Society must change its attitude towards the older person. Perception of them as invaluable members of society may be the leading factor of their exclusion and not their psychological or physiological changes (Reference?).
4.0 Ageing Population
In mid-2014, the median age of the UK population exceeded 40 for the first time, up from 33.9 years in 1974. The gradual increases in life expectancy are projected to continue. Over 70% of UK population growth between 2014 and 2039 will be in the over 60 age group, an increase from 14.9 to 21.9 million people. By 2040, nearly one in seven people is projected to be aged over 75 (ONS, 2015). 
The two drivers of the ageing population – falling fertility and mortality rates – are both long-term trends. In 2014, the total fertility rate in England and Wales was 1.83 children per woman, compared to a peak of 2.93 in 1964. This contrast in fertility decline can be categorised as ‘innovation diffusion’, first hypothesised by Carlson (1969). It suggests declining fertility rates are a result of new knowledge, primarily contraception, or changes in societal culture such as a couple’s rational assessment of changing costs associated with having children. 
The long-term decline in mortality rates has been particularly strong among the oldest age groups, leading to a rise in life-expectancy for both males and females. Males born in 1841 could expect to live to only 40.2 years and females to 42.3 years. By 2019, it has significantly increased to 79.9 years for males and 83.6 years for females (ONS, 2021). What are reasons for the change? Why are people living longer? 
Improvements in nutrition, hygiene, housing, sanitation and control of infectious diseases have reduced mortality rates. Efforts made by healthcare services such as childhood immunisations, introduction of universal healthcare, medical advances in treating diseases such as heart disease and cancer and the promotion of lifestyle changes such as quitting smoking have all contributed to declining mortality rates (Raleigh, 2021). 
Additionally, the older population is not equally spread across local areas, with older people making up higher proportions of the populations of rural and coastal areas than urban areas. People living in more affluent areas are found to live significantly longer than people living in deprived areas. The 10 local authorities with the highest percentage of people aged 65+ are on the coast (ONS, 2014). This suggests environment plays a huge factor in life expectancy. It may be caused by higher mortality from heart and respiratory disease in more-deprived areas, where the need for accessing health services is more in demand. 
Social advances may also influence higher life expectancy rates. The activity theory, proposed by Havighurst and Albrecht (1953) suggests, being active helps prolong middle-age and delay effects of old-age. Birren (2001) disagrees with the theory as it fails to consider choices which are limited by the elder persons’ physical capabilities, finances and resources. Birren (2001) further asserts older adults are highly influenced by societal expectations so are limited in what activities they choose. However, in this present world where the default retirement age no longer exists, with adults 65+ continuing to live working lifestyles, Birren's opinion may no longer hold value. As life expectancy increases however, society is reframing its notions about the capability of older adults to make valuable contributions (Uhlenberg, 1992). Many adults are working past retirement age or engaging in activities associated with younger people such as cycling. Many examples of what is now termed “successful aging” are challenging the common association of aging with disease.
5.0 Health and Social Care Provision
Without significant improvements in health, population ageing will increase the amount of ill-health and disability. Population ageing challenges the UK's service provision. If an older population means fewer workers at the same time as greater demand for public services, questions may be raised about the quality and sustainability of care provision.
There is no legal definition of health and social care, however NHS (2019) guidance states a healthcare need is related to the treatment, control or prevention of a illness, injury or disability. Social care is needs focused on providing assistance with daily living activities. Healthcare is provided free under the NHS, whereas social care is provided by local authorities, who can charge for it. 
In his first speech as Prime Minister, Boris Johnson (2019) promised to ‘fix the crisis in social care once and for all', ‘giving every older person the security they deserve'. The social care sector welcomes the promise, but it isn’t new. As Prime Minister Tony Blair promised in 1997, he didn’t want the next generation to grow up ‘in a country where the only way pensioners can get long-term care is by selling their home'. Since then, many government reports on social care reform have been published, yet there has been no solution to the growing crises.
The issues faced in social care are multiple; quality of services is questionable, absence of social protection against care costs and the wellbeing of carers are a few to name (Charles, 2021). Alderwick et al. (2019) believes social care reform is ultimately political, with decisions driven by government actions.
A reduction in spending has affected the ability of social care providers to deliver high quality services. The quality of care in nursing homes is the biggest concern for service users. There is evidence that people in care homes lack timely services to adequate health and preventative care. A recent study found people with cognitive impairment living in care homes were far less likely to have their sight checked or visit a dentist. There was also struggle to get input from GP’s and pharmacists. This suggests a lack of integrated care between the two sectors and calls for more cohesion between professionals working in the two fields. Despite this, four in five social care services are judged ‘good' or ‘outstanding’ by the Care Quality Commission (Towers, 2021). 
This highlights the issue of the lack of integrated care within the UK's health and social care systems. From 1997 to 2010, the Labour Government emphasised a need for greater integration for improved patient outcomes. Integrated care is an approach to strengthen a people-centred health system through the promotion of comprehensive delivery of quality services (WHO,). It is collaboration between the cure and care sectors (Kodner, 2002). In 2014, the Government proposed the NHS Five Year Forward Plan emphasising the requirement for greater integration of care (Shortell, 2015). study comparing the Kaiser Permanente (KP) – the largest integrated system in the US in which health plans, hospitals and medical groups are linked through contracts – with the NHS found the NHS uses three times as many bed days for older people with common conditions like hip fracture (Ham, 2011). This is due to the KP delivering more care out of hospital and achieving close co-coordination of care with community services through team working. The study suggests there are clear benefits to cohesion between the health and social sector despite there being many barriers to achieve this. 
Meanwhile, social care faces a staffing crisis. There are an estimated 110,000 vacancies in adult social care, with one in three carers leaving every year. Whilst the government has made efforts to combat this with increases to the national minimum wage, the devaluing of social care staff means workforce issues affect both care quality and the people delivering it. Additionally, nurses working in the NHS earn 7% more than those working in adult social care, which can create problems for recruitment in the social care sector. A study by Towers (2021) found resident’s quality of life was better in care homes where staff were more paid and had more training in person-centred care. Homes that were short staffed had poorer quality ratings. This highlights the importance carers and workers are to the reform of social care. It suggests the needs and valuing of their contribution is essential to the continuation and improvement of existing care.
There is also the need to meet increasing demand for care. By 2023/24, social care spending would need to grow at around 3.6% a year just to keep pace with the needs of an ageing population and growing numbers of younger disabled adults. Simply meeting these demand pressures, under current eligibility, would require £2.7bn additional government investment by 2023/24. To combat this, in September 2021 the government announced plans to provide an additional £12bn per year for the next 3 years to be funded by a new tax – The Health and Social Care Levy (2022). The funds from the Levy intends to be invested in adult social reform including; an introduction of a cap on personal care costs of £86,000 along with intentions for wider system reform including the integration of health and social care. Anandaciva (2021) contests the levy, whilst it promises social care reform, will only be effective if promises are fulfilled. He believes the gravitational pull of the NHS will mean the levy will not prioritise funding for social care. In 2015, the Sustainability and Transformation Fund promised to transform care by delivering integrated services. However, years later the promises of transformation were denied and the fund was subsequently named as a Provider Sustainability Fund. This suggests there is risk that in time social care would be dropped from the newly proposed levy, despite years of social care service users asked to patiently wait for the fulfilment of government promises. 




6.0 Conclusions and Recommendations 
Whilst there are numerous definitions of ‘old-age', what it means to be old changes over time.  Successful ageing is promoted when ageism is challenged. There are barriers to the elderly receiving adequate healthcare, and ageism contributes as a large factor. Associations between ill-health and old age further established during the Covid-19 pandemic can disempower the elderly person further. The pandemic found loneliness as a leading factor for negative mental health in the elderly. Social connectedness is essential for their growth. Whilst the population ages, it was found higher life-expectancy rates may be due to successful ageing due to medical and social advances.
It is recommended mentioned issues can be addressed from a theoretical perspective. Whilst the government publishes numerous plans to provide improved services, long-term changes in societal attitudes may better combat the issues of an ageing population and barriers in care provision. The activity theory proposes successful ageing can be achieved if the elder person remains more engaged. Society must change its outlook on how the older person is viewed. Though ageing is measured by biological changes, being ‘too old’ is measured by negative perceptions. The older person should not be promoted to disengage from society as Cummings suggests, rather their participation as valued members of society may result in a healthier population. This may result in less strain on social care services as ageism no longer plays a role in disempowering the older person as being physically or financially dependant. 
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