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The global perspective: a global
issue with local variations

The issue of population ageing is one that has come to

be seen as having a major impact on the provision of
publicly funded health and social services. The economic

and social costs of an ageing population have been

a major driver in the reform of health and welfare
services, although there is some dissent about the

degree to which population ageing should be viewed

as problematic (Gee, 2002). Alternatively, increasing
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What is known on this subject
. The rate, impact and causes of population ageing varies across the world.
. Differences in population ageing relating to gender and ethnicity are evident in the UK.
. Population ageing has a major impact on the provision of publicly funded health and social care.

What this paper adds
. The positive impact of population ageing is poorly recognised.
. Older people are the majority users of healthcare services, yet these services are not structured to best meet

their needs.
. There is a need to engage with older people in order to de-marginalise their input to service delivery.
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longevity can be viewed as a positive indicator of effective

health and welfare policy: people are living longer

because prevention and treatment of the major causes

of premature death are available.

Walker (2002) points out the similarities and dif-

ferences across the European Union (EU): while the
reasons for the ageing of the population are very similar

across member states, the rates differ significantly. In

several EU regions population growth had levelled off

or in some cases declined before the end of the last

century, and this is expected to extend to the majority

of EU regions within the next 10 years. Although popu-

lation ageing was for some time considered a by-product

of economic development, it is now recognised as a
global issue that affects countries at different stages of

that development. Different patterns of ageing are

influenced by changing trends in fertility, immigra-

tion and migration, as well as by increased longevity.

The US is an ageing society, but the proportion of

older people in the US is smaller than in many EU

regions (Wiener and Tilly, 2002). If the current pattern

of higher fertility rates and immigration continues,
this is likely to remain the case (Eberstadt, 2001). By

contrast, in China increased longevity and relatively

lower levels of fertility result in a more rapid ageing

of the population (Woo et al, 2002) that may even

outstrip many EU regions (Eberstadt, 2001) by the

middle of this century.

The demography of ageing in
the UK

In the UK in 2004, there were marginally over 9.5

million people aged 65 years, and over one million

aged over 85 years. Out of a population of almost 60

million, these groups comprise 16% and almost 2% of
the total population respectively (Office for National

Statistics, 2006a).

In common with many other countries, the UK is an

ageing society. While the overall population is pro-

jected to increase by 10% over the next 30 years, the

population of those aged 65 years and over is projected

to increase by 60%, and the numbers of those aged

85 years and over to more than double (Office for
National Statistics, 2005a). Furthermore, over the last

50 years there has been a substantial change in the age

composition of older people. In 1951 those aged 50–59

years represented 43% and those aged 85 years and

over comprised less than 2% of the total population

aged 50 years and over. By comparison in 2003 the two

groups represented 38% and 6%, respectively, of the

older population. Projections indicate that by 2031
these proportions will be 29% and 8%, respectively

(Office for National Statistics, 2005b).

In the UK, population ageing is primarily the result

of sustained low fertility, with declines in mortality

rates being an important contributing factor. In par-

ticular, falls in the death rates at older ages have

contributed towards making the oldest old the fastest

growing age group in the UK population.

Defining old age

Although there is no universally agreed definition of

‘old age’, for the purposes of service development in

the UK older people are usually separated into three

main groups:

. young elders: individuals in this group are aged

between 55 and 64 years and are generally well and

active. The goal of healthcare services for this

population is to extend the years of disease-free

and active life where possible
. the transitional group comprises people aged be-

tween 65 and 85 years. People in this group are in

transition between healthy active life and frailty.

For these people, the goal of healthcare services is to

identify emerging problems, prevent disease and

reduce long-term dependency
. frail older people fall into the third and final group.

These people are aged 85 years and over and exhibit

significantly higher levels of pathology, chronic dis-
ease and disability than people in the other two

groups. The goal of healthcare services is to recog-

nise the complex interactions of physical, mental

and social issues the people in this group experi-

ence, and provide appropriate services in response.

However, these are demographic conventions and do

not mean that each category should be considered a

homogenous group: although the individuals in a single

category will exhibit the same chronological charac-

teristics of ageing, they may well exhibit different rates

of physical, psychological and social ageing. For any
individual, these may impact on appropriate service

provision more than chronological characteristics alone.

Furthermore, these conventions may be subject to

change as the population ages. For example, the oldest

old may come to be defined as aged 90 years and over.

Sex differentials in ageing

In the UK older women outnumber older men. In

2004 there were almost five and a half million women

aged 65 years and over compared with just over four

million men. As percentages of the overall female and

male populations, these figures represent 18% and
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14%, respectively. The greater number of women than

men is most pronounced among the very old: in 2004

there were just over three-quarters of a million women

and a just under one-third of a million men aged 85

years and over. As percentages of the overall female

and male populations, these figures represent 2.5%
and 1%, respectively. The reason for this is greater

female longevity. The death of men in both World Wars

is also a contributing factor. However, life expectancy

for men is increasing at a greater pace than it is for

women, and this trend is projected to continue into

the future. This has led to a narrowing of the gap

between men and women, and this gap is expected to

continue to narrow in line with the improvement in
death rates among older men. In 2003 there were 85

men in the UK aged 50 years and over for every 100

women in the same age group. For the group aged 85

years and over, the ratio in 2003 was 40 men per 100

women. Projections indicate that in 2031 the ratios

will be 90 men per 100 women for the group aged 50

years and over and 65 men per 100 women for the

group aged 85 years and over (Office for National
Statistics, 2005b).

These imbalances in the sex ratio, coupled with the

tendency of women to marry men older than themselves,

result in a marked difference in the marital status of the

oldest old. Widowhood is common among women at

older ages. In 2004, over 2.2 million women aged 65

years and over had been widowed. This compares with

almost 600 thousand men in the same age group
(Office for National Statistics, 2006a). Almost 80%

of those aged 85 years and over are widows (Office

for National Statistics, 2005b). A result of this is that

women are more likely to live alone, and the propor-

tion so doing increases with advancing age. Among

women aged 75 years and over and who live in private

households in Great Britain, 60% live alone. This

compares with 30% of men in the same age group
(Office for National Statistics, 2005b).

These marital status variations are important in

explaining the differences in living arrangements for

older men and women and whether older people are

able to continue living in their own homes. Other

important factors include precarious health status,

family structure and support networks, financial status,

availability of social services, and cultural attitudes.

Ethnic differentials in ageing

Overall, the demographic profile for non-white min-

ority ethnic groups in the UK is young: approximately

one-third is aged 16 years and under, compared to

around 20% of the white British population (Office
for National Statistics, 2001). While 17% of the white

population is aged 65 years and over, this proportion

stands at a little over 5% for non-white groups. Demo-

graphic profiles vary across minority ethnic groups.

For example, the black Caribbean population has the

oldest profile, with just over 10% aged 65 years and

older, while the Pakistani and Bangladeshi popula-

tions have the youngest profiles (Nazroo et al, 2004).
Progressive ageing in non-white groups is anticipated

in the future, although this will depend on fertility

levels, mortality rates and future net migration (Moriarty

and Butt, 2004). At present, the great majority of older

non-white minority ethnic people in the UK are first-

generation migrants. As these populations age, the

trend with regard to declining fertility may not reflect

that of the indigenous population and therefore it is
not inevitable that the population of minority ethnic

groups will age, while the actual numbers increase.

However, the proportion of minority ethnic older

people who were born in this country will increase

should the current immigration pattern remain stable.

Differences in mortality rates mean that women

aged 65 years and over normally outnumber men.

However, for some ethnic groups this usual pattern
had been affected by immigration patterns. This is

particularly marked in the Bangladeshi population

where women comprise only one-third of those aged

65 years and over (Office for National Statistics, 2001).

The impact of culture

Health problems are not only diseases to be described

in terms of pathology, they are also illnesses to be

described in terms of the social and psychological

responses to the underlying disease (Dein, 2006). An

individual’s experiences of illness cannot be con-

sidered in isolation from the cultural context in which

it occurs. This is particularly true in the case of life-

threatening or life-limiting illnesses, or towards the end
of life, where issues of meaning and significance may

assume increased importance for patients (Pargament,

1997; Dein, 2006). Cultural factors are involved at every

stage of illness from prevention and screening through

to palliative care and end-of-life issues.

A patient’s beliefs concerning the origin and mean-

ing of illness, appropriate and inappropriate treatment,

normative patient–clinician interactions and expec-
tations of recovery all impact upon the presentation of

symptoms, communication, decision making and com-

pliance with treatment (Helman, 2001). Furthermore,

cultures may vary widely in the status they give to the

elderly. While in industrial societies, loss of product-

ivity with age and retirement is usually associated with

a steep drop in social status, in traditional societies the

respect accorded to the aged is usually much higher
(Helman, 2001). These traditional attitudes may per-

sist in minority ethnic immigrant communities in the
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UK. Age-related cognitive decline may also be per-

ceived differently, with some cultures viewing it as less

of a ‘problem’ than others (Ghosh and Khan, 2005).

Life expectancy and healthy life
expectancy

Between 2003 and 2005, the life expectancy at birth in

the UK was 76.3 years for males and 80.7 years for

females (Office for National Statistics, 2006a). While

life expectancy provides an estimate of average life

span, healthy life expectancy provides an estimate of
the average number of years lived free from health-

related problems. Similarly, disability-free life expect-

ancy is an estimate of the years of life free from limiting

long-standing illness or disability. These measures

are distinct, and gains in life expectancy may not be

matched by similar gains in healthy life expectancy

(Office for National Statistics, 2005a). Over the last

two decades, the gains in life expectancy for men do
not equate to gains in healthy life expectancy: just over

half of the added years of life expectancy are estimated

to be healthy years. In 2002, men aged 65 years could

expect to have 12 years of healthy life ahead of them,

with just over nine of these years also being free of

significant disability. This represents a decrease of 2%

in the proportion of life spent either in good health or

without disability during the period 1981–2002.
The changes over the same time period for women

have been markedly different. Over 80% of the gain in

life expectancy is estimated to be spent in good health

and just over 60% of the gain will be spent free from

disability. In 2002, women aged 65 years could expect

to have 14 years of healthy life ahead of them, with

slightly less than 10.5 years also being free of signifi-

cant disability. This represents an increase of 3.5% in
the proportion of life spent either in good health or

without disability during the 20-year period to 2002.

Despite this, women are more likely than men to

spend more years in poor health; in 2001, the expected

number of years lived in poor health for those aged 65

years and over was just under four and a half for men

and almost six for women. Similarly, women report

higher levels of disability than do men at any given age
(Office for National Statistics, 2005b).

Marital status is an important determinant of health

behaviour for men (Davidson and Arber, 2004). Older

men who live without a female partner are more likely

to lack the health-protective support experienced by

partnered men. Hence, they are less likely to have a

caretaker to monitor their health behaviour, or a gate-

keeper to encourage health consultation. Lone men
are more likely to report poor health than partnered

men, and divorced men consistently report both the

poorest health and the greatest prevalence of health

risk behaviours including alcohol and tobacco con-

sumption. By 2021 it is predicted that the proportion

of divorced men over the age of 65 years will rise from

the current level of 5% to 13%. Older lone men are

more likely to live in residential care, despite having
lower than average levels of disability than lone older

women.

The health burden of old age

The overall incidence of ill health rises with age.

Diseases that are common in older people in the UK

include diabetes, chronic heart failure, cancers, stroke,
dementia and mental health problems. Older people

are most commonly affected by multiple medical prob-

lems, the cumulative effect of which may be greater

than for any individual disease. A result of this multi-

plicity of disease is a higher than average incidence of

polypharmacy. This is significant because older people

are at an increased risk of adverse drug reaction. The

proportion of older people with long-term disabilities
that restrict activities of daily living also increases with

age. In 2001, over 25% of those aged between 50 and

64 years in Great Britain reported such a disability. In

the age group aged 85 years and over, the proportion

rose to over 65% for men and 75% for women.

Problems of acute illness may superimpose themselves

on top of existing physical or mental impairment,

economic hardship and social isolation. Compara-
tively minor problems may have a seemingly dispro-

portionate psychological impact (Irvine, 1990).

Ethnic differentials in the
incidence/prevalence of ill health

The incidence and prevalence of illness may vary

according to ethnic group, with some minority ethnic

groups showing higher rates of some diseases than the

general population. For example, all South Asian

groups show higher rates than the general population

for most cardiovascular diseases, with Pakistanis and
Bangladeshis showing the highest rates of all minority

groups (Erens et al, 1999). The rate of diabetes in the

Pakistani and Bangladeshi populations is over five

times greater than that in the general population

(Erens et al, 1999). Stroke mortality rates among black

Caribbean communities are around twice the average

rates in England and Wales (Erens et al, 1999).

Conversely, some minority ethnic populations may
show lower rates of some other diseases than the

general population. For example, black Caribbean
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women demonstrate a significantly lower prevalence

of angina and heart attack, while the Chinese popu-

lation generally experiences lower rates of limiting,

long-standing illness than the general population

(Erens et al, 1999).

The difference between men and women in rates of
disability and long-term illness that restrict activities

of daily living also varies by ethnic group. In white

populations, men report higher rates. However, in

many minority ethnic populations, including Indian,

Pakistani, Bangladeshi, black Caribbean and black

African groups, this pattern is reversed, with women

reporting higher rates of disability and long-term

illness than men (Moriarty and Butt, 2004).

‘Multiple hazard’: the cumulative
impact of sex and ethnicity on
health

Older ethnic minority people face ‘multiple hazard’ as

a consequence of their older age and their minority

ethnic status (Nazroo et al, 2004). Poverty is a key

determinant of both health status and service use in

older people (Department of Health, 2000). Older people

from some minority ethnic groups, such as those from

the Bangladeshi and Pakistani communities, are at
much greater risk of poverty than their white English

counterparts. This is partly a reflection of the econ-

omic disadvantages experienced during their working

lives, including lower-paid jobs and periods of unem-

ployment. This disadvantage is unequally spread

across minority ethnic groups, with the Bangladeshi

and Pakistani groups the worst off, although all minority

ethnic groups demonstrate some degree of disadvantage
when compared with the white community (Depart-

ment of Work and Pensions, 2004).

Health service use

The use of healthcare services rises with age, with

individuals in the older age groups being the main

users of both health and social care services in the UK
(Department of Health, 2001). For example, in the

year 1998/1999, approximately 40% of the NHS

budget was spent on people aged 65 years and over.

During the same period, patients in this age group

occupied 65% of general and acute hospital beds

(Department of Health, 2001). The highest NHS general

practitioner (GP) consultation rates in the 12-month

period ending 2004 were for men aged 75 years and
over and women aged between 65 and 74 years. Both

groups received an average of seven visits per person.

This compares with an overall average of four visits per

person. During the same period, 7% of people in the

UK reported an inpatient hospital stay. Of those aged

75 years and over, the percentage reporting an in-

patient hospital stay was double the national average.

The most common reason reported for inpatient
admission in older age groups was circulatory and

respiratory disease. This pattern of healthcare utilisation

applies to both day case admissions and outpatient

admissions (Office for National Statistics, 2006b).

The reasons for this pattern of healthcare service

utilisation include the higher prevalence of ill health

in people from older age groups, and the ‘compression

of mortality’. In the UK, death is an event that is
progressively concentrated at advanced ages. Since

healthcare costs are highest in the few months before

death, this concentration of deaths in the oldest age

group raises the proportion of healthcare resources

devoted to the oldest old (Office for National Stat-

istics, 2005a).

Importantly, older people are not only recipients of

care. They are also major providers of informal care. In
2001, almost 15% of men and 10% of women aged

between 65 and 84 years were providing unpaid care to

family members or neighbours. Of those aged 85 years

and over, almost 10% of men and 3% of women were

acting as informal carers. Although the proportion of

older people providing care declines with age, the

proportion of time devoted to caring increases with

age. Therefore, for the age group aged 85 years and
over, 50% of those providing care were doing so for

more than 50 hours per week. This compares to 38%

of those aged between 65 and 84 years, and 17% of

those in the 16–64 year age group (Office for National

Statistics, 2005b). The toll of caring on both physical

and mental health is well documented, with informal

carers exhibiting increased ill health, psychiatric mor-

bidity and stress in comparison to non-carers (Depart-
ment of Health, Social Services and Public Safety, 2001).

Research also indicates that patients from minority

ethnic groups may not be being offered an adequate

range of healthcare choices. Many patients believe they

are not given enough time, taken seriously enough, or

examined properly during consultations (Firth, 2001).

While under-referral may be the product of overtly

racist attitudes, it is far more likely that under-referral
and under-utilisation are the result of a combination

of barriers to healthcare provision, beliefs and atti-

tudes, On the part of clinicians, these may include

language and communication difficulties, and as-

sumptions that individuals from ethnic minority

groups prefer to ‘care for their own’ (Social Services

Inspectorate/Department of Health, 1998). On the

part of patients, poor knowledge about available services
and lack of confidence in staff ability to understand

and meet religious and cultural needs may influence

requests for referral and service use.
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Service provision for older people

Older people are the main users of a range of

healthcare services, and evidence from across the EU

suggests that this has an impact on both cost and

efficiency, including speed and efficiency of emer-

gency care (George et al, 2006), and drug expenditure

(Kildemoes et al, 2006). However, this level of use is

often not matched with a focus on the needs of older
people. Service users report poor, unresponsive, in-

sensitive and discriminatory services, with one report

finding that there was evidence of ageism across all

services, taking a variety of forms including patronis-

ing and thoughtless treatment, and in some cases the

failure to take seriously the needs and aspirations of

older people (Audit Commission et al, 2006). Age

Concern (2006, p.42) suggests that:

The current organisation of general hospital care does not

meet the needs of many older people who may have a

number of conditions ... There are often very limited

opportunities for rehabilitation.

In the same paper, Age Concern (2006, p.40) claims

that both:

... direct and indirect age discrimination remain at the

heart of mental health services.

In the light of reports and commentary such as this,

the current policy drive in the UK is to improve both

generic and specialist services for older people. Im-

portant focal points of these improvements are the
provision of patient-centred services and the user

experience of healthcare services. Recent policy docu-

ments have been drafted in consultation with service

users, as well as carers and healthcare professionals.

A recent initiative is the Partnerships for Older

People Projects led by the Department of Health Older

People and Disability Division. These pilot projects,

that will be established during the period 2006–2008,
aim to evaluate new models of service aimed at shifting

the balance of services away from high-level needs

(Department of Health, 2006). The move away from

reactive services is envisaged both vertically from

acute to primary care services and horizontally across

health and social care agency boundaries. The models

of service redesign are encapsulated within the follow-

ing themes: timely or early interventions, low-level
support, service user empowerment and involvement,

cultural change, and joint commissioning (Depart-

ment of Health, 2006).

This initiative is set against the background of the

National Service Framework for Older People (Depart-

ment of Health, 2001). National Service Frameworks

(NSFs) are established to improve services through

setting national standards to drive up service quality

and tackle existing variations in care. The NSF for

Older People is a 10-year programme of action linking

services to support independence and promote good

health, specialised services for key conditions, and
culture change. Key themes reflected in the NSF are

respect for the individual, enhanced intermediate

services to prevent unnecessary hospital admission,

evidence-based specialist care and, in recognition of

the fact that disability and ill health are not inevitable

consequences of ageing, promotion of an active and

healthy life. Older people are the predominant service

users in most hospitals, and skills in their care should
form part of the core competencies for all staff. This

NSF recommends workforce development at all levels

to build and strengthen the knowledge base and to

foster more positive attitudes towards ageing and older

people. Another key initiative is the single assessment

process that is proposed across health and social care

services. This is designed to reduce fragmentation of

information systems and the unnecessary duplication
of assessment procedures. A more streamlined and

efficient assessment process will better enable timely

interventions that in turn will both improve outcomes

for older people and reduce the longer-term costs of

care by reducing the need for support by families,

hospital bed use and the need for intensive long-term

care services.

Practical challenges in providing
culturally sensitive healthcare in
old age

The successful provision of healthcare to older people

from minority ethnic groups may pose a practical

challenge. These challenges include enabling patients
to continue to observe the ritual requirements of their

religious beliefs, for example by providing religiously

acceptable food. Language difficulties are frequently

cited by both patients and clinicians as a barrier (Firth,

2001). Although family members may be pressed into

service as translators and interpreters, largely for reasons

of convenience, this practice compromises the con-

fidentiality that all patients are entitled to and may
impede open communication. Enquiring about past

medical history may prove problematic with many

elderly patients, particularly recent immigrants, who

may have little information concerning their previous

health records in their country of origin (Ghosh and

Khan, 2005).
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Death and dying: the provision
of palliative care

Most deaths occur in older age, but palliative care

services in the UK disproportionately devote resources

to younger patients, to the detriment of older people

(Seymour et al, 2001). The Regional Study of the Care

of the Dying found that age was an important influ-

ence in determining which patients receive hospice

inpatient care (Addington-Hall et al, 1998a). Hence,
patients with a cancer diagnosis who were admitted to

hospice were younger than those who were not.

Another reason for the low levels of palliative care

provision that older people receive is the traditional

bias in favour of cancer diagnoses. In the year 2004–

2005 around 90% of all palliative care patients had a

diagnosis of cancer, compared with 10% of those diag-

nosed with non-malignancies (National Council for
Palliative Care, 2006). However, research indicates

considerable need for the provision of palliative care

for patients with non-malignant disease, with frequency

and severity of symptoms approaching those experi-

enced by cancer patients (Addington-Hall, 1998;

Addington-Hall et al, 1998b).

Discussion

The perception of the older population as a ‘problem’

group in society tends to be accepted without ques-

tion. A variety of sources can readily be quoted to
support this view. In particular, some of the more

dramatic predictions of a decade or two ago which

more or less implied that most western societies were

about to be overwhelmed by a rising tide of older

people have been tempered by reality (Smith and

Tillipman, 1999). Although the UK population is not

set to be ‘flooded’ with older people, the proportions

of elderly are predicted to increase (Office for National
Statistics, 2005a, 2005b). Concerns remain that poli-

ticians and planners have not reacted adequately to

these projected increases, particularly the increase in

the population aged over 85 years.

Older people are the biggest users of health and

social care services. They are the ‘core business’ of the

NHS, and it could be argued that getting it right for

older people means getting it right for everyone. The
diverse demographic, social and economic character-

istics of older people make this population a very

heterogeneous one. Older people’s health problems

are different and difficult and require special expertise.

Multiple pathologies, atypical presentation and a

combination of mental health and physical illness are

often encountered. Additionally, older people take a

longer time to recover from episodes of acute illnesses,

often developing confusion and mobility problems as

well as urinary and/or faecal incontinence (Morris,

2003). The Audit Commission’s report Integrated Ser-

vices for Older People stated that ‘older people want

services to be flexible, co-ordinated and focused on

helping them to remain independent for as long as
possible’ (Audit Commission, 2002, p. 3). The report

went on to comment that older people too often are

offered a confused, disjointed response when they need

help or advice. It recommends that services are organised

around the user, such that all stakeholders should

recognise their interdependence by having a shared

vision that is based on the view of older people.

For effective services to be delivered to older people
there is a need to move away from the consideration of

older people as a problem, and towards consideration

of them as a resource in terms of caring both for

themselves and for others. Empowering older people

in this way requires health and social care profes-

sionals to engage with older people as their main

rather than as a marginalised group of service users,

and to ensure services are organised around rather
than across their needs. This engagement needs to

include not only decision making at the point of service

delivery, but also involvement in service delivery,

service planning and the education of health and social

care professionals.
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