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Assignment 1
[bookmark: _GoBack]    Throughout this essay the care provisions within formal and informal settings would be presented and explained, different psychological theories linked to social care would be analysed and stated and the different impacts of care throughout history and legislation of care within the elderly would be evaluated. As the population ages, more and more individuals are needing support and care provided to them to help lead a better quality of life. Statistics show that there has been an increase within the ageing population from 2001 – 2011; this increased by 222,740. Also, statistics shown that there was a downfall within the number of carers who provided that care to the elderly from 2001 – 2011; the difference was by 7 percent. This means that elderly individuals needing care due to some of their conditions and requirements may struggle to find a carer or a caring organisation with spaces available to provide this care. Carers are also known to be overworked due to the amount of clients and the limited amount of carers (Scottish Government, 2015). The different issues faced within care services include the number of staff, the different access of treatments from different countries (for example the US specialise in some treatments linked with cancer), regulations such as the working time directive and professional standards, and finally, funding and finance. There are two different types of care that can be provided to individuals needing the care; formal and informal care. Formal care is care given to the individuals by an organisational service such as the NHS, Hafod care and so on. This care is formal because of the requirements they need to meet, which includes training provided, the quality of care provided, remaining dignity and confidentiality, and so on. However, informal care that can be provided is usually done by someone who is not paid to provide the care and is not apart of an organisation sent to provide the care. They are usually a family member or a friend providing the care to the individual within their home or the home of the informal carer. Most informal carers do not have a lot of detailed training on how to care for individuals properly; however, they would personally know the individual they are providing the care for and would understand their needs and wants and routine. Within organisations, the clients are less likely to be neglected or abused in any other form due to the statutory requirements placed to prevent this from occurring. However, it is more likely for individuals to be abused when receiving informal care as they may become frustrated or resent them and there are fewer assessments carried out when someone is receiving informal care, this can be down the individual providing the informal care restricting visits and so on. (Net Industries, 2018).
    The creation of the Welfare State occurred in 1945. This system helped to protect individuals from poverty, lack of health care, lack of housing and lack of education. This system in place had the aim of helping everyone in need; however, some people would benefit more than others. People who were mistreated were the disabled who were living in institutions or the elderly who became frail and needed care and support. Society played a massive role on excluding these individuals; they were often admitted into large institutions or asylums and if they were able to move back to their community, it was likely they would be excluded and isolated within. Large institutions which was set up within Victorian times began to close in the 1970s due to the fact of abuse scandals. There were three main types of services that were set up, these include; residential (home and hostels), day services (day centres) and specialist placements (for people with different needs and behavioural issues). These services are still available and common in today’s society. However, the amount of people within residential care as not decreased and there is still a high demand for care to be given within these services (In Control, 2005). 
     The Social Services and Wellbeing Act (2014) has 11 parts within; these are to provide an overview, the general duties, assessing the needs, meeting needs, charging and financial assessments, looked after and accommodated children, safeguarding, social services functions, co-operation and partnership, complaints and advocacy services and miscellaneous and general. There are many general duties within this Act; these include; people working under this Act to ‘seek and promote the well-being of the people who need care and support and carers who need support’; provide duties and responsibilities with individuals working under this Act relating to people who may need care and support or carers who may require care and support. This Act also requires local authorities to assess the needs of areas for care and support and preventative services and to provide the provisions of preventative services. The general duties are for the local authority to promote social enterprises, co-operatives, user led services and the third sector within the provision in their areas of care and support. Also, the local authorities are required to provide information of a service and advice in relation to care and support and assistance in assessing and finally to maintain the registers for sight-impaired, hearing-impaired and other disabled individuals. The next part to this Act was assessing and meeting the needs of individuals; the local authority is required to assess a ‘person’s needs for care’ and how assessments are to be done; the needs for care and support, and for carers, must be met by local authorities and how they are to be met. The next part was charging and financial assessments; local authorities may charge for providing or arranging care and for preventative services and the provision of assistance. The next relevant part of this Act is safeguarding. This part requires local authorities to investigate when there is an alleged or suspicion that an adult with care and support needs are at risk of abuse or neglect and for the local authority to report where and when suspected abuse or neglect is occurring, to the appropriate authority; gives adult protection and support orders which authorises entry within the premises and finally it notices a National Independent Safeguarding Board to give required support and advice to allow the effectiveness of the Safeguarding Boards. Co-operation and partnership was the next part of this Act, this requires local authorities to plan, with their partners, in relation to adults with the needs for care and support; creates provision linked with promoting the integration of care and support with health services. This part is about complaints and advocacy services; they provide complaints about social services given, complaints to the Public Services Ombudsman for Wales about private social care and palliative care and provides advocacy services which are to be made accessible for individuals with needs and care. The final part of this Act was miscellaneous and general, this act makes provisions on the step by steps to be taken by a local authority where an agency or organisation is unable to meet the needs due to business failure (Social Services and Well-being (Wales), 2014). 
The meaning of well-being to an individual relates to the well-being of physical, mental health and emotional well-being, protection from abuse and neglect, education, training and recreation, family and personal connections, contribution done by society, securing rights, social and economic well-being and a suitable accommodation. Relating well-being to an adult includes the control over their day to day life and participating in work. An individual working under this Act must promote the well-being of people who need care and support and carers whom may need care and support. They must have regard for the individual’s beliefs, opinions and wishes and regard the individual’s dignity and respect them. They also must, regard the different characteristics, culture and beliefs the individual obtains and provide the appropriate support which allows the individual to take part in decisions that affects themselves. They also must have regard to promoting the individual’s independence when possible (Social Services and Well-being (Wales) Act, 2014). 
            The different regulations of Health Care Provisions set throughout the UK include quality and safety, financial regulation and economic regulation. The requirement of the regulation quality and safety did not occur until it was produced and documented by the Labour government’s ‘first health White Paper’. Within the time period before hand, there was no policy that covered the different aspects linked to quality and safety within health care. There was different policies and requirements put in place within this regulation including monitoring and reporting. This is when different organisations (including NHS trust) would have an Annual Health Check. This review would evaluate the performance of the organisations employee while comparing them to the Department of Health targets. This would explain the amount of quality expected from service providers within organisations linking to safety, cost effectiveness, patient focus, accessibility and responsiveness of care, public health and the environment within the care. The Core standards stated the lowest level of service that should be provided and ‘incorporate requirements’ which were in place before the publication in 2004. However, the developmental standards set out are more demanding and are there to help stimulate organisations to improve the quality and effectiveness of care they provide. A comparable system existed known as self-assessments; this was for independent providers, who were required to meet the minimum standards of practise to be able to register as a legal provider of services. Also, some inspections may be carried out if the Healthcare Commission gathers information that service may be falling beyond the minimum requirements. The Care Quality Commission has stated it’s aims is to ensure good quality and safety standards which is to push for improvements, especially to protecting vulnerable adults within care organisations (The Kings Fund, 2008).
     The different psychological theories that can be linked to care services are the disengagement and activity theories. The disengagement theory is known as a process linked with aging; it states that when we are young we rely on people to feed, transport and soothe us. However, when we grow older be become independent and support ourselves. But, then once the threshold of old age is crossed, the physical body begins to slow down and then we, once again, rely on the care of other individuals. This theory explains that when this threshold is crossed of old age, social connections start to reduce due to retiring, moving within a care home and so on. Therefore, as of then, the interaction with individuals is dependent of how mobile and the health of the person. This theory then states that the psychological and social impacts of individuals aging shows how cultures value elderly individuals and the processes that internally take place as an individual nears death. Social gerontology occurred within the late 1940s which was after World War II. Within this period, society across the world had changed which made sociologists take upon the task of ‘sorting out the differences’. The Social Science Research Council of 1948 came to the conclusion that society had been attentive with interactions between biology and society. Therefore, the first formation of psychosocial theory of aging was produced and displayed around a decade after. This theory says that the change within interactions within the elderly and society occurs when the individual recognises the little amount of time they have left to live. Once this has occurred, the elderly would distance themselves either consciously or subconsciously (or sometimes even both) from their social connections. However, at the same time, society would subtract themselves from connecting with the elderly such as the roles and authority are now given to the younger population who can ‘perform’ better. However, a benefit of this disengagement is the elderly is provided with a ‘new role’ and gives them a different perspective. There is a link between the elderly and depression, this is seen to be because of their social disconnection and becoming lonely due to being disconnected from society and not having as good a quality life as before. This emphasises the importance of interactions with elderly individuals. Therefore, the link with this disengagement theory to elderly individuals within formal and informal care setting is relevant as individuals placed within care homes are restricted with the amount of interactions either due to their health and mobility or their mental wellbeing. Also, individuals who receive informal care either within a family home or in their own home can be restricted from having social connection within society depending on their condition (Conger, 2018). 
Another theory in relation to the elderly within formal or informal care is the activity theory. This theory takes into consideration the work or activity system in place which includes organisations. Also, this theory notices the environment, the history linked with the individual, culture, motivations and complexity within real life actions. This theory states that to ‘reach an outcome’, it is needed to produce objects; for example, experiences, knowledge and physical products. ‘Human activity is meditated by artefacts’; for example, tools, documents and recipes used. It states that activity can also be meditated within an organisation or a community. The community may enforce rules that can affect activity. There are three known levels of activity; activity towards an objective, activity towards a goal and operation structure of activity. Activity towards an objective, such as a goal, is done by a community. This is a result of a need that might not be conscious social and personal meaning of activity. This is because these objective within society, that is not consciously achieved and set, is a need; such as interactions is a possible need to gain satisfaction and prevent mental illness. Activity towards a goal, which is known, is done by the individual or a group. These are possible goals and sub-goals and critical goals. These can be for the individual to become fitter with eating healthier and exercising and so on. The final level of activity was operation structure of activity. This is stated to be unconscious and to be a good way of performing an action in relation to specific conditions which surround the goal. This means this level looks into the factors around the goal and not just the goal itself such as the environment, the people involved, the difficulty of the goal and so on. The different principles within this theory are internalization, mediation and development. Internalization explains the differences between internal and external activities. internal and external activities are to be analysed together as they transform into one another. This principles gives a meaning for people to participate within actual real interactions without doing manipulation with objects such as mental stimulations, imaginings and so on. Activity theory highlights that human activity is mediated by tools. These tools are created and then transformed during the development of the activity; this carries certain culture and historical remains from their development. Therefore, the use of tools is a gathering of information and the process of social knowledge. These influences natural behaviours and mental functioning within an individual (David., L, 2007). This theory states the opposite of the disengagement theory as this is all about socialising with society and being motivated. These theories are dependent on the individual and their health conditions and mindset. For example, an elderly individual aged 65 could be very active and socialise with individuals and stay connected with the community despite their aging. However, a different individual aged 65 could not have the same attitude and disengage themselves from society as they see this aging process as ‘the end’. Also, they may develop or already obtain health conditions from not being active such as heart problems, arthritis and so on (McMahon, 2018). 
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