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Abstract  

Ageism towards older adults in healthcare has historically been researched and understood 

quantitatively with specific focus on objectivity and the particular from the perspective of 

healthcare providers. The purpose of this study was to explore the subjective experience of 

ageism in this context from the accounts of older adults themselves. With Interpretative 

Phenomenological Analysis (IPA) as the framework for this study, three older adults were 

interviewed to deepen this understanding across different angles. Five themes emerged from 

participants’ accounts. The Foundational Components of Ageism centred around participants’ 

confidence of age as the cause of their treatment. Their confidence was influenced by their 

assessment of why and how often ageism occurred alongside recognition that differential 

treatment began in their older years. Complexity of Self-Advocacy highlighted why 

participants advocated for themselves and the approaches they took. This did not always have 

the intended outcome and support on behalf of another individual was often needed to stop 

discrimination. Removal From Situations described how the emotions participants 

experienced by not having their voices heard motivated them to step away from the situation. 

The Impact of Ageism delved into the varied and sometimes opposite ways participants were 

affected. Lastly, Non-Ageist Experiences detailed the positive encounters in healthcare. For 

participants, this signified what they wanted or expected to see throughout the system. This 

thesis is one of a small number of studies that focuses on the older adult perspective and has 

contributed to the study of ageism in healthcare research. By using IPA, the findings 

demonstrate how experiences of discrimination can share similarities while uncovering 

different ways to conceptualise ageism towards older adults.  
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Chapter One: Introduction and Literature Review 

Population Ageing 

Defined as an uphill trajectory of the proportion of the population towards older 

adults, population ageing is occurring at a global level at an increasingly faster rate. Adults 

aged sixty and above accounted for 12% of the global population in 2015 which is projected 

to increase to 22% in 2050 at 2.1 billion people. This will have doubled from 1 billion in 

2020, increasing to 1.4 billion by 2030 (World Health Organisation, 2022). For adults aged 

sixty-five and above, there is an estimated six percent increase from 10% in 2022 to 16% in 

2050 (United Nations, 2022). Larger changes are anticipated for the eighty and above 

demographic with the population predicted to triple to 426 million people from 2020 to 2050 

(World Health Organisation, 2022). This global shift can be attributed to lower mortality rates 

and advances in medical care that has increased the global life expectancy from 66.8 years in 

2000 to 73.3 years in 2019 (World Health Organisation, 2022). Alongside this, decreasing 

fertility rates has produced a change in the direction of the age distribution between older and 

younger populations. It is predicted that by 2050, the global number of older people aged 

sixty-five and above will be double than the global number of children under five years of age 

and a similar number to children under twelve years of age (United Nations, 2022).  

Similar patterns of population ageing are occurring in New Zealand (Ministry of 

Health, 2023). Older age is legally defined as sixty-five and above (Ministry of Health, 2016) 

and older adults will compose of more than 20% of the country’s population by 2035 with 

10% aged seventy-five and above, and 5% aged at least eighty-five. As with the global 

patterns, this can be attributed to increased life expectancy (Ministry of Health, 2023), rising 

from 78.6 years in 2000 to 82 years in 2019 (World Health Organisation, 2023), and 

decreasing fertility rates (United Nations, 2022).   
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Age-Related Health Characteristics   

As people age there is increased use of care services, particularly in healthcare 

(Elbourne & le May, 2019) and the type of healthcare differs significantly. Some may require 

medical appointments whereas others may need long-term care (Buttigieg et al., 2018) to 

retain functioning and longevity (Wyman et al., 2018).  

Age-related differences in the acquisition of health conditions are the result of higher 

susceptibility to illness and mortality for older adults (Jecker, 2020). Although health 

conditions vary widely, they commonly include diabetes, visual impairment, hearing loss, and 

back and neck pain (World Health Organisation, 2022). Alongside this, geriatric syndromes 

refer to states of ill health that is not situated within distinctive classifications of medical 

conditions and includes, falls, urinary incontinence, frailty, and delirium that can have a 

profound impact on one’s quality of life (Inouye et al., 2007).    

The prevalence of geriatric syndromes have been found to be around 70%; about 65% 

for adults aged between sixty-five and seventy-four and about 80% for those aged between 

seventy-five and eighty-four years. Over all ages, injuries resulting from falls and functional 

decline has a general prevalence of 20% with urinary incontinence at 25%. Among the sixty-

five to seventy-four age group, injuries from falls, urinary incontinence, and cognitive 

impairment has a prevalence of 17.6%, 23.3%, and 52.7% respectively whereas for those aged 

seventy-five and above the prevalence rises to 24.5%, 32.5%, and 62.9% (Liang et al., 2018; 

Tkacheva et al., 2018).  

In New Zealand, the presence of two health conditions is most common among older 

adults (31.0%) compared to three (19.7%), and at least four conditions (12.0%) and is slightly 

more common than having one health condition (28.5%) and substantially more than having 

none (8.8%) (Abey-Nesbit et al., 2023). Data on health statistics divide older adults into three 

age groups; sixty-five to seventy-four years, seventy-five to eighty-four years, and eighty five 
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and above. Globally, multimorbidity, the acquisition of at least two chronic health conditions 

(World Health Organisation, 2022), has a general prevalence of 62.0%, 71.7%, and 78.0% 

respectively including conditions like hypertension (60.6%), dyslipidaemia (51.2%), and pain 

disorders (34.0%) (Ofori-Asenso et al., 2019) and in New Zealand, hospital discharge data for 

multimorbidity show a prevalence of older adults at 17.1%, 30.7%, and 43.3%. 

Pharmaceutical data had an overall higher rate at 55%, 71.7%, and 80.4% (Stanley et al., 

2018).  

Within emergency departments (ED), Lee et al. (2018) found that older adults made up 

16.9% of ED data. Medical causes (such as spontaneous internal organ dysfunction) 

encompassed 80.6% of all ED visits at 79.5%, 81.3%, and 81.7% by age, whereas 19.4% were 

non-medical causes (such as general procedures) at 20.5%, 18.7%, and 18.3%. Patient transfer 

had a positive correlation with age (12.2%, 15.4%, 17.5%) with hospitalisation rates at 40.3% 

(35%, 42.8%, and 48.5%). Internal medicine had the highest admission rate at 59.5% (57.5%, 

59.3%, and 64%) and discharge rates after an ED visit had a negative correlation with age 

(58.4%, 50.7%, and 42.6%) with similar patterns found for discharge after hospital admission 

(84.5%, 78.8%, and 71.5%).  

Among older adults aged between eighty and ninety in New Zealand, the general 

practitioner (GP) and pharmacist were the most used services over a twelve month period at 

98% and 87% respectively. Optometrists and practice nurses were also seen regularly at 53% 

and 46% (Ministry of Health, 2015).  

Higher patterns of healthcare usage as a result of susceptibility to health conditions 

leads into differences in healthcare use, whereby older adults use a significant portion of the 

costs of healthcare systems (Jecker, 2020), and in New Zealand, these costs are growing faster 

compared to other resources. Population ageing is a direct cause of these patterns and while 

the proportion of older adults requiring these services is not increasing, the numbers are 
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(Ministry of Health, 2023), alongside a lack of recognition of the effects on the healthcare 

system from industry planners (Clendon & Munns, 2014). There is a concern that financial 

and human resources will not keep up with this change, nor with changing health needs and 

with the age distribution shift, there will be a reduction of the proportion of people who 

typically provide care for this demographic (Elbourne & le May, 2019). 

Overall, as people age there is increased susceptibility to ill-health, particularly with 

the acquisition of multiple conditions. This is reflected within older adults’ use of various 

healthcare services wherein they make up a significant portion of patient statistics and 

subsequently use a substantial amount of healthcare costs. With the increase in these costs 

comes concern over its impact on healthcare systems.  

 

Ageism in Healthcare  

Consequently, population ageing has economic, health, and social repercussions 

(Elbourne & le May, 2019). One of these social consequences is an escalation of ageism 

towards older patients from healthcare workers (Pritchard-Jones, 2017).  

The term ‘ageism’ was first coined by Robert Butler in 1968 as a type of 

discrimination embedded in society that is ignored, manifesting through then-present laws 

such as mandatory retirement. Butler described ageism as prejudice against members of an 

age group by members of another age group, particularly the younger and middle aged, out of 

a dislike for the associated views of death, illness, disability, and hopelessness that is 

strengthened through cultural norms that isolate older adults from society (Butler, 1969). The 

definition of ageism has undergone many transformations since the first conceptualisation 

(Iversen et al., 2009) and has now been defined by Sao Jose and Amado (2017) as “negative 

or positive stereotypes, prejudice and/or discrimination against (or to the advantage of) us on 

the basis of our chronological age or on the basis of a perception of us being as being ‘old’, 
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‘too old’, ‘young’, or ‘too young’. Ageism can be self-directed or other-directed, implicit or 

explicit and can be expressed on a micro, meso, or macro-level” (p. 375). Research on the 

prevalence of ageism in healthcare has consistently found an average of 26% of older adults 

reporting at least one experience of age discrimination (Ayalon & Cohn-Schwartz, 2022; 

Dobrowolska et al., 2019; Shin et al., 2019; Shpakou et al., 202), increasing in frequency with 

age to 31% of adults aged eighty and above (Elliott et al., 2022; Shin et al., 2019).  

 

The Ecological Systems Theory 

Ageism in healthcare has been theorised within Urie Bronfenbrenner’s ecological 

systems theory, a conceptualisation of an individual’s development within proximate and 

broader internal and environmental levels made up by the individual, micro-, meso-, macro-, 

and exosystem. Despite being developed within child development literature, the ecological 

systems theory has been shown to have direct relevance to ageism in healthcare that can affect 

the development of older adults (McNamara & Williamson, 2019).  

The Individual 

At the centre of the ecological systems theory lies the biopsychological elements of 

the individual (Bronfenbrenner, 2000) which are characterised by developmental theories of 

the internalisation of age stereotypes across the lifespan (Ayalon & Tesch-Romer, 2018). 

Acquisition of positive and negative stereotypes of older people begins in early childhood 

(Nemiroff, 2022) with negative stereotypes often relating to poor physical health (e.g., disease 

and backache) (Flamion et al., 2020) and positive stereotypes to warmth (e.g., friendliness). 

However, these judgements of warmth become increasingly negative with age across children 

and adolescents (Vauclair et al., 2018). When one reaches older age, these stereotypes gain 

prominence in everyday life (Levy, 2009), affecting expectations of ageing that become 

unconsciously and automatically self-fulfilling. Research has shown that ageism, and the 
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affiliated health stereotypes, has been associated with poorer self-perceptions of ageing, 

quality of health, preventive health behaviours such as physical activity and consumption of 

nutritious diets, and healthcare satisfaction. These relationships increase over age and 

correspond with older adults perceiving his or her age as a direct cause of ill-health (Abdou et 

al., 2016; Ayalon & Cohn-Schwartz, 2022; Kotter-Gruhn & Hess, 2012; Phibbs & Hooker, 

2018; Stewart et al., 2011). Since ill-health is also often diagnosed as occurring from ‘old age’ 

it reinforces these beliefs and leads the underlying causes to remain undiagnosed and 

untreated (Ouchida & Lachs, 2015). Unsurprisingly, experiences of ageism have been linked 

to an uptake in hospital admissions, readmissions, length of stay, and a decline in mental and 

cognitive functioning (Nemiroff, 2022) that costs the United States healthcare system $63 

billion per year (Levy et al., 2020).  

The Microsystem  

The microsystem is the most immediate environment to the individual and consists of 

processes that occur in daily settings (Bronfenbrenner, 1994). Here, the most noticeable 

occurrences of ageism in healthcare take place comprising the interactions between provider 

and patient (McNamara & Williamson, 2019). Research on ageism in healthcare largely 

centres around the microsystem and healthcare workers’ attitudes towards older adults which 

consists of three processes; stereotypes, prejudice, and discrimination (relating to cognition, 

affect, and behaviour respectively). Nurses are often the focus of research due to the large 

amount of care they provide for older adults (Clendon & Munns, 2014), and in the context of 

population ageing, research around healthcare workers’ attitudes to and about working with 

older adults is becoming more relevant (Liu et al., 2015), made more so by research 

demonstrating that among nurses and student nurses, these attitudes have become increasingly 

negative since the start of the twenty-first century (Liu et al., 2013). Compared to other 

disciplines, negative attitudes are particularly widespread in nursing with reported prevalence 
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at 82.8%, 89.9%, and 100%, particularly for younger nurses, with attitudes becoming more 

neutral with age (Deasey et al., 2016; Lampersberger et al., 2023; Mohammed & Omar, 2019; 

Ozdemir & Bilgili, 2016; Podhorecka et al., 2022; Rababa et al., 2020; Rababa et al., 2021). 

In the literature, negative attitudes have been theorised in relation to how positive and 

negative stereotypes contribute to ageist care, how prejudice is influenced by three 

components; associations between older adults’ and death and illness, knowledge of ageing, 

and positive and negative interactions with older patients, and how ageist behaviour is 

showcased through communication patterns and differing treatment recommendations 

between younger and older adults’.  

Stereotypes. Located within social psychology theories, ageism often stems from a 

combination of positive and negative stereotypes (Vervaecke & Meisner, 2021). As in the 

individual level, while older adults are largely perceived as warm, they are also regarded as 

dependent and in ill-health with prevalence of these negative attributes ranging from 63.5% to 

74% of studied samples (Carlson et al., 2022; Dobrowolska et al., 2019; Ozdemir & Bilgili, 

2016; Sarabia-Cobo & Pfeiffer, 2015; Schroyen et al., 2016). The perceived normalcy of these 

conditions due to heightened exposure to ill patients (Crutzen et al., 2022; Hall & Hoy, 2012) 

has consequences for the quality of care as negative perceptions alongside work stress has 

been associated with decreased competency in nurses (Lee et al., 2023) and the combination 

of warmth and dependent perceptions is accompanied with an overly benevolent system of 

care (Vervaecke & Meisner, 2021).  

Prejudice. In accordance with theories of prejudice, older adults are associated with 

views of death and illness and an awareness of one’s mortality creates a detachment between 

younger and older individuals on behalf of the former age group that results in unfavourable 

perceptions of the latter age group (Martens et al., 2004). As with stereotypes, fears of ageing 

commonly relate to ill health (75.6%) and decreasing physical ability (66.0%) (Nitschke et al., 
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2022) and high levels of death anxiety alongside low levels of self-esteem, interpersonal 

reactivity, and symbolic immortality were all associated with 58.0% of ageism scores (Rababa 

et al., 2023). Positive attitudes and a preference for caring for older patients are predicted by 

lower levels of ageing anxiety (Liu et al., 2015), however, according to Palsgaard et al. (2022) 

ageing anxiety is an indirect predictor of ageism, mediated through lower expectations of 

ageing and has a weaker relationship than knowledge and age has to ageing expectations (i.e., 

younger age is associated with lower knowledge of ageing which predicts lower 

expectations). However, when examining a direct relation between knowledge and ageism, 

both high and low knowledge has predicted negative attitudes, but with increased positive 

perceptions of caring among providers with more formal education (Holmberg et al., 2022; 

Rababa et al., 2021). Healthcare knowledge constitutes many areas and despite being highly 

knowledgeable on physical facts, expertise in older patient care is often inadequate 

(Mohammed & Omar, 2019; Parker et al., 2021).  

As with knowledge, frequency of contact has mixed findings in the literature with 

higher contact correlating with more positive attitudes among dental students and 

physiotherapists (Nochajski et al., 2011; Podhorecka et al., 2022), but correlating with more 

negative attitudes among nurses (Holmberg et al., 2022; Lampersberger et al., 2023). Situated 

alongside theories of prejudice, Drury et al. (2017) found that positive interactions only 

corresponded with a slight reduction in negative attitudes, whereas negative interactions was 

associated with a substantial increase in negative attitudes. Although positive contact is 

related to decreased ageing and death anxiety, these factors, alongside a preference to work 

with older adults, was lower among those in good health who provided care most often 

(Gherman et al., 2022).  

Discrimination. Ageist behaviour in healthcare occurs through two main ways; 

communication and treatment recommendations. Ageist communication can manifest through 
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‘elderspeak’ that mimics how adults talk to young children, functioning within perceptions of 

dependency towards both age groups, and is one example of benevolent ageism (Shaw & 

Gordon, 2021). Among nurses in dementia care, elderspeak was prevalent in 96.6% of patient 

interactions and made up 28.7% of communication. The semantic component was present at 

69.3% and included childlike patterns of speaking (44.3%), ‘we’ rather than ‘you’ pronouns 

(42.0%), and overly endearing words (29.6%). Ninety-four percent of ageist communication 

was at the discourse level which mainly included lessening the harm caused by the treatment 

(87.5%) and laughing at or ridiculing the patient (36.4%). The final component at 73.9%, 

referred to higher pitch, over-pronunciation of words, and patterns of pitch change (Shaw et 

al., 2022). Schroyen et al. (2018) demonstrated that healthcare workers and medical students 

spoke fewer words, repeated what they said more often, and described side effects of breast 

cancer treatment less alongside ways to mitigate them for a seventy-year old patient compared 

to a forty-year old patient. Positive and negative views of ageing had no impact on the amount 

of words used or rate of speech, however, these characteristics were present more often 

towards both ages among those with a negative viewpoint due to a belief that youth ended 

earlier compared to those with a positive view of ageing. Alongside communication, ageist 

behaviour is showcased through different treatment recommendations for older patients, such 

as higher recommendations for immunotherapy and chemotherapy for patients in their thirties 

compared to patients in their fifties, and lowest for those in their seventies (Schroyen et al., 

2016). Neal et al. (2022) observed that between breast cancer patients in their sixties and 

seventies there was a 3% difference in surgery recommendation (65% versus 61.86%) and a 

26% difference between women in their sixties and eighties (43.33% versus 25.89%). 

Differential treatment, particularly for more dependent patients, is often the result of 

objectifying the older adult, reinforced by minimal communication, and results in similar care 

provision regardless of individual needs (Band-Winterstein, 2015).  
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The Mesosystem  

The mesosystem is characterised by the interactions occurring between at least two 

settings within the microsystem (Bronfenbrenner, 1994). Here, ageism is largely expressed 

through triadic communication between patients, their healthcare providers, and their 

chaperones. The third party, most often a family member, plays an important part in the 

support system of the ill older adult (Stubbe, 2017), as evidenced by one study reporting that 

86.5% of older patients specified that most of their support came from their family, compared 

to 9.7% reporting that it came from their healthcare providers (Repetto et al., 2009). The 

percentage at which family members accompany an older relative to their healthcare 

appointment has been reported at 31.3% and 32% and increases with age (e.g. for adults in 

their late seventies compared to late sixties) and with prevalence of comorbidity (Diamond et 

al., 2023; Wolff et al., 2013). However, despite the role family members have as a support 

system, the presence of them in healthcare appointments can lead to the older patient not 

being directly involved in their own treatment, with providers discussing medical history and 

treatment plans with the family members instead (Ben-Harush et al., 2017). Diamond et al. 

(2023) found that when an older adult had a chaperone to these appointments, the physician 

less frequently discussed information and questions across medical, lifestyle, and 

psychosocial domains compared to when the patient went by themselves. Extending from this, 

Repetto et al. (2009) discovered that while the majority of older patients (80%) stated that 

they felt providers gave an exhaustive and clear-cut description of the information, 

satisfaction rate decreased to 67.9% of all participants and 56.8% for those who reported not 

being directly informed. Similarly, 59% stated that they felt their companion did not receive 

more direct information, however of the patients who indicated this, most of them reported 

feeling informed. Likewise, the majority of older adults (84.4%) reported that the quality and 

quantity of received medical information greatly influenced a positive relationship with their 
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provider, however the 25.3% of patients who were uncertain about this relationship, mostly 

consisted of patients who reported feeling uninformed.  

This issue of triadic communication is exemplified among older adults with cognitive 

difficulties such as dementia, especially considering the difficulties both the patient 

themselves and their family members face after a diagnosis (Stubbe, 2017). In a study 

exploring the triadic communication within memory clinics, Karnieli-Miller et al. (2012) 

found that although the physician is the main contributor to the conversation, they start the 

appointment by limiting the discussion to the patient only, but over the course of the 

appointment, the physician converses mainly with the chaperone. Reasoning behind this shift 

included a belief that the patient only needed to understand the basics of the information 

provided whereas the chaperone, who was now the main caregiver, were required to deeply 

understand the full array of the related knowledge. This left the older patient feeling frustrated 

and confused as to what their role, as the one with the diagnosis, entailed.   

The Exosystem  

As with the mesosystem, the exosystem refers to the interactions occurring between 

the microlevel but with at least one setting indirectly influencing the individual 

(Bronfenbrenner, 1994) and although not included in the definition of ageism (Sao Jose & 

Amado, 2017), much research explores it in this level. As was briefly discussed in the 

microlevel, preference to not work with older adults is another example of ageism and one 

that is represented by the exosystem (Gherman et al., 2022). Despite the high amount of care 

provided, students’ intentions to work with older adults are quite varied and although positive 

attitudes is a mediator of these intentions, it is not necessarily a predictor (Liu et al., 2015). 

Among nursing students, preference has been observed at 55%, 61.5%, and 66.3% of samples 

whereas for other medical students it has been as low as 36%. Common reasons for not 

wanting to work with older adults include preference for other areas such as paediatrics, lack 
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of interest, less opportunities for career growth, and perceived difficulty and is often 

influenced by the environment created by teachers and supervisors both with regards to 

learning and mentorship that reinforces perceptions of illness and dependency as the norm 

(Ben-Harush et al., 2017; Carlson & Idvall, 2015; Dahlke et al., 2020; Dobrowolska et al., 

2019; Ozdemir & Bilgili, 2016). Discrimination is also reinforced due to the minimal 

consequences given and the supervisory aspect of healthcare institutions that are more 

concerned with bureaucracy and protocol rather than the level of care provided (Band-

Winterstein, 2015). Moreover, within the wider bureaucratic aspect it is quite difficult to 

introduce policies against the benevolent aspects of ageism present in the microsystem, such 

as elderspeak, due to it being understated (Swift et al., 2017).   

Other well-documented areas concern exclusion in medical trials which limits the 

development of knowledge about safety and efficacy in treatments of the older population 

(Inouye, 2021). When included, older people tend to be in their sixties and early seventies, 

have fewer health problems, and take fewer medications. As such, they do not necessarily 

represent older adults who use healthcare services more often (Cherubini et al., 2010). In 

clinical drug trials Beers et al. (2014) found that among trials for diseases strongly connected 

to age, older adults aged at least sixty-five accounted for 43.1% of the participant population, 

dropping to 16.1% for those aged seventy-five and above. In trials for diseases that are 

common in older age, but not necessarily associated with age, 9% of participants were at least 

sixty-five years of age and 1% were above seventy-five years. The most common exclusion 

criteria were comorbidities (75.4%), a general state of ill-health (56.1%), and use of 

accompanied medications or past experience of side-effects (71.9%). In clinical trials relating 

to cancer, it was found that only a very small percentage (1.4%) of trials specifically focused 

on those sixty years and above whereas 43.8% of trials excluded older adults via upper age 

limits, most commonly, between sixty-six years and seventy-years of age, proceeded by 
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seventy-six and eighty years of age. Exclusion of participants aged at least eighty years of age 

was present in 35.4% of all trials (Krysa et al., 2022).   

The Macrosystem  

Finally, the macrosystem is defined by the processes within the former levels, but 

further encompasses one’s culture and the broader knowledge, belief systems, customs, and 

resources within that (Bronfenbrenner, 1994). As a result, ageist attitudes present in the 

microlevel are not formed in isolation but are done so and influenced by these societal 

patterns that correspond with the wider population (Liu et al., 2013). For example, Crutzen et 

al. (2022) found that negative attributions about older adults was most prevalent among both 

the general population (45%) and healthcare workers (46%) compared to positive (28% 

versus 36%) and neutral (27% and 18%) attributions. Regardless, ageism at the macrolevel is 

under-researched despite the pervasiveness of it (Levy, 2022). This level includes policies in 

healthcare favouring young people in regards to what patients to treat and what treatments to 

use (McNamara & Williamson, 2019). For instance, with medical treatments, the use of 

quality adjusted life year (QALY) measures allocates treatment based on quality of life and 

life expectancy. It is an inherently ageist measure as older adults are often a lower priority 

(Harris & Regmi, 2012). Situated alongside QALY measures is the fair innings argument, 

referring to instances of when there are limited resources and older and younger patients 

require the same resources, the allocation of these resources are biased towards younger 

patients (Bognar, 2015). Theories within the macrolevel suggest that people living longer and 

with better health has resulted in a shift of older age from the exception to the norm 

subsequently altering the status of older age from a privilege to a state of ill-health and 

dependency (Ayalon & Tesch-Romer, 2018). However, research has shown that this shift is a 

direct result of population ageing, rather than general patterns of increased life expectancy 

(Rudney & Vauclair, 2022).  
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Summary 

This section highlights the background to ageism in healthcare. Population ageing, 

resulting in higher global numbers of older people, and its associated age-related health 

inequalities, has produced changes within the healthcare system that escalates concern over an 

increased propensity of ageism toward this demographic. Ageism within these systems can be 

explored through the ecological systems model along an individual, micro-,meso-,exo-, and 

macrolevel that respectively relates to an internalisation of age-related stereotypes, the 

interactions between provider and patient, three-way communication between provider, 

patient, and accompanied family members, low preference to care for the older demographic 

and exclusion in clinical trials, and general societal attitudes to older adults and broader 

structural processes that disproportionately favour younger patients. Ageism within each level 

does not operate separately, but converges to influence and reinforce these patterns of ageist 

attitudes.    

 

The Dominance of Quantitative Research  

Of the research on ageism in healthcare that was previously discussed, the majority of 

it aligned with the quantitative, positivistic approach that served the purpose of theoretical 

development in the multiple levels of the ecological systems model (Rennie, 2012). The 

development of the field of gerontology was, and continues to be, dominated by the 

biomedical model which influenced the pervasiveness of positivism across the many 

components associated with gerontological research (Grenier, 2023) and the commonality of 

this approach further reflects the synonymity of psychological science with hypothesis testing 

and the methodical choice of measurements and statistical analyses (Gergen et al., 2015). 

Subsequently, the components that make up the current definition of ageism are well reflected 

within traditional empirical research. This is further evident through examining these factors 
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within the individual and microlevel by using statistical measures on the elements of ageism 

that older adults’ and healthcare workers are familiar with and can understand, particularly 

when it becomes salient for the former group (Snellman, 2016; Snellman, 2018). As a result, 

the findings offered from this systematic type of research are integral in developing and 

shaping an understanding of ageism in healthcare, and the methods within quantitative 

research allow researchers to assess the validity of their hypotheses, for example, in relation 

to how the object of inquiry presents itself or how two phenomenon of interest interact with 

each other (Westerman, 2004), which has uncovered the diversity of how ageism operates in 

this context (Buttigieg et al., 2018). 

Keeping in line with the positivist paradigm of causality and objectivity, studies on 

ageism employ large sample sizes to the benefit of data consistency and a wide array of 

demographic characteristics of participants that supports production of generalisable results of 

the prevalence of ageism and its associated characteristics among healthcare workers and 

older adults themselves. As such, these results have been indispensable over understanding 

the operation of this phenomenon (Park et al., 2020; Rennie, 2012).  

Choice of a positivistic framework in ageism research is unsurprising given the nature 

of the studies itself. Largely concerned with examination of theories of ageism, the effects of 

ageism, and the associated variables, quantitative methodologies and methods are a highly 

practical way to gauge these effects efficiently, simply, and quickly when dealing with a large 

sample. However, there are limitations in the methods favoured in a quantitative approach that 

impacts on the type of knowledge produced (Maksimovic & Evtimov, 2023) 

Limitations of Quantitative Research 

Despite positivism having a firm hold in research, the characteristics that permeate it 

are also its inherent limitations that are underpinned by the rigid preference for objectivity, 

observed within the methods and what can subsequently be known. As a result, while 



 16 

positivism aims to advance theory, knowledge of the operation of ageism centred around 

theoretical frameworks within the ecological systems model has fallen short within past and 

current research. The rigidity of the methodological approach to positivist research means that 

the criteria for how much and the diversity of data that is subject to analysis is bounded by a 

narrow framework (Maksimovic & Evtimov, 2023). Choice of a particular research paradigm 

is dependent on what researchers hope to achieve (Snellman, 2016) and the deductive 

approach rests on presumptions of how phenomena manifest (Varpio et al., 2020). In ageism 

research, the components relating to it – both within healthcare providers and older adults 

themselves – are studied and measured systematically based on predetermined ideas of how 

ageism is expressed and what it means to those that are affected by it (Maksimovic & 

Evtimov, 2023).  

The Rejection of Subjectivity.  Based on the lack of distinction between natural and 

social sciences, the application of positivism with its objective stance is overwhelmingly 

employed within fields of study concerned with subjective experience (Maksimovic & 

Evtimov, 2023; Patnaik, 2023). Within social research, criticism of positivism centres around 

how well society can be understood from a purely objectivist standpoint and how practical it 

is to observe the varied components of social phenomena through a detached and neutral 

stance (Hasan, 2016). The pervasiveness of this has resulted in the social world – including 

experiences centred around ageing – being reduced to variables (Chen, 2010; Hasan, 2016).  

The tunnel vision towards procedures and findings treats human action and experience 

on a one dimensional level. It reinforces the assumption that these factors can easily be 

explained superficially no matter the context from which it emerges across all those that 

experience ageism in healthcare. From here it can be observed that this type of research 

particularly falls short in the microlevel as these characteristics often leads to components of 

human behaviour, such as intentionality, being disregarded in favour of making generalised 
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statements. Within this, the role of researcher and participant causes a lack of communication 

towards the latter group (Alharahsheh & Pius, 2020; Gergen et al., 2015; Hasan, 2016; 

Maksimovic & Evtimov, 2023; Park et al., 2020). What this results in is the failure of 

explicating the complex and multiple elements of subjective experiences, such as how older 

adults themselves experience, understand, and make sense of ageism (Patnaik, 2023).  

By recognising the importance of subjectivity in research, the gaps within past and 

current research on ageism in healthcare become unignorable. Knowledge on ageism is unable 

to expand if the research within the field remains restricted in ways to conceptualise it 

(Snellman, 2016). Despite the necessity of the previously discussed studies, it is time for 

research to expand in other directions, mainly by building upon the knowledge gained from 

quantitative research, deepening the understanding of ageism across various elements by 

utilising more qualitative frameworks (Buttigieg et al., 2018).  

Summary 

This section delved into the dominance of quantitative, positivistic research in 

psychological inquiry. The methodical choice of measurements and statistical analyses in 

research has been integral in contributing to the understanding of the varied components of 

ageism in healthcare, reinforced by employing large sample sizes that allows for 

generalisation of results. Despite the contribution of quantitative research, the criterion of 

objectivity means that research is conducted based on fixed ideas of what ageism looks like in 

a setting focused on subjective experience. Consequently, the nuances of experience such as 

contextual factors and aspects of human behaviour are rejected for these objective, 

generalisable results. 

 

A Move Towards Qualitative Research 
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The dominance and inherent limitations in the methodology and methods present in 

the previously synthesised quantitative literature highlights the areas that now need attention, 

particularly around a need for more qualitative research (Buttigieg et al., 2018). By 

undertaking qualitative research it opens up a different way to perceive and understand a 

phenomenon of interest. To reach a heightened understanding of the subject of inquiry, it is 

vital to incorporate and utilise the diversity of methodologies, even ones that have conflicting 

assumptions, as it can develop knowledge on both an interpersonal and societal level (Gergen 

et al., 2015). Furthermore, while theory can guide what methodological framework to use, 

theory development requires a range of methodological choices to be sensitive to the 

contextual components within the lived world. Expansion towards qualitative research will 

help guide the inclusion and development of other theories (Gergen et al., 2015; Grenier, 

2023).  

Qualitative research focuses on the aspects of phenomena that positivism completely 

disregards and is a way to make up for the shortcomings present in the microlevel through the 

key features of this paradigm mapping onto the limitations that permeates positivism in the 

context of social research (Hasan, 2016). Qualitative research concerns itself with the 

subjective meaning participants have over a specific phenomenon (Alharahsheh & Pius, 

2020). Through an in-depth understanding of the interactions individuals have within society, 

the nuances and complexities of the social world are particularly highlighted such as 

experience and the intent and meanings prescribed to that, how experiences change over time, 

as well as the ability to explicate affective elements. The shift away from pure observable 

human action inevitably diversifies the understanding of phenomena (Chen, 2010; Hasan, 

2016; Maksimovic & Evtimov, 2023; Varpio et al., 2020). Paying attention to and reflecting 

on these qualities is crucial as subjectivity is intrinsic to human experience and to understand 

and illuminate the varied workings of it, it is important that researchers become increasingly 
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focused on the depth of their scope through the perspective of those who experience the 

phenomenon (Alharahsheh & Pius, 2020; Hasan, 2016).  

Despite older adults being targets of ageism little research actually looks at this 

phenomenon from their perspective (Van den Hoonaard, 2018). In 1992, Jane Aronson argued 

for the voice of older adults to be included in gerontological research. Driven by predefined 

ideas of the needs of older adults, she argued that their perspective has gone overwhelmingly 

unnoticed (Aronson, 1992). Furthermore, within qualitative research, most of the already 

published studies focuses on healthcare workers and their views and experiences of ageism 

toward older patients. Knowledge of the perspective from the ones who experience this type 

of discrimination remains underdeveloped despite the potential to uncover these subjective 

experiences and meanings (Ayalon et al., 2023). Even research that does not explicitly focus 

on older adults experiences of ageism, but at self-directed ageism is under researched 

compared to the interactions between provider and patient due to the inherent inequality and 

nature of appointments that is centred around ill-health and injury (Buttigieg et al., 2018). 

 Qualitative research provides a different way to develop theory through the voice of 

older adults that provides indispensable information pertaining to their lived experiences 

(Warren-Findlow, 2013). Compared to quantitative research, qualitative research favours a 

more in-depth and intricate understanding of ageism in healthcare by placing the older adults 

– who are the experts of their own experiences – at the fore (Van den Hoonaard, 2018). The 

benefit of qualitative research within the context of ageism is that it allows for the myriad of 

components relating to it across social, behavioural, and psychological facets to be understood 

in relation to older adults’ experiences of ageism (Chen, 2010). Furthermore, ageism is rooted 

within social practices. Older adults experience and understand these occurrences through the 

interactions they have with the people around them which in turn influences how older adults 

understand themselves (Van den Hoonaard, 2018). Through employing the older adult voice 
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in research, not only does it shed light on the experiences of older adults as a group, but it is 

also sensitive to the individualistic aspect (Harbison, 2019).  

Older Adults’ Perspectives  

Despite it being limited within the field of ageism research, a few qualitative studies 

on ageism in healthcare from the perspective of older adults has been done, subsequently 

broadening how ageism is conceptualised.  

In a qualitative study by Vogt and Dahlke (2023) examining older adults experiences 

of ageism, a participant found that her concern over her weight was dismissed as something to 

not worry about by her doctor due to a perceived normalcy of having extra weight among 

older women. The lack of regard for the participant’s wish to maintain a healthy weight 

suggests that this type of concern is not an important one for older adults. This characteristic 

of viewing the older person as part of a group, rather than as an individual was further 

prominent in participants’ experiences in aged-care facilities. Once participants moved into 

these facilities they felt that healthcare workers saw them as dependent residents, rather than 

unique individuals. One participant in the study noted how the personalities of new residents 

go from being lively to subdued within a short time frame due to this nature of socialisation 

that results in the older adult acting in accordance with the “role” of a resident that leaves 

many feeling as if their rights have been taken away.  

In another qualitative study by Gholamzadeh et al. (2022), participants discussed how 

negative assumptions of older age as a state of ill-health and older adults themselves as 

dependent and attention-seeking all contributed to a lack of and untimely diagnosis and care, 

even with acute conditions. This was especially so in instances where there was a shortage of 

medical equipment in which younger patients were a higher priority. Much of the care 

disregarded individual matters, treating older patients as a uniform group and at times, basic 

care requirements could not be met. In extreme cases, patients were misdiagnosed, being put 
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through treatment that had no benefits or were subjected to needless procedures due to an 

assumption of a need for an abundant level of care. With communication, participants 

discussed how providers avoided any sort of individualised communication style that suited 

their specific needs and were often quite hostile and aggressive both in how they spoke and in 

their behaviour, particularly among nurses. While participants further highlighted the lack of 

communication through providers completely ignoring them, only discussing what was 

absolutely necessary, and disregarding their opinion, they also mentioned the lack of 

information regarding care after a discharge from hospital such as only being provided with a 

pamphlet with insufficient information on it, showcasing how experiences within a healthcare 

setting has consequences outside of it.   

Similar findings were observed by Martinez-Angulo et al. (2023) in which participants 

discussed how their providers disregarded their needs by not listening to their concerns and 

paying little attention to the medical condition in favour of quick, routine treatments. Home 

caregivers also displayed similar apathetic behaviour by establishing treatment plans without 

consulting their patient and arriving at patient homes without informing them, and when 

concerns were brought up to these providers, participants were made to feel like they were 

engaging in attention-seeking behaviour. Furthermore, with providers taking advantage of the 

inherent inequality between them and their patients, participants were left feeling oppressed 

with a lack of regard toward their dignity and level of care. All these experiences influenced a 

negative self-perception of ageing, particularly with their physical health and was associated 

with a reduction in visits to the health clinic, opting to self-medicate instead. This pattern of 

avoidance was further present in a study on older adults with back pain. Participants revealed 

their reasons for not going to doctors’ appointments included already held views that back 

pain was an unfortunate consequence of ageing that became reinforced by similar statements 

from their health provider. Moreover, many were unsure of taking prescribed medications due 
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to numerous other medications they already had to keep track of or a concern the medications 

might react negatively with each other. Providers regularly dismissed these concerns and 

expressed medication as the only option, even creating treatment plans without conversing 

with their patients. In contrast, some participants expressed that their providers insisted that 

surgery was the only option, and like with the prescriptions, patient concerns including fear 

were dismissed even in instances where some participants had previous complications from 

surgery. In spite of this, some participants expressed that having a good relationship with their 

provider was a positive influence in making and attending appointments (Makris et al., 2015).  

However, obtaining these understandings depends on the older adult recognising what 

ageism is and when something constitutes age discrimination (Voss et al., 2018). In two 

similar qualitative studies by the same researcher, it was found that not all older adults 

believed ageism in healthcare is a matter that concerns them, having the opinion that there is 

not a difference in how providers treat younger and older patients, even in instances where 

they acknowledged how friends and family have expressed discontentment about not having 

their ailments taken seriously. Of those who acknowledged the existence of ageism, many 

held negative stereotypes about age, believing that ageism is only an issue for the “oldest” 

patients (i.e. patients in their eighties and nineties) due to perceived difficulties with 

comprehension and acquisition of multiple conditions that would require more attention. The 

internalisation of these stereotypes fed into their belief that ageism occurs due to a detriment 

in the older person. Unlike “other old people” participants discussed how they do not 

experience ageism due to their good health and positive personality that makes them a 

desirable patient compared to the “typical” cranky, complaining oldest patients. As such, 

many believed that ageism will only become a problem once they reach those years and in 

light of this, the only participants who discussed experiences of ageism were over eighty years 
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old, manifesting through providers disregarding their conditions because of their age (MacRae 

2018; MacRae, 2022).  

Gaps in Current Qualitative Research. Despite the necessity of these qualitative 

studies and the indispensable findings they have produced, gaps remain in the literature 

concerning the voice of older adults within the specific context of healthcare. For example, 

Gholamzadeh et al. (2022) had three groups of participants; older adults, family caregivers, 

and healthcare workers. Despite the former group having a voice in the study, the analyses 

and subsequent findings were influenced by all three rather than having the findings emerge 

from the accounts of those that directly experience ageism. Moreover, the older adults 

interviewed were all patients within different departments of a hospital. While focusing the 

study on a specific setting is not necessarily a limitation, it does produce findings within that 

specific context which may disregard other forms of healthcare. In contrast to the specificity 

of the previous study, Vogt and Dahlke (2023) conducted their study with older adults looking 

at their experiences of ageism in general and how that influenced their self-perceptions. As a 

result, ageism in healthcare emerged from the findings, rather than the authors specifically 

examining it within that setting. Similarly, the aim of Makris et al. (2015) was to look into the 

interaction between older adults with back pain and their navigation of the healthcare system. 

As a result, experiences of ageism came forth from the data and was not an explicit focus at 

the fore. From here, it can be observed that Martinez-Angulo et al. (2023) was the only study 

that explicitly looked at the experiences of ageism in healthcare from the perspective of older 

adults.  

Summary 

In summary, the foundations underpinning qualitative, inductive, research are ones 

that quantitative research disregards. Through highlighting the subjective, complex, and 

multiple arrays of lived experience, the social world can be understood on a deeper level, 
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particularly when it is done so through the perspective of those who experience it. Despite the 

limited quantity of it, qualitative research on older adults’ experiences of ageism in healthcare 

provides researchers with the opportunity to give voice to participants in order to explore how 

certain experiences occur, how they are understood, and how it has been impactful. Current 

research demonstrates the diversity of ageism in healthcare across the homogenisation of 

older adults, negative assumptions impacting care, communication issues, apathetic attitudes 

towards care, feelings of oppression and negative self-perceptions of ageing, the impact on 

navigation of healthcare systems, and age as a cause of health concerns. Alongside this, it has 

been demonstrated that acquisition of age stereotypes influences older adults’ perception of 

ageism. While these findings go some way into expanding the knowledge of this 

phenomenon, most of the qualitative research did not focus their aims specifically within the 

context of ageism or healthcare, meaning that the findings presented continue to be bounded 

by a narrow framework.  

 

The Current Study 

A large amount of research on ageism in healthcare has been examined within 

Bronfenbrenner’s ecological systems theory comprising of the individual, micro-, meso-, 

macro-, and exosystem (McNamara & Williamson, 2019). Across these levels, research has 

focused on internalisation of age stereotypes among older adults’ (Ayalon & Tesch-Romer, 

2018), stereotypes, prejudice, and discrimination from healthcare workers (Clendon & 

Munns, 2014), triadic communication (Stubbe, 2017), intentions to provide care to older 

adults and exclusion in medical trials (Inouye, 2021; Liu et al., 2015), and the use of policies 

that places the older adult as a lower priority for medical treatment (Bognar, 2015; Harris & 

Regmi, 2012).  
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The understanding of ageism in healthcare within the ecological systems model has 

been largely acquired through quantitative, positivistic research. As such, the findings 

presented in the ecological systems model has been shaped by this approach, both in relation 

to the operation of ageism and how multiple concepts within this have interacted with each 

other, supported by the generalisable quality of quantitative research (Park et al., 2020; 

Westerman, 2004). However, the unwavering adherence to objectivity results in these aspects 

of ageism being studied based on researchers’ pre-established assumptions of the phenomenon 

(Maksimovic & Evtimov, 2023). Within this, the subjective experience is dismissed and 

inevitably, the individualistic components of experience, understanding, and sense-making 

(Patnaik, 2023).   

Qualitative paradigms will be beneficial for developing the field of ageism research, 

particularly within the microlevel due to the face-to-face interactions patients have with their 

healthcare providers. It is due to this reason that ageism is also the most discernible to older 

adults in terms of their direct experience in this level (McNamara & Williamson, 2019). On 

account of these factors, examining older adults’ experiences of ageism within the microlevel 

will be a useful place to start. Placing experience at the fore of research is worthwhile due to 

the limited research that has been done (Van den Hoonaard, 2018). Healthcare providers are 

generally the group where ageism in healthcare is examined from and the older adult 

perspective goes ignored (Ayalon et al., 2023). Using qualitative research to examine older 

adults’ experiences of ageism allows for an in-depth, examination of the subjective 

components such as how ageism is experienced, what is means for each individual, and how 

these experiences are influenced by contextual factors. Sensitivity to the varied elements of 

experience allows for ageism to be understood in the way that it occurs – through social 

processes (Alharahsheh & Pius, 2020; Van den Hoonaard, 2018).  
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Population ageing and its consequences provide a need for more research on ageism to 

be conducted within healthcare systems. With population ageing and increasing numbers of 

older adults’ using healthcare services (Ministry of Health, 2023), ageism in healthcare is 

becoming a growing problem (Pritchard-Jones, 2017). With an average of 26% of older 

adults’ experiencing this form of discrimination at least once, healthcare services are a 

prominent setting from which ageism takes place (Ayalon & Cohn-Schwartz, 2022; 

Dobrowolska et al., 2019; Shin et al., 2019; Shpakou et al., 2021). Although much research 

has looked at ageism in healthcare, there has been a lack of research combining older adults’ 

perspectives specifically in the context of healthcare with both factors often emerging from 

the findings (Makris et al., 2015; Vogt & Dahlke, 2023).  

In light of all these factors, the research question of the current study is, “What is the 

experience of ageism like for older adults within healthcare systems?”.  
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Chapter Two: Methodology and Method 

Methodology 

The methodology section will cover the ontological and epistemological assumptions 

guiding this study and the relation they have to my chosen methodology. Within the 

methodology, what it is and its fundamental components will also be discussed. All these 

factors will be situated within my research aim and how they were chosen to best reach this 

aim. 

Ontology 

The ontological assumptions underpinning this thesis is relativism. Chosen for its 

framework of reality as subjective and diverse, relativism holds that the nature of reality is 

different for everyone as it is dependent on how one perceives and experiences the world 

(Ryan, 2018; Scotland, 2012). As a result, there is no single ‘truth’ waiting to be discovered; 

what is known depends on the context – such as language and culture – that permeates each 

individual and these surrounding contexts – and the associated ‘truth’ – are multiple and 

therefore, socially constructed (Baghramian & Coliva, 2019; Ryan, 2018).  

Epistemology 

Relativist ontology is closely associated with an interpretivist epistemology (Junjie & 

Yingxin, 2022) and the qualities within interpretivism reflects the qualities I believe to be 

important when undertaking research on individuals’ experiences. Born out of criticism of 

positivism and similarly to relativism, knowledge within an interpretivist framework is 

subjective, descriptive, and contextually and historically bound, emerging from individuals’ 

experiences and their interpretation of those experiences (Al-Ababneh, 2020; Hiller, 2016; 

Ryan, 2018). In research, interpretivism is concerned with the relation between phenomena 

and participants and the meaning, viewpoint, and feelings individuals have over an experience 

(Junjie & Yingxin, 2022).  



 28 

Interpretative Phenomenological Analysis 

 Interpretative phenomenological analysis (IPA) is an interpretative methodology 

focused on lived experience, and how individuals make sense of those experiences and the 

meaning they ascribe to it (Chamberlain, 2011), with special consideration of experiences that 

are of particular importance (Smith, 2011). Thus, IPA is experiential (Smith, 2011) and as 

with the ontological and epistemological assumptions that guide this thesis, concerned with 

subjectivity and the socio-cultural contexts from which lived experiences occur (Todorova, 

2011). IPA situates lived experience within social, historical, and linguistic contexts through 

placing the participant at the fore of the research (Smith, 2011). Prioritising this point of view 

allows for IPA research to uncover all these components that make up lived experience by 

becoming as situated within it as possible. Due to IPA’s focus on experiential inquiry, it is 

particularly useful in augmenting the results from previous quantitative research (Smith & 

Nizza, 2021).  

IPA is made up of three theoretical components that influence how IPA research is 

conducted; phenomenology, hermeneutics, and idiography that all contributed to my 

preference for IPA (Chamberlain, 2011; Smith & Nizza, 2021).    

Phenomenology. Influenced by Edmund Husserl, phenomenology is the philosophical 

and descriptive study of understanding lived experience (Finlay, 2011; Smith, 2011). As such, 

IPA’s concern with experiential inquiry is directly derived from phenomenology. A tenet of 

phenomenology is that inquiry of experience should be approached purely through how it 

presents itself, rather than through predefined ideas, theory, and assumptions of the world 

(Smith & Nizza, 2021). Husserl’s phenomenology is concerned with the immediate 

experiences in an individual’s consciousness and how individuals can fully and accurately 

understand their lived experiences in order to explicate the vital makings within the 

phenomenon. Thus, Husserl argued that to understand consciousness is to be aware of the 
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factors that can obstruct this (Smith et al., 2009). Phenomenology is a particularly important 

aspect within IPA for giving voice to participants as it is an opportunity for them to share their 

experiences and to make further sense of them (Finlay, 2011).  

Hermeneutics. The interpretative aspect of IPA comes from hermeneutics, as 

influenced by Martin Heidegger and which extends beyond Husserl’s descriptive 

phenomenology (Chamberlain, 2011), while remaining situated alongside it (Smith & 

Fieldsend, 2021). From Heidegger’s point of view, interpretation is particularly necessary to 

examine experiences in-depth and find the meaning that might not be obvious on a surface 

level (Smith & Nizza, 2021). As such, the phenomenology is needed to interpret it and the 

hermeneutics is needed to understand the phenomenon (Smith & Fieldsend, 2021). The main 

aspect of interpretation concerns the double hermeneutic; a process by which participant and 

researcher display interpretative practices. The participant interprets their lived experience 

through the detailing of it and the researcher interprets those statements, and thus, their own 

understanding (Chamberlain, 2011). Due to these reasons, the sense-making of the participant 

is first-order whereas the researcher’s is second order. Understanding operates between the 

part and the whole of the experience, both of which relate to one another. The whole 

experience is understood through examination of the parts that make up it and vice versa 

(Smith et al., 2009). IPA’s concern with meaning making is influenced by hermeneutics 

(Smith & Nizza, 2021).  

My choice of IPA as a research methodology, and subsequently interpretivism as an 

epistemology, was influenced by the double hermeneutic. As a researcher, it is not my belief 

that I can completely separate myself and my values from my participants and their accounts. 

IPA allows me to bring forth my own understanding while remaining close to the participants 

words.   
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Reflexivity. Although Husserl’s phenomenology is concerned with explicating 

experience through the way it occurs, rather than through assumptions and theory (Smith & 

Nizza, 2021), a significant portion of my introduction touched on past ageism research. This 

has inevitably shaped my own expectations of the experiences of ageism. Due to the 

assumptions I have, it was important for me to reflect on my position and what I brought to 

the interviews and interpretation of the findings. For example, some of my questions were 

influenced from the past literature as two of them pertained to the impact ageism had on 

participants’ perception of self and their health. However, this was worded in a way that did 

not assume there was any effect e.g., “does age-based discrimination influence…” rather than 

“how does age-based discrimination influence…” which implies that the participants would 

have been impacted in this way.  

When it came to the interpretation and analysis of the interviews, I was aware that 

although I could not completely disregard my assumptions, I could be mindful of them and 

make sure to bracket them as much as I could. Rather than using the past literature as a guide, 

which I did for my design of the study, as seen through the interview questions, it was 

important to be constantly aware of and actively analysing each participants account solely 

within their own words, rather than trying to fit their narrative within the findings of previous 

literature.  

Idiography. Idiography can be understood through its favouring of the particular and 

is the part of IPA research that is concerned with understanding specific contextually-bound 

experiences through the perspective of specific individuals through an in-depth analysis of 

these accounts (Smith et al., 2009). The influence of idiography is especially observed in the 

methods of IPA research (Smith & Nizza, 2021).  

Based on the belief that every situation is unique to those that experience it, my choice 

of IPA as a research methodology within qualitative research is reflected in these 
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characteristics. Since my research question is positioned along experiential inquiry, through 

the perspective of a certain demographic, IPA was deemed the most suitable methodology to 

explore that. Furthermore, as a young researcher, my own experiences and understanding will 

be fundamentally different compared to older adults’. Giving older adults voice allows them 

to share their experiences without my presumptions being imposed onto them.  

 

Method 

The method section will go into detail on participant recruitment, tying into the nature 

of the sample and participant characteristics. The interview process will then be described and 

finally, the procedures undertaken for data analysis.  

Participant Recruitment 

Participants were recruited through Age Concern Otago, an organisation I am a 

volunteer for and thus, quite familiar with. By asking the leaders if I could recruit participants 

through their organisation, they offered to place the advertisement (appendix 1) on the Age 

Concern Otago Facebook page. Containing my email address, willing participants contacted 

me and I either solicited their phone numbers or continued to email them in order to discuss 

the nature of the study, allow them to ask questions, ask them questions pertaining to the 

inclusion criteria, and when they confirmed their interest to partake, to arrange a time and 

place for the interview.  

Purposive Sampling. Due to IPA’s focus on particular lived experiences, purposive 

sampling was used to recruit participants that represented a homogenous sample, reflecting 

that particularity rather than representing a population (Smith et al., 2009). As a result, the 

inclusion criteria was at least sixty-five years of age and sufficient understanding of the 

English language.  

Sample Size 



 32 

Due to idiography being an integral component of IPA, sample sizes are small. A 

sample size of three participants was chosen for this research project as it allowed each case 

to be analysed in-depth – in its own right – while also allowing for analysis of convergences 

and divergences between participants (Smith et al., 2009). Furthermore, three participants is 

recommended for novice researchers, particularly for students with time constraints in order 

to focus on the depth of each participants’ case (Smith & Eatough, 2012).  

Participant Characteristics  

The three participants of this study were given pseudonyms in alphabetical order of 

when they were interviewed.  

At the time of the interview, Alice was an eighty-five year old woman who was living 

alone at her home. She had two main health conditions.  

Beth was a seventy-three year old woman residing in a residential care home. After an 

accident that left her disabled, she was living with a number of health conditions. As such, 

Beth required assistance with daily activities and extensive physical rehabilitation.  

Charlotte was an eighty-two year old woman living at her home with her husband. She 

suffered serious health issues.   

The participants being all women, while not an inclusion criterion, supported the 

homogenous criteria of IPA research.  

Interview Schedule 

As per Smith and Nizza (2021), the interviews for each participant were semi-

structured and guided by an interview schedule (appendix 2). There were ten questions within 

this schedule that were purposefully designed to be open and expansive through the use of 

words such as ‘how’, ‘what’ and ‘does’ so participants were not constrained in their answers, 

alongside to avoid assumptions about their experiences of ageism in healthcare. For each 

participant, a descriptive question about their usage of healthcare systems was first asked to 
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gain a sense of what services they used. The following questions became reflective and 

analytical, e.g., “What do you hope…?” and evaluative e.g., “How do you feel…?” to gain a 

sense of their experiences from different angles. Prompts and probes e.g., “In what way…?” 

and “What do you mean by…?” were also asked to get more in-depth of participants’ 

accounts. The questions were ordered in a way that went from what I anticipated to be the 

least sensitive questions first towards the more anticipated sensitive ones.  

 With each interview, however, the participants led it and the questions I asked 

emerged directly from their accounts. As a result, the questions were asked in a different order 

from the way they appeared on the interview schedule for all participants and some questions 

were asked that were not anticipated, but still relevant to the topic at hand, supporting the 

framework of the participant as the expert (Smith et al., 2009).  

Interview Procedures 

All interviews were held at the participant’s place of residence. Before the interviews 

began, each participant was given an information sheet (appendix 3) to read detailing the 

nature of the study. After they all read through that, a consent form (appendix 4) was given for 

them to read and sign. Once each participant gave their consent and signalled they were ready 

to start the interview, I started audio recording from my cell phone and from here, each 

interview began. Each participant received a forty dollar gift card as a thank you after their 

interview ended.  

The three interviews lasted between fifty-four minutes and one hour and ten minutes.  

After the interviews were completed, each recording was then manually transcribed on 

a Word document and checked for accuracy in order to begin the analyses.  

Data Analysis 

Although IPA does not have strict guidelines on how to conduct the analyses, I, as a 

novice researcher, closely followed the steps presented by Smith and Nizza (2021) and Smith 
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et al. (2021) while also remaining flexible to IPA’s iterative process. In doing so, I was able to 

fully adhere to the change in IPA’s terminology from ‘initial comments’, ‘emergent themes’, 

and ‘superordinate themes’ to ‘exploratory notes’, ‘experiential statements’, and ‘personal 

experiential themes’.  

Due to IPA’s idiographic requirement, a single case analysis was performed on each 

transcript in order to remain solely within the participant’s account. Before beginning each 

analysis, a read through of the transcript while simultaneously listening to the interview was 

done to re-familiarise myself with the structure and content of the interview. From here, the 

document was edited to include two columns on either side of the transcript with ‘Exploratory 

Notes’ on the right hand side and ‘Experiential Statement’ on the left (Smith et al., 2021; 

Smith & Nizza, 2021).    

Each analysis began with a reading of the transcript where line by line, I wrote down 

my first impressions of anything deemed to be significant and of interest in the ‘exploratory 

notes’ margin. This process consisted of three levels; descriptive notes (the surface level 

understanding of what is being said), linguistic notes (such as particular words used, 

repetition, pauses, and laughter), and conceptual notes (an in-depth reflection on my and the 

participant’s understanding of what is being said, mainly stated as a question). All three 

aspects converged to produce a comprehensive understanding of each experience, however, 

throughout this process it was vital I kept my interpretation within the context of what each 

participant was saying (Smith et al., 2021; Smith & Nizza, 2021).   

Under the ‘experiential statement’ heading, these exploratory notes were then used to 

form experiential statements, an analytical process of understanding the meaning behind these 

experiences, which written down as a phrase represented both the descriptive and 

psychological elements. As an example of IPA’s iterative approach, I was able to go back and 

re-analyse and write more exploratory notes to facilitate the creation of the experiential 
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statements. Experiential statements were formed for every section that the participant spoke. 

Some lines within these sections required no or minimal statements and others corresponded 

to multiple statements. Here, my interpretative role as the researcher became especially 

apparent, particularly with highlighting the psychological elements as it demonstrated the 

level of depth and reflection required to come to these conclusions. The influence of 

hermeneutics is apparent in this part of the analysis; the focus on certain parts of the transcript 

allows for a greater understanding of the whole experience, however this understanding needs 

to remain in the context of the full transcript. From here, all experiential statements were 

typed up on a separate document, printed out, and each statement individually cut up. All 

statements were placed on a flat surface from where I was able to look at all of them at once 

and cluster together ones that were similar. Not all experiential statements were included in 

this grouping. Repeated statements were either excluded or combined together with other 

statements and ones that were not relevant to the research question and thus, did not 

contribute to the analyses, were taken out (Smith et al., 2021; Smith & Nizza, 2021). 

 Once the clustering was done and on a separate document, personal experiential 

themes (PETs) were created for each cluster that represented the convergence and divergence 

of the experiential statements. For PETs that had many statements, subthemes were created. 

Under the heading of each theme and subtheme, the statements were ordered in a way that 

made them flow from one to another, such as on a temporal dimension. Next to the PETs, in 

the middle margin of the document, the line and page number were listed beside each 

experiential statement detailing where in the transcript it came from. Also, alongside the 

experiential statements on the right-hand margin were extracts of the quotes that represented 

what each statement conveyed. Creating the table of PETs in this way not only allowed me to 

look back and see where in the transcript an experiential statement came from and its context, 
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but it also represented the interpretative process that led to the creation of the PETs (Smith et 

al., 2021; Smith & Nizza, 2021).  

Once each individual analysis was completed, a cross-case analysis was performed to 

create Group Experiential Themes (GETs). For ease of analysis, a broad review of all the 

PETs was first conducted to look for general similarities and differences. The PETs that were 

similar across participants were rearranged in a similar order. For example, theme one for all 

participants related to how their age affected their healthcare experiences, so they all remained 

as theme one for each participant. However, all participants had a theme relating to their 

response to ageism. For Alice and Beth, this was theme three whereas it was theme two for 

Charlotte. As a result, this became theme three to match the other two participants. After, each 

participant’s table of PETs was printed out and displayed in a way that I could easily examine 

them together to look for any convergences and divergences. The full quotes were also typed 

up, printed out, and cut up individually to help ground myself in each participants’ account. 

This part of the analysis began at the PET level, the highest order. However, it was not a 

prescriptive approach and at any point I could move beyond the PET and into the subthemes 

and experiential statements, particularly if there was not any obvious similarity at the PET 

level. During this process, clustering of the full quotes was conducted, similar to the 

clustering in the single case analysis. Although PETs were the highest order, during the 

analysis I found that quite often a subtheme or experiential statement worked best to form a 

new GET. This meant that some statements that were under the same PET moved to different 

subthemes under a GET or moved to a different GET and statements that were in different 

PETs came under the same GET. As with the PETs, the experiential statements under each 

GET and subtheme were ordered in a way that allowed the quotes to flow on from one 

another instead of detailing them one participant at a time. Throughout this whole process it 
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was vital to be sensitive to IPA’s idiographic approach through grounding my analysis within 

the individualistic context of each participant (Smith et al., 2021; Smith & Nizza, 2021).  

Analysis in the Write-Up of the Findings 

In IPA, the analysis of the data continues when writing up the findings, and it is a clear 

example of what it means when IPA analysis is described as an iterative process (Smith & 

Nizza, 2021). In my own experience, I found that the table of GETs I created was not the most 

suitable for the narrative approach that the findings section required. For example, I added 

another subtheme in the first GET to lay the groundwork of how the women recognised 

ageism, subsequently allowing the rest of their accounts to flow from that. I also removed a 

subtheme from the same GET and turned it into the last GET as I found that what the women 

said in that section followed on from everything else. Similarly, quotes were rearranged so 

they could expand on each other and ensure it was as narrative as possible. Lastly, some 

quotes that were initially disregarded due to repetition were found to be useful as it provided 

additional context and allowed for a fuller understanding of what was discussed.  

 

Ethics 

This section will review the ethical considerations and how these risks were mitigated.  

Avoidance of Harm 

Due to the nature of the study where participants discussed their experiences of age 

discrimination and health conditions, it was anticipated that this might be a sensitive topic. A 

list of three older adult and/or health support services were given in the information sheet. 

Participants were allowed to request for the recording to be turned off, no reason needed. If 

done so, any comments they made were to not be included in data collection and subsequent 

analysis. Participants also had the right to request for a break or to end the interview at any 

time. Despite these considerations, they were not necessary for any participant.  



 38 

Informed Consent 

An information sheet was given to each participant, detailing the nature of the study 

and their rights as participants and all were allowed to ask questions pertaining to it 

throughout the research process. Once each participant read through the information sheet and 

indicated their willingness to partake, a written consent form was given which they signed. 

Alongside this, verbal consent was obtained before each interview began. Despite written and 

verbal consent, participants had the right to withdraw from the study at any time. Since the 

study involved experiences of healthcare providers, whether it be a place or an individual, 

participants were requested to refrain from naming all providers by name.   

Privacy and Confidentiality 

To protect participants identity, pseudonyms of ‘Alice’, ‘Beth’, and ‘Charlotte’ were 

given. If participants discussed a health provider by name it was edited for anonymity during 

transcribing. This was done to protect identifying the providers who did not give consent and 

also to remove any identifying features of the participants. Other personal information was 

also anonymised.  

Although the three interviews were recorded on my cell phone, all were immediately 

transferred to Massey OneDrive for safekeeping and subsequently deleted from my cell 

phone. All confidential material, including consent forms, are located where only I have 

access to them.  

These procedures were approved by Massey University Ethics Committee (Ohu 

Matatika 3, Application OM3 23/41) before recruitment began.  
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Chapter Three: Findings 

In this chapter, the five group experiential themes that emerged from the participants’ 

accounts will be discussed. The first theme, Foundational components of ageism, was related 

to the women’s, often growing, understanding of what ageism looked like for them. This 

theme comprised four subthemes; Age causes discrimination, Why age influences 

discrimination, Starting point of ageism, and Frequency of ageism. From this understanding, 

the second theme, Complexity of self-advocacy, focused on the action, or attempted action, the 

women took to stand up against ageism. Here, five subthemes emerged; Issue of being 

ignored, Standing up for oneself, Resistance to self-advocacy, Risk of hostility, and Advocating 

for others. With the women’s self-advocacy against ageism came instances where the 

emotional consequences influenced their decision to stop engaging in that behaviour, as was 

described in Removal from situations. The impact of ageism goes into detail surrounding the 

multifaceted ways all those experiences were impactful for the women. Despite the previous 

four themes detailing the women’s experiences of ageism, Non-ageist experiences, delved into 

the women’s appreciation of the positive encounters they had.    

 

Foundational Components of Ageism 

Age Causes Discrimination  

An important element of experiencing discriminatory treatment for the women was 

recognising and understanding what was causing those experiences. Despite their reflection, 

there were differences in how each participant came to their conclusion. Alice and Charlotte 

both referred to their age as the sole contributor. For example, Alice observed how her age 

affected her treatment in healthcare through her providers dismissing her concerns as age-

related:  
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“I: Have you ever felt that your age has influenced how a healthcare provider has 

treated you?” 

“Alice: I do because sometimes they say to you “Oh it’s just your age, you gotta 

expect that.” And that’s not the answer you’re looking for, is it?”  

Alice’s age was not just perceived to be a primary cause of her health conditions, but 

as the only cause. For her providers, age came with an inevitable increase in ill health that 

made awareness of other potential factors unnecessary. Subsequently, older age became an 

insufficient and unworthy reason to have a discussion surrounding her health. Being explicitly 

told that her age caused her ailments made Alice confident that those experiences were 

discriminatory.  

Alice further said: “You want answers to what you’ve asked and that’s not an answer.” 

Alice, who went to healthcare appointments with a goal in mind dismissed this reasoning as 

unsatisfactory. To her, her age was largely irrelevant to the diagnosis. For her providers to 

immediately label older age as the cause, without consideration for what she thought, they 

purposefully ignored other, more valid reasons that would have been responsible for Alice’s 

ill-health.  

Like Alice, Charlotte noticed that her age impacted on how providers treated her. 

Contrary to Alice, however, she observed this through the difference in treatment between her 

and younger patients: “But in the hospital it was sort of noticeable.” Here, she found that she 

was the lowest priority when it came to distribution of resources and treatment. The hospital 

provided a unique setting from which this occurrence was particularly obvious. In hospital, 

she was surrounded by adults of varying ages. How younger patients were treated, how she 

was treated, and a comparison between the two was able to be easily remarked upon. As with 

Alice, witnessing how her age impacted on her treatment – although not as directly obvious – 

was the starting point for Charlotte’s understanding that this constituted ageism.  
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Differing from Alice and Charlotte, Beth at the beginning of her interview, was 

initially most unsure as to what was causing her unsavoury experiences: “Again, I don’t know 

whether it’s, what it is that makes them decide to treat me like that.” With the possibility of 

multiple, diverse reasons pinpointing them was challenging: “Yeah, I’m not sure whether it’s a 

disability. All those instances, it’s, it’s either incompetence or indifference or ageism or 

because I’m disabled.” Unlike Alice and Charlotte, Beth was both an older adult and had 

disabilities. For her, she had to consider both factors as a potential reason. Being able to 

reflect on her experiences, allowed her perception to go from completely uncertain of the 

cause to deliberation over what she thought might be occurring by the mid-point of the 

interview. Within this, her confidence grew. The causes behind Beth’s unpleasant experiences 

occurred in isolation from each other. Why her providers decided to treat her a certain way 

was not always the result of discrimination and when it was, it was due to her age or 

disability, rather than her age and disability.  

Despite differing confidence in why they were being treated a certain way, all 

participants had an awareness that their age was at play. For Alice and Charlotte, this directly 

emerged from specific instances. For Beth, this came from a wider reflection across all of her 

experiences. As a result, this recognition provided the foundation for the women’s 

understanding of what ageism is and what it looked like in the context of healthcare.  

Why Age Influences Discrimination 

All the women wondered what it was about their age that caused their experiences of 

ageism in healthcare, but this was expressed differently across the participants. Despite 

different reasons as to why age was a factor, two of the women concluded that as older adults, 

they were not important enough for their healthcare providers. For Alice, she understood her 

experiences of ageism through a social construction of older age, saying: “I think it’s because 

it’s retirement age, you know, and I just think they connect it all together. Once you’re not 
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working, you’re old and everything happens because of your age.” Here, she’s referencing 

sixty-five as the age healthcare providers start to see someone as an older adult, purely based 

on laws that govern how society distinguishes age groups. When this age was reached, other 

causes of health conditions were disregarded in favour of locating age as the primary – and 

only – factor.  

Despite the narrow viewpoint, Alice did not fully reject the sentiment: “It’s not that I 

don’t believe them, I just think they haven’t got the whole picture [pause] I think they don’t 

take you seriously enough.” Compared to her healthcare providers, Alice did not see her age 

as the only cause of her health conditions, detailing it as one part out of multiple reasons. 

Healthcare providers’ tunnel vision towards age as the only factor, rather than a factor is what 

made up the framework of her experiences of ageism. The providers’ clouded judgements that 

resulted in a refusal and a lack of desire to take into account other concerns was due to Alice 

not being taken seriously. As a result of all those factors, it led to her feeling that her age made 

her unimportant within healthcare appointments.  

Alice further echoed this sentiment in the context of a provider not listening to her 

concerns over a medication that she was reacting negatively to: “I think it was because you’re 

old, they, doesn’t really matter.” Through being made to feel unimportant came the perception 

that Alice, as an older adult, was not entitled to have her concerns listened to, even with the 

potential risk keeping her on that medication could have had to her health. As such, the degree 

to which her health could have been impacted was irrelevant to the providers.  

Charlotte also shared a similar view of feeling unimportant because of her age that 

directly resulted from why ageism occurred. However, her assessment of why differed from 

Alice’s reasoning:  

“I: What do you hope to get out of those appointments?” 

“Charlotte: Confidence.” 
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“I: What do you mean by confidence?” 

“Charlotte: Just keeping the ability to keep mobile and uh, it’s ok to do it.” 

“I: Do you often find that you do get that confidence from a healthcare provider?” 

“Charlotte: No.” 

“I: Why do you think that is?” 

“Charlotte: I think…I’m making judgements, but I think they look at your age and 

think you haven’t got long, uh, long in years and it’s not worth it, to be, you get the feel that y-

you just don’t justify it.” 

Charlotte pointed to the fact that her belief on the matter was her opinion. It was her 

assumption that had resulted from how she had felt within healthcare appointments, and she 

was aware it may not be what her providers were actively thinking. In contrast to Alice, 

Charlotte’s feelings of unimportance were related to older age as an end-of-life stage. 

Charlotte believed that her wish to stay active was considered futile by providers due to their 

perception of impending death.   

Although Beth initially struggled with understanding what was causing those 

experiences, her continued reflection on them increased her confidence at what was 

happening and why as she neared the end of her interview: 

“People think they can get away with it or they are lazy or they’re incompetent, or, I 

don’t know. I-you can’t jump to conclusions, can you? But the fact is they don’t do it and I 

don’t know why. But I reckon it’s easier to get away with things when you’re dealing with 

disabled, old people than when you deal with young, healthy people.”  

Although still not completely confident, Beth suggested possible, distinct reasons why, 

and like Charlotte, Beth was aware that those were her judgements. With healthcare providers 

not explicitly stating why they were engaging in a certain type of behaviour, she recognised 

that those were assumptions and not necessarily accurate ones. Despite this uncertainty, Beth 
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now saw her age and disability as operating together, rather than distinctly. This duality 

motivated her providers’ poor treatment of her due to her perception that it went unchecked 

more often compared to individuals who were not elderly and disabled.  

Theorising reasons as to why their age impacted their treatment was apparent for all 

the women. It was natural for them to try and understand why they were being treated a 

certain way and through figuring out the motives of others, it helped them build their 

comprehension of what they were directly experiencing. Thus, aiding how they made sense of 

their own experience of ageism as a whole.   

Starting Point of Ageism 

Certainty in knowing when ageist experiences started was apparent for all women. 

However, there were differences in when and how it started. For two women, ageism became 

apparent at a distinct point in time. For instance, Beth’s experiences began on the day she 

acquired her disability: “Thirty-one July 2021 [pause] yep [pause] that’s when I started 

getting treated differently. Yes, so it’s a combination I think.” Her ability to remember the 

precise point is unsurprising given the salience of the event that inevitably had a huge impact 

on her life, and which subsequently caused dramatic increase in her use of healthcare services, 

creating more opportunities for exposure to discrimination. With Beth being an older adult at 

the time of the accident, thinking back to when her discriminatory experiences started, 

alongside her general reflection throughout the interview, gave her the most confidence she 

had in determining ageism and ableism as an intertwined source by the end of the interview. 

Although she speculated on other reasons, her healthcare providers seeing her as a disabled 

older adult became the most significant factor behind their treatment towards her.  

Alice similarly shared a starting point that ageism began for her, but rather than a 

specific date, this was at a specific age: “One doctor said to me when I was sixty-five and I 

said, he said “Oh you’re getting old, you’re sixty-five” and I said [pause] “Age is just a 
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number”, you know? He says “Do you reckon?”” Alice explicitly being told that sixty-five 

was the gateway to older age created her perception of healthcare providers seeing age as an 

arbitrary, social construction and why, compared to the other women, she was most confident 

in her reasoning of why ageism was occurring. Despite differing confidence, Alice and Beth 

were able to make sense of the why behind discrimination through their remembrance of when 

it began. Alice’s rejection of the statement and the doctor’s disbelieving response not only 

demonstrated the opposing stance, but showcased the rigidity of their beliefs, that had been 

highlighted in the previous subthemes.   

Unsurprisingly, being seen as ‘old’ signified the beginning of treatment differences for 

Alice: “So once you get to sixty-five, everybody’s old and [pause] get treated like an old 

person and [pause] get your coffin ready [laugh].” For Alice, this was not an issue that 

merely applied to her, but to all older adults. Providers’ perception of older age as a uniform 

life stage impacted on treatment decisions. Once the criterion of older age was reached, 

preconceived ideas of how this group should be treated were applied to all, rather than 

accounting for individual differences and was influenced by older adults nearing their end-of-

life. Rather than giving them a new lease on life, they were being prepared for death. This 

aspect related to how Charlotte viewed the nearing prospect of death as the main influence 

over why ageism occurred. Differently from Charlotte, however, was that this emerged from 

other reasons, i.e., as a consequence of why ageism occurred, rather than as a standalone 

point.  

In contrast to the other women, Charlotte remembered ageist experiences starting 

more gradually and through comparison of past experiences in healthcare:  

“It’s bit different to when I broke my back ‘cause my, about, I was in my late forties 

and I got real top treatment in [hospital] um, and it’s just true the older you get I think the 

more, they probably think you’ve got time to wait.”  



 46 

Through looking at and comparing the stark differences from when she was younger, 

Charlotte was able to definitely say that her age made her a lower priority in the context of 

what she discussed in Age causes discriminatory experiences. The difference here, however, 

is that with older age came an assumption that she had an abundance of free time and with 

more time she had, the longer she could wait compared to the younger patients who were 

assumed to not be as temporally flexible. As with Beth, Charlotte’s assuredness of why her 

difference in treatment was happening grew when looking retrospectively.  

For all of the women, their remembrance of when ageism began was intertwined with 

their awareness of why they were experiencing it. Thinking about and discussing when those 

occurrences began, aided in their confidence over why. Thus, this demonstrated how 

comprehension of a broader issue can be developed through breaking down and isolating 

certain, related components.  

Frequency of Ageism 

Interconnected with experiencing ageism was the frequency at which it occurred. 

When discussing their experiences, the participants all made comments regarding how often 

they had to deal with those instances. In spite of this, the frequency of ageism differed across 

the three women. Ageism in healthcare was a common occurrence for Charlotte: “They don’t 

mean to, but lots. Um, like if you’re at the hospital, they’ll look at you and go work with the 

younger ones then come back.” Healthcare providers’ judgements about older adults being 

less important with more spare time to wait was directly related to her being chosen last for 

her required treatment. This was considered an implicit bias, believing that providers were not 

actively aware they were doing so and why they were making those decisions. Despite it not 

being apparent for them, it was very overt for Charlotte, as she touched on in Age causes 

discriminatory experiences.   
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She further expressed this sentiment: “If they did do something first, like the guy came 

to take me for an X-Ray and he came straight to me and I said “Oh”, you know, “Me! My 

turn?” Um, it’s quite a surprise.” Her surprise at being picked first demonstrated the 

infrequency of being a high priority and the lack of expectations she had regarding it. Such a 

strong, emotional reaction would not occur if this happened most or some of the time.  

Compared to Charlotte, Beth stressed her ageist experiences as irregular incidents both 

in and out of healthcare settings: “Yeah, it happens, it happens right across the board. Most of 

the time, they, they are nice because of my age and disability. Sometimes, occasionally, they’re 

not nice because of my age and disability.” Here, a dichotomous outcome was observed; both 

age and disability could serve to influence two opposing behaviours. In this, Beth detailed the 

frequency of each, emphasising the atypicality of negative experiences. Discussing the 

positives was as important to her as discussing the negatives:  

“’Cause a lot of people are very, very, very nice, I must say. That’s, that’s the mes-

majority of my experience. But don’t ask me to give you percentages ‘cause I’m, I’m not like 

[national insurer] I don’t put everything in boxes and percentages [laugh] it’s not possible.”  

The continuous emphasis of others good behaviour, further demonstrated through 

Beth’s repetition of the word ‘very’, and reinforced by those experiences as dominant, 

showcased how highly she thought of people in general. In doing so, she recognised that she 

could not categorise human behaviour. The dynamic and variable aspect of this made doing so 

inappropriate.  

In opposition to both Charlotte and Beth, Alice was most unsure over how often she 

experienced ageism due to the minimal amount of trips she took to healthcare appointments: 

“Oh, I don’t know ‘cause I don’t really go very often. Probably two ti-twice a year to the 

doctors. I just ring up and get my prescriptions put through ‘cause I can’t see the point in 

going.” Infrequent visits with long wait times in between made it difficult for Alice to 
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remember the prevalence. However, her decision to remove herself from healthcare services 

was influenced by those ageist experiences, suggesting that it must have been frequent enough 

to contribute to her decision.  

When ageism was experienced, there was an unavoidable consequence of the 

frequency at which it occurred. Despite polarising views, Charlotte and Beth were sure of 

how often this happened, whereas Alice had the most uncertainty. Regardless, it can be 

observed that for all of the women, the frequency at which ageism was experienced was a key 

part of their assessment of the situation or their subsequent behaviour.  

 

Complexity of Self-Advocacy 

Issue of Being Ignored 

Being ignored in healthcare was a prominent way in which providers were ageist to 

Alice and Beth. However, between the two participants, how this occurred and why differed. 

Alice’s frustration at being ignored stemmed from her expectations not being met:  

“I expect them, yeah. I mean if I go up there and say that I’ve got a problem, I expect 

them to listen and do something about it ‘cause I didn’t go there for no reason. But doesn’t 

always happen like that.”  

Going to a healthcare appointment was done so with an intent in mind on behalf of 

herself and her provider; for her to tell her providers what was concerning her and for them to 

listen and take action. Alice’s strong expectations signified that she was not open to a 

dismissive response, especially with her health at play. Listening was the most basic 

component of an appointment. When a provider listened to Alice’s concerns, it signalled to 

her that her health mattered and she was being taken seriously. Listening also provided the 

foundation to discuss and engage in diagnostic tests if need be. Action could not be taken if 

her providers ignored what Alice was saying. As a result, listening and proactivity were 
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equally important. The combination of her expectations not being met and the dismissal of her 

concerns, both of which served to influence the other, was the sole source of frustration.  

This was primarily a problem on behalf of her doctor: 

“I had a sore in my head that wasn’t healing and had been there for a long time and it 

just wasn’t healing and I said to her about it and she just said “Oh, you’ve got a scab in your 

head” and that was that.” 

The sore was a source of concern for Alice, especially with it not healing. With a 

common theme among her appointments being the dismissal of her worries, it further 

reinforced Alice’s feelings that her health did not matter, which in turn, increased her feelings 

of frustration. This was further expressed on another, unrelated trip to her doctor: 

“And I’ll say to her that, you know, um…I think I’m, um, going to be getting a scan 

and she said “Oh takes months to do that.” I said “I’ve got the appointment”, ‘cause my 

specialist is very good, and “I’ve got the appointment for that” and she goes “Oh really?” 

You know? So, I don’t know if she-if she would have even bothered to put me down for one if, 

if I hadn’t had one.”   

Alice felt like a chore to her doctor. Despite only stating she would be getting a scan, 

rather than asking for one, her doctor became immediately dismissive due to the presumed 

long wait time. The assumption Alice would have had to wait a while for the appointment 

signalled to her that it was too much effort to go through with and her health was not worth 

that. Fortunately, the proactivity of Alice’s specialist was a motivator for her doctor to take 

action. However, both examples demonstrated how Alice’s doctor’s lack of interest in her 

concerns spilled over into lack of treatment given. 

Opposed to Alice, Beth’s concern over being ignored emerged from her vulnerability 

and the consequential standards she applied to her own behaviour:  
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“But, uhh, yeah you have to be careful when you’re old and disabled. You have to be 

careful what you say and what action you take because you’re very vulnerable and people can 

choose to do something that’s not very favourable. They can choose to ignore you, or not see 

to you, or to, you know, you are vulnerable. It’s a worrying thing when you’re vulnerable, it’s 

a worrying thing.” 

The difference in authority between a provider and their patient created certain 

expectations over how Beth should and could handle a situation. Despite her providers’ 

behaviour being a choice, the action they took and Beth’s response to that was influenced 

from the intersection of her age and disability. Although ignoring and not seeing to a patient 

was the responsibility of the provider, Beth unwittingly bore some of that responsibility and 

felt she had to adjust her own behaviour to create a barrier against that. The exploitation of 

her vulnerability and her repetition over how worrying it was served as a source of emotional 

turmoil for Beth.  

For both women, their issues with being ignored was situated within the expectations 

they had. In Alice’s case, this involved her expectations for her provider whereas it emerged 

as self-expectations for Beth. Despite differences in how between the two women, being 

ignored was a source of upset. As such, the consequences were not purely physical.   

Standing Up For Oneself 

All of the women had been in situations where standing up for themselves was a 

necessity. Despite differences emerging between the participants regarding how and why this 

was done, all related to the need to be properly treated. Alice’s discontent with her doctor’s 

dismissive response to the sore on her head led her to seek out another doctor: “Well I felt I 

wasn’t listened to, so I-I’d thought I’d try someone else and see what they’ve got to say ‘cause 

I wasn’t happy about it.” The pattern of Alice’s doctor not listening to her concerns and the 

frustration surrounding that, motivated her to actively find another doctor. Her doing so was a 
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prime example of how foundational listening was for Alice and showcased how salient those 

experiences were.  

Alice further highlighted why being proactive was important: 

“I wasn’t satisfied with that so I did go to, err, ring up and get a different doctor and 

got her to have a look at it and, um, oh she says “Come back either tomorrow or in the next 

day”, it was within a couple of days, “And we’ll do a biopsy on it”. And she did.”   

Being proactive in standing up for her needs resulted in a new doctor who met her 

standards. The doctor’s response to make an appointment within a short timeframe and her 

willingness to give Alice a procedure to determine what was wrong illustrated what Alice 

meant in Issue of being ignored where she stated her expectations over what providers should 

do; listen and take action. Although motivated by the initial doctor’s response, Alice’s need to 

have her sore checked out was also in response to a fear of what it could have been: “You 

know, ‘cause I thought with it not healing it could be cancer, but anyway it wasn’t, but the 

other doctor did a biopsy almost immediately.” Alice’s satisfaction with the change in doctor 

represented her further expectations beyond the initial foundational ones; to get diagnosed and 

treated if something was wrong, but also for a peace of mind. With the possibility of her 

health being at risk, she became fearful and her need to have her expectations met became 

heightened. Her repetition of the doctor taking action, highlighted the value she placed in it.  

Similarly to Alice, Beth also took an active approach in her healthcare treatment:  

“So yeah I’ve had a few instances and, uh, and people making decisions without 

telling you. That’s also happens. Like, or without consulting you, like [rest home] doctor 

telling me that I should get a stoma, so I researched it and it said; number one, it’s non-

reversable, number two, you have to follow a diet that is low in fibre which is bad for your 

intestine, number three, umm, I’m allergic to many adhesives, so if the bag doesn’t stick, you 

can’t reverse it and then I’ve, you’ve got, we’ve got a real problem then.”  
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Differently to Alice, Beth’s proactivity resulted from a lack of involvement in her 

treatment plan, which enticed her to do her own research. Due to her disability and her 

numerous health conditions, Beth had to be concerned about the potential impact treatment 

had to her health over multiple elements. For her, it was crucial to be involved in those 

treatment decisions so her expertise over her own health could help guide treatment 

recommendations to ensure her health would not be negatively impacted. If something were 

to have happened, it would not have affected just her, but also the doctor who encouraged her 

to get the stoma in the first place.   

Beth recalled another instance where she had to advocate to be included in her 

treatment. Here, however, she had to repeatedly stand up to her physiotherapist:  

“Sometimes it takes a bit of convincing…to convince physio of my needs…and I have 

to say…and then I say, I’ve, no “Trust me I’m a physiotherapist, I’ve done that for many 

years”. “Trust me I’ve been in this body for two years. I know exactly what my body’s like and 

what it needs”. So I just have to put my foot down, which is a bit frustrating.”   

Beth’s need to advocate for herself demonstrated her physiotherapists refusal to 

include her in the treatment decisions. The physiotherapist seeing themselves as the expert 

due to their work experience deemed interacting and including Beth as unimportant which 

resulted in the inability for the physiotherapist to adapt. Beth, who was referring to when she 

had her accident, saw herself as the expert of her body due to her being the one to have to live 

in it. No one would have been as familiar with her body than her, no matter the professional 

expertise. For Beth, this is why consultation, and being open to consultation, were important 

qualities for her healthcare providers to have.  

Like Beth, Charlotte also had to stand up for herself to a healthcare provider, but 

rather to be included in treatment decisions, a provider refused to give her the repeat 

prescriptions: 
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“I copped it at the chemist recently [pause] I…have got, had got used to the staff, but I 

went in and there was a stranger there and I wanted my repeats and they hadn’t notified me, 

you know how they text your normally? And I fronted up and he, this chap came up and he 

looked on the computer “She can’t have those!” And he gave a big sigh [imitation sigh] 

another one of these, you know. And, but it was enough to make people look and I said “Why 

not?” And I had a, um, at home we ha-I had a box saying they were viable until the twenty-

third of November, and this was over a week ago.”   

Despite Charlotte’s inquiry into why she had not been notified for her repeats being 

met with the chemist treating her like a nuisance, she retained her ability to continue 

questioning him about it. Knowing that she was in the right gave her the strength she needed 

to confront the chemist. The date her repeats were viable to also happened to be the date 

Charlotte’s interview took place. This strength was maintained in spite of the embarrassment 

she felt at being the recipient of the chemist’s harsh, attention drawing behaviour.  

Standing up against discrimination was particularly important for Beth. Driven by 

what was right and wrong, this played a significant part in how she navigated ageist 

experiences: 

“But I’ve always been “I can’t”. I can’t let people get away with things that are 

drastically wrong. The little thing, ehh okay, people forget things, that’s fine, you know. 

People have language problems, that’s fine. But lying, no. Abuse, no. Forgetting my 

medication, to wake me up for my medication, no. Forgetting to switch on my mattress, no. 

Leaving me upside down in my bed for fi-more than five hours, no. “I’ll come back and check 

in you when you’ve-in half an hour”. Five and a half hours later, I woke up still upside down, 

was to encourage my, uhh, blood pressure, but of course…the next nurse on duty who didn’t 

do this, said it could have caused, um, a stroke, yeah.” 
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Drawing on from her previous experiences, Beth distinguished between what was 

acceptable and what was not. Knowing that mistakes could happen and that there could be 

barriers made her forgiving over certain situations. What was not acceptable for Beth were 

situations where there was an abuse of power and where her health could have been at serious 

risk. Although her healthcare providers needed to be mindful of her health, this was not a 

choice for Beth as any impact would have vastly affected her.   

Coupled alongside her need for advocacy was the standard of behaviour she imposed 

on herself: 

“It’s important that, that people speak up and it’s important to always use PR 

language no matter what gets thrown at you [laughs] just stay nice and patient and polite 

and, a-a-a-and that, yeah that’s the way to, to deal with issues and to have dealt with them 

properly, yep.”  

As was mentioned in Issue of being ignored, Beth’s own standards stemmed from the 

risks over how her behaviour may have been responded to. Like with her advocation, 

applying that behaviour was a necessity for her to obtain her goals. With the possibility of her 

providers taking advantage of Beth’s actions, the guidelines she followed ensured her role as a 

‘good patient’ that appealed to their interests. Since the only way to sort issues out were 

through her providers, the importance of adhering to those guidelines strengthened.  

With the potential of their health at risk, self-advocacy was one way the women had to 

fight to get what they wanted from a provider. Despite different reasons why, Alice and Beth’s 

future behaviour was in response to how their doctor handled their respective situation, 

whereas Beth and Charlotte detailed instances where their advocacy was in a direct response 

to a providers behaviour. Therefore, with self-advocacy, the participants demonstrated the 

power and autonomy they had at taking an unsatisfactory situation and seizing control of it.   

Resistance to Self-Advocacy 
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Self-advocacy did not necessarily guarantee that a healthcare provider would take 

notice of Alice’s and Beth’s concerns. For both women, this came about through a provider 

not listening and responding to their requests. Alice’s doctor’s lack of interest and dismissive 

response to her patient was a barrier for Alice’s continuous desire to get her knees treated:   

“I mean my knees have been bad for years and I’ve mentioned that to the doctor 

several times and she just says “Aw” [mocking tone] and now it’s got to the stage and I can’t 

do very much because of my knees and that could have been sorted out years ago [pause] and 

they’d probably tell me they wouldn’t do them because of my age, I would imagine.”   

The unavoidable consequence of her knees getting worse due to the lack of treatment 

was a significant source of bitterness for Alice. With what could and should have been 

preventable, Alice now had to live with the undesirable consequences. The influence of her 

age could be seen with both aspects. Starting with her doctor’s response being a hinderance 

for the initial examination, over time her age grew to become an assumed obstacle for getting 

proper treatment. Since the latter stage emerged directly from the first, it demonstrated that at 

no point did Alice think that there would become a time her doctor did take her seriously.  

As with Alice, Beth’s continuous requests had also been met with an unsatisfactory 

response: 

“But I, what I also do nowadays, I try to get everything in writing, So when I have an, 

an um, an issue, I write and “I-I-I look forward to your written response”. And I insist and I 

don’t always get that and then it’s like “I can’t find anything, emails I haven’t answered. Can 

you please look?”” 

In a demonstration of Beth’s persistence at advocating for herself, her new strategy of 

doing so also ran the risk of not having the intended consequences. In spite of this, her 

determination at getting them to look at issues she was concerned about remained strong and 

she continued to do so. Throughout this process the power dynamic between provider and 
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patient shifted. Beth became the one in charge through trying to get her providers to do the 

job they should have been doing.  

While Alice struggled to get her doctor to listen, in one instance, Alice’s insistence 

was immediately met with a refusal when it concerned the same medication that was 

discussed in Why age influences discrimination:    

“When I was in-I broke my pelvis and that at Christmas and I was down at the 

hospital and the medication they gave me, I’ve got a liver condition, and the medication they 

gave me wasn’t agreeing with that and I was trying to tell them and I was saying, you know, 

about, about, he said “I just don’t want to discuss that.””   

The doctor’s refusal at listening to her concerns did not make her feel valued. The 

continuous pattern Alice faced of her providers ignoring her concerns and the potential impact 

on her health signified to her that across multiple providers and across many of her health 

concerns, those aspects did not matter to them as a direct result of her age and that for Alice, 

her experiences of ageism consisted of one area of it influencing other, related areas. Alice 

expanded on this further: 

“You know people say they, because they’re too busy, but I was there. I had the doctor 

in front of me. It would have taken a few seconds to listen to me and make a decision and he 

didn’t want to know about it.”  

Alice’s rejection over a common excuse as to why providers did not show as much 

interest as they should have reinforced her perception that it stemmed from a place of 

disinterest, rather than from external factors out of their control. Intertwined with what she 

said in Starting point of ageism, Alice’s reasoning as to why there was such a lack of interest 

was to do with the doctor’s refusal to go against predefined ideas over how older adults 

should be treated: “You can’t get them to listen. They have a set thing that they do and it’s like 
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what’s in the book is what goes. They don’t take it as-as you’re a different person, you know, 

someone…else, you know?” 

The doctor’s stubborn and insistent response came from them viewing pre-established 

methods of treatment as the best and only way. Their methodical way of treating older adults 

ignored the individuality of each patient. When being cared for, it was important for Alice to 

be seen as her own person with her own needs. She further touched on this: 

“You know, yo-you get rolled in and…they go “Right, we’ve got you an X-ray. It’s 

this”. So, they do what they do and they probably do the same to every person that’s there and 

everybody’s different and…I-I felt like I wasn’t treated as a person, but as a group, you know? 

That this is what we do to people like you, instead of this is what happens to you.” 

Predefined ideas over how to treat patients resulted in a lack of communication and 

thus, involvement for Alice – and other older adults – in hospital. Older age being looked at as 

a uniform life stage contributed to the doctor’s stubbornness over treatment recommendation.  

With the decision to push for a two-way discussion about their health, came the risk 

that Alice’s and Beth’s requests would not be heard. For both women, the failure of their 

healthcare providers to take part was a source of irritation. For Beth, her annoyance came 

about from her decision to try a new method of advocation being met with the same response. 

For Alice, it was an extension of the ageism that she most experienced, now situated within 

her lack of desire to be treated as part of a group. For both women, however, it demonstrated 

their lack of power when it came to decisions about their own health.  

Risk of Hostility 

From the act of standing up for oneself came the chance that healthcare providers’ 

behaviour could become antagonistic to the women. Both Charlotte and Beth experienced 

direct hostility, but differences emerged in how they dealt with it. For Charlotte, this occurred 

in her experience with the chemist: 
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“He said “I can give them to you, but you’re gonna have to pay!” And he made me 

feel as if…that I was scrounging and it wasn’t just one item, it was several and I said “But 

nobody notified me”. “Well that’s your fault if we haven’t got your number!” But they did 

have.”  

Despite the gravity of the event and how emotionally charged it was – as evident by 

Charlotte’s repeated imitation of the chemist – she continued to stand her ground and make 

known she was not at fault for the situation, partly influenced by the high cost she would have 

potentially had to pay. This persisted even with the chemist trying to aggressively shift the 

blame to her and make her feel she was doing something wrong, rather than admitting his own 

mistake. Charlotte, who was most familiar with her own situation there compared to the new 

chemist, was able to use that familiarity to retain her assuredness over who was right and 

wrong in the situation.  

Beth echoed a similar interaction where a carer became particularly aggressive 

towards her:  

“Right in my face, really angry and I said “You’re angry”, “No”, “Well, you’re loud”, 

“No. This is angry” and then she “Ugh!” And the other carer and me we just looked at each 

other and we both thought the same, if we react it will make it worse.” 

With Beth’s other carer as a source of support for her, Beth realised that with her 

standing up to the carer in telling her how she was behaving, the situation was going to 

escalate. Here, Beth realised she had to change her own behaviour to diffuse the situation. 

Once again, Beth had to hold her own behaviour to a higher standard to change the behaviour 

of others. As Beth had to be mindful over how her behaviour could have increased the carer’s 

hostility, being painted as hostile herself was another reason she had clear rules over her 

behaviour: “Sometimes I have to say “No, I’m not aggressive, I’m assertive. I make sure you 

understand what I’m saying.”” Although Beth had been in situations where she had to 
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advocate for her advocation, she was confident in her abilities to do so and was sure of herself 

regarding what she was conveying to her providers. While she was fully aware of the 

difference in connotation with her own behaviour, she ensured others were aware too and did 

not let their perception influence her own. If not, she ran the risk of her behaviour being 

misinterpreted, unintentionally or purposefully:  

“Of course I’m not allowed to get angry ever ‘cause then I’ve done it. I have to be 

always patient and cooperative. Those eleven things, that’s me. No matter what happens it’s 

what I have to be, otherwise I get accused of aggression instead of…assertion. Because I’m, 

I’m very assertive.”  

Unlike her healthcare providers, Beth did not have the privilege to not be concerned 

over how she handled situations. With the power difference between a patient and their 

provider, Beth found herself following guidelines. The eleven things she mentioned referred 

to qualities that she valued in a healthcare appointment: 

“Beth: I’ve got a list of qualities that, I, that I appreciate which is love and 

compassion [pause] and an interest [pause] respect [pause] honesty, democracy, peace, uhh, 

communication skills, cooperation. Have I got eleven?” 

“I: Um [pause] nine.” 

“Beth: Ten. Nine, oh. Um…understanding…did I mention patience?” 

“I:…No I don’t think so.” 

“Beth: Well that makes eleven then…that’s the lucky eleven. That’s what I was, what I 

expect.”  

Although Beth valued and saw those qualities as the gold standard from a provider, 

she recognised that those values had to be simultaneously applied to herself. For the provider, 

those qualities ensured an equal and respectful environment. For Beth, they were applied so 

her behaviour would not be misconstrued.   



 60 

With self-advocacy came the possibility of Charlotte and Beth experiencing a hostile 

response. In both instances, the providers’ reaction influenced the women’s subsequent 

behaviour. For Charlotte, she continued to stand up to the chemist and for Beth, she 

recognised that her behaviour had to change to diffuse the, and other, situations. As such, 

when the providers were opposed to the participants advocacy, the women had to be mindful, 

ready, and willing to adapt to the situation or to carry on with their original intent.  

Advocating For Others  

A key feature of standing up against ageism was the ability to advocate for others, but 

whether it was being advocated for or towards others differed among participants. For 

Charlotte, being advocated for helped her understand she was being treated differently 

because of her age in hospital: 

“I suppose every time the pills were given out, or the meals, I would be the last one to 

get mine and I thought it was just me being sensitive and shut up about it and didn’t say 

anything, but then the other woman started to say to whoever bought the pills in, “Go and do 

Charlotte first. She’s been waiting.”  

Even though Charlotte had been the lowest priority across many facets, the subtleness 

of it made it difficult for her to definitively see it as ageism. Although it was noticeable, with 

the possibility of other reasons at play, she did not want to be or seen as overreacting to the 

situation. As with Beth, Charlotte struggled with immediately labelling the behaviour as 

ageism as it was not something their providers explicitly told her was happening because of 

her age. Unlike Beth, however, Charlotte did become immediately suspicious it was ageism. 

The other patient noticing and commenting on it aided in her understanding that she was not 

overreacting and made her confident that her it was not just in her head, and was in fact, due 

to her age.   
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Similarly, Alice was grateful to be advocated for by her daughter as she was concerned 

about what could have happened if her daughter was not there: 

“ Everybody’s treated the same and it makes me wonder how many of these older 

people end up in nursing homes because of the wrong medication they’re taking [pause] 

‘cause that’s what woulda happened…to me if my daughter hadn’t been there-sort of 

supporting me.”  

Healthcare providers ignoring the individual differences of older adults and their 

stubbornness over how to treat this demographic was the cause of Alice’s worry. With the 

issue of her medication, Alice was concerned that her providers would respond to the negative 

reaction as a problem with her, rather than introspectively looking at what they may have 

done and how the treatment they applied was not the right decision. With the medication 

negatively impacting Alice’s memory, this effect being labelled as a loss of cognitive function 

was a potential reality: 

“Um, so if she wasn’t there to speak up for me, knowing a lot of people go in there that 

don’t have anyone and they just continue to keep giving me that medication, they’d had 

probably put me down as Alzheimer’s or something like that, and [pause] not capable of 

living on your own, no.”  

Alongside the providers viewing and treating older adults as if they represented a 

uniform life stage, came them attempting to label Alice’s response to the medication as a 

symptom of a disease that predominately affects older adults. All aspects of care from the 

assessment to treatment was done so through the viewpoint they had of older adults. Those 

decisions could have potentially caused unnecessary responses that impacted on her and other 

older adults’ way of life.  

As had been discussed, advocacy was important for Beth, however, rather than being 

advocated for, she highlighted the merit of advocating for others, especially knowing she was 
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not the only one experiencing ageism: “You know I can speak up ‘cause if it happens to me it 

happens to other people.” Driven by what is right and wrong was not just applied to herself, 

but to other older adults as well. No matter who for, Beth placed great value in doing so. 

Through speaking up, Beth could draw more attention to the discriminatory practices of 

healthcare providers. With the possibility that those occurrences could begin to have 

consequences or result in more awareness of what was happening, it could help other older 

adults, whether inadvertently or directly. Beth recounted an instance where she drew attention 

to the mistreatment of another patient: 

“The people with, uh, dementia they don’t, you know, th-there was an arrest, was in 

another rest home, I was there and a man knocked on my door because my carers were there 

and he could se-, “Can you please check my room?” and his bed was wet with water, the floor 

was covered in shards of glass, and the bed, they’d thrown some sheets on top of the bed. So 

there he was and then the excuse was “Oh he doesn’t know what’s going on, he’s got 

dementia.” He knew very well what was going on otherwise he wouldn’t have knocked on our 

door. It was me, they don’t get away with that.” 

The providers, who saw the patient’s dementia as a reason to target him due to their 

belief that with his cognitive impairment, his perception could not be considered reliable, 

assumed they would be able to get away with it. Through immediately dismissing their excuse 

and by giving the patient more credit than they did, Beth and her carers became a strong 

advocate for him. For Beth, she was as equally moved to help other older adults as she was to 

help herself.  

The women’s experiences of advocation was not always self-imposed. Charlotte and 

Alice were both advocated for on behalf of another individual in response to unfair treatment. 

For Beth, standing up for others was as important as standing up for herself. As a result, 
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across all participants, the help from others was a principal and appreciated way to minimise 

and stop ageism.  

 

Removal From Situations 

With self-advocacy came instances where the effects of doing so were largely 

emotional. This became the primary reason why all of the women made the choice to remove 

themselves from the situation at hand, but how this was done differed. For Alice, not having 

her concerns about her knees listened to made her stop bringing it up to her doctor: 

“No, we didn’t talk about, I said to her about it and how bad they were and she 

just…really just shrugged it off. “Well what do you do?” I said I rub balm on them but it’s not 

helping…and it’s never been mentioned since. I can’t see the point.”  

Despite Alice providing space for a discussion about her knees multiple times, her 

doctor ignored the seriousness of it every time and placed the responsibility to treat them on 

her patient. Knowing that since her doctor did not take it seriously at any point, Alice’s desire 

to bring attention to it again dropped due to the absolute lack of confidence she had in her 

doctor to start behaving differently.  

This was reinforced from her doctor never bringing the discussion up again: “She’s 

never me-neither of us have, I’ve just never bothered I think what’s the use.” Not only did the 

doctor’s response make Alice think her knees did not matter, but the doctor’s non-response 

was further proof of that, reinforced by the long period of time that had transpired since Alice 

first told her doctor: “Oh it’s been a few years ago now since I told her [pause] and when I 

got that reaction I’ve never bothered again, I thought what’s the point.” Alice continually 

making the point that discussing her issues with her doctor was useless reinforced her feeling 

undervalued in her appointments. This consequence continued to stem from a place of 

frustration that her expectations were not met.  
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Like Alice, Beth’s frustration impacted her subsequent behaviour. Unlike Alice, 

however, this resulted from her not knowing how to handle a situation: “Yeah I view 

myself…usually as an assertive, capable person. Sometimes I’m very frustrated and don’t 

know what to do and then look for distraction and then I hope time will resolve the problem, 

yeah.” Despite Beth’s strong sense of self, some situations could be difficult for her to 

manage, both strategically and emotionally. When she had no other options or did not know 

how to handle a situation, removing herself from it in order to distract herself became her 

strategy. While relying on external factors, she relinquished herself from the authoritative role 

she usually upheld. 

In doing so, Beth employed a number of distraction techniques: “I either look for 

peace and quiet like some trees and flowers and birds and sunshine and nice breeze and yeah. 

Some games on TV and yeah. That’s, talk to my family. Distraction basically, yeah.” Through 

utilising different means of distraction, Beth was able to compose herself through a variety of 

different ways. From feeling calm to being entertained to talking with a support network, all 

of it were done so to keep her mind off the situation and reduce the frustration she was 

feeling.  

Likewise, Charlotte also removed herself from a situation, yet this was a decision to 

leave her chemist and go elsewhere: “I’m usually tough, I worked for [government agency] 

years ago and you had to be tough and I-I was in tears and I said “Well I’m finishing up, I’ll, 

I’m not coming back here.” While up until this point, Charlotte was able to remain opposed to 

the chemist, the intensity of it and how emotionally impactful it became too overwhelming for 

her to handle. Although Charlotte saw herself as someone not easily effected by such things, 

her limits were tested. Because of this, and her not tolerating the chemist’s behaviour, she 

made the immediate decision to change chemist.  
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Alice shared a similar situation where, although not changing providers, her doctor’s 

behaviour was the result of her decision to drastically reduce the amount of appointments she 

made: 

“I: So just going back to the point about having to advocate for yourself, um, how 

often would you say you have to do that?” 

“Alice: [Pause] probably every time you go, uh-um, and I don’t go very often because 

of it, so.” 

For Alice, there was no point in advocating for her worries about her health to be taken 

seriously. With the repeated pattern of her doctor not listening to her and her advocation being 

led to nothing, doing so became tiring. Without her doctor taking action for her, Alice knew 

that going to the doctors was pointless. Although Alice stated in Frequency of ageism, that she 

was unsure over how often she experienced ageism, this demonstrated that it was frequent in 

the sense it occurred in every doctor appointment she had, which eventually become the direct 

reason she stopped going.  

When self-advocacy did not have the intended result, all three women made active 

decisions to remove themselves from the situation. However, this was not necessarily a 

decision the women made because they wanted to, but as a last resort because the emotional 

consequences were becoming too overwhelming and pointless. Thus, removing themselves 

was a coping strategy for the participants. 

 

The Impact of Ageism 

With the multiple, contextual elements of the women’s experiences of ageism and the 

salience of those events, there were unavoidable consequences for the participants. How 

ageism impacted the women was diverse across the three of them. One of the repercussions it 

had on Alice was her frustration over all the components related to her experiences, such as 
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the lack of change: “Like I’ve wasted my time [pause] no better off when I come out than 

when I went in.” With no change before and after a doctor’s appointment, her physical health 

remained the same with no attempt for treatment in sight.  

While this went against Alice’s wishes, it also constituted a waste of resources: “I just 

think…I-it’s just been a waste of time and money. Wh-why did I bother?” Here, the impact it 

had on Alice concerned her navigation of healthcare systems. In making appointments, there 

were costs that had to be made – ones that Alice could not get back. The incorporation of this 

loss and lack of results was the source of the emotional consequences Alice faced: “I 

think…yeah, I mean they’re still [pause] being sort of kind, but, um…they dismiss a lot of 

things…I find I get dismissed and I come out feeling frustrated.” For Alice, the impact on one 

area – the waste of resources – impacted a subsequent area – her internal processes. Both of 

those stemmed from the aspect of ageism that predominately plagued her – her expectations 

in healthcare not being met.  

Alice further expanded on how those two factors converged: “Where had she 

discussed my knee and why she wasn’t doing anything about it, or my knees, you would sort of 

come away thinking “Well she listened to me at least.” 

As Alice had stressed throughout the interview, listening to her concerns was the most 

fundamental component of her healthcare appointments. Listening paved the way for 

discussion and involvement to open up. This was the basis for her to feel respected, even if no 

treatment was given. In the numerous instances where this did not happen, it contributed to 

the frustration Alice felt.  

Alongside ageism having an emotional impact on Alice, it also had a drastic 

consequence on her physical health: “And it was because my knee gave out that I fell down 

and broke my pelvis and had they listened to me about my knees and corrected them, that 

never would have happened.” While the physical injury was not needed for Alice to become 
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frustrated, it was a major source of it in this instance due to the ease with which it should have 

been preventable. This was an example of how there were wider consequences to the doctor’s 

initial response and how one instance of ageism opened the doors for other opportunities for 

exposure to ageism, i.e., through Alice’s issues with her medication.  

Charlotte also experienced an emotional effect, but this was related to how she 

internalised ageism: “Low, worthless [pause] I feel like we’re filling in time ‘till we die and 

[pause] and it’s very good, very hard to get self-worth [pause] you just feel, feel like a 

nuisance.” Charlotte’s experiences of ageism negatively impacted on how she viewed herself. 

Without any confidence being installed in her, she felt like a burden to her healthcare 

providers and that her and her concerns did not matter. With providers viewing older age as 

the life stage closest to death, Charlotte was made to feel as if that was the only thing going 

for her. As a result, how she viewed herself mirrored her reasoning of why they are ageist in 

the first place.  

In stark contrast to Charlotte, Beth found it essential to have a strong sense of self: 

“I’m me. Other people don’t determine who I am, I do. And that’s I think, that’s essential to, 

uh, to stay happy and functioning.” 

Not allowing others to dictate or influence how to view herself, this was a prime 

coping strategy for retaining her psychological wellbeing. The confidence in how she 

identified herself was observed across many facets. Beth was sure of her capabilities in 

handling situations was and sure of herself as a person. The former was able to come forth 

from the establishment of the latter.  

As another coping strategy, Beth often employed humour: “I joke around a lot. It’s the 

best way to deal with, that’s what I do.” Making jokes about her experiences helped lessen the 

negative impact it had on Beth. It was one way, alongside having a strong sense of self, that 

Beth was able to retain and improve her psychological wellbeing.  
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Unlike Alice and somewhat like Beth, Charlotte’s experiences of ageism had a 

significant impact on her subsequent behaviour, but rather as a coping strategy, she believed 

that because of her age, she could not do the same stuff she once did anymore: “If you’re not 

careful they make you start behaving frail instead of saying, the old me would have given it a 

go and if you hurt afterwards well bugger it, it’s worth it.” Charlotte found that her behaviour 

became moulded into what her healthcare providers expected from an older adult. Her 

younger self, being more driven and confident, was quite different from how she painted her 

behaviour now. Despite the reasoning behind this change falling onto other individuals, 

Charlotte felt she bore the responsibility to be actively mindful around noticing this shift. If 

not, she would find herself pulling away from behaviours that were once familiar to her: 

“Yeah. Um, stopped walking down steps. Um, there’s a perfect answer if people can’t 

walk down steps, you go down them backwards. It looks daft, but, um, that’s the type of thing, 

you stop doing things and if you stop them it’s hard to start again.” 

Due to Charlotte’s bad knees, she had solutions in place to help her keep mobile. 

However, she found it all too easy to lose the engagement she had with those strategies. 

Having healthcare providers attempt to shape her behaviour a certain way, it became more 

difficult for Charlotte and retain her self-motivation and too easy for her to fall into patterns 

of certain behaviour. As with Alice, Charlotte’s frustration often emerged from another factor 

at play. Here, it related to her change in behaviour: 

“You give up, start giving up stupid little things and it escalates. Um…you don’t have 

to do it when you’re younger, but you have to start making a concentrated effort to do things. 

“Righto, I’m going to get down.” I can’t kneel, for instance, my knees have gone and I’m 

determined that one day I will be able to kneel down on the floor and do something. You’ve, 

you still gotta set targets.”  
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Charlotte’s frustration came from how easy it was for her to stop engaging in simple 

acts. It started off small, but through falling into this pattern of habit, the consequences 

became larger. With older age, came a much higher need to be active and motivated in 

retaining certain behaviours. Despite the difficulty of it, Charlotte had retained her confidence 

for her future self that those targets could still be reached. However, Charlotte often found that 

through stopping her engagement in certain behaviours, it resulted in a subsequent impact on 

other behaviours due to a perceived inability she could not do it: 

“Yeah it’s…I found myself stopping making plans ahead. Things, just things like that. 

Um [pause] you start to screw yourself into a corner. It’s very hard and you see other people 

doing it and that’s what troubles you out of it. Um [pause] yeah it’s difficult.” 

Through this, Charlotte’s freedom dropped. While knowing this was the result of 

ageism, she, again, felt responsible for the decisions she was making. Despite the difficulty of 

the situation, witnessing other individuals doing the same thing, became a motivator for her. 

Trying to understand what was happening was hard when it was done so purely through 

introspection. Through observing others, she was able to more clearly look at what she herself 

was doing. With the ability to assess her own behaviour, Charlotte was able to start engaging 

in behaviours she used to do again.  

 For all three participants, they were inevitably impacted by ageism in healthcare. For 

Alice, this emerged as her frustration over a lack of change and a waste of resources, as well 

as the physical impact. For Beth and Charlotte, despite to opposite degrees, it impacted on 

how they viewed themselves and their subsequent behaviour. Despite the diversity of how and 

what they did, if they did, to overcome it, it remained a crucial focal point over how they 

experienced age discrimination. As such, the impact it had provided insight into how they 

perceived, made sense of  their experiences, as well as the salience of it.   
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Non-Ageist Experiences  

With the women’s discussion of ageism, it was important for them to highlight 

moments where they had been treated fairly. Although ageism was not always an issue with 

every healthcare provider the women came into contact with, there were differences in how 

this was expressed. Emphasising that ageism was an individual issue rather than a healthcare 

issue was particularly important for Beth: “’Cause they can get away with it, they’ll do it, 

some of them. Others are really good.”  Beth’s constant reinforcement of healthcare providers 

as good and her respect for them was shaped by her experiences being largely positive. Due to 

this she was able to provide a clear distinction between providers who delivered good care 

and those who did not.  

This distinction was upheld even after the negative experience with her aggressive 

carer:  

“This carer was lying about me, about her co-workers, and about her boss…I don’t 

know if she was lying about herself I [laugh] can’t check that, but um, yeah, not a very nice 

experience and um, the other carer said she had never experienced, she’s been working for, I 

think twelve years in a rest home, so never experienced anything near it. Uh, yeah that was 

pretty bad, but it’s a one off. Can’t judge the rest of them.”   

Despite the gravity of the situation, it did not cloud her judgement of healthcare 

workers as a whole, further reinforced by the majority of her experiences being positive. The 

other carer who was a source of support for Beth during this time was one example of how, 

with the negative experience, Beth could rely on and have a good experience with another 

provider. Beth’s ability to isolate negative incidents was further strengthened through the 

other carer acknowledging the rarity of those instances.  

As with Beth, positive experiences from other healthcare workers provided a source of 

support for Charlotte. As she discussed in Removal from situations, Charlotte and her husband 
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made the decision to change chemists. However, a future positive encounter was a barrier 

against that decision:  

“The staff in at [chemist] umm, you have to wait a big longer, but you always get a 

smile and they get to know you and, we went in there and the young woman was just so 

pleased to see us, it made me feel, you know…I’m over this, I’ll stay here. So that’s what we 

did.”   

A warm, welcoming environment was an important quality for Charlotte. The 

environment provided a sense of belonging and installed feelings of value in her which 

became a key factor in her decision over what chemist to use. The positive environment was 

paramount for Charlotte to such a degree that it overrode other limitations in its service.  

Alice expressed a similar sentiment at her relief over the appointment she made with a 

different doctor regarding her sore on her head:   

“I think, I think, no, I think she was really, what I expect a doctor to be, to listen, an-

and understand what you’re saying. You know people don’t spend money to go there and have 

a conversation. They go because they’ve got a problem.”   

Alice’s appraisal of her doctor signified that her expectations over what should happen 

in an appointment was met. Her continuously stressing how much she appreciated a provider 

listening to her concerns demonstrated just how important it was for her and why she saw 

great value in the instances where her expectations were met. Not only did she feel respected 

and valued, but it also justified the costs she made to have the appointment. For Alice, the 

costs she had to make reflected both a want and a need for her appointments to be worthwhile.  

Alice’s appreciation of those factors in healthcare was further expressed: “Well he 

[specialist] does listen to what you’re saying and he’s always, you know, “You ring me up if 

you’ve got a problem” or…you know, “Don’t just sit around a-and worry about it. Get on the 

phone to me.”” As with her other doctor, Alice’s specialist was one that took an active 



 72 

approach to care. Through encouraging Alice to see him as soon as she experienced a 

problem, both parties became proactive. The combination of being encouraged and knowing 

her concerns will be taken seriously was a motivator for her to attend his appointments.  

Despite ageism being present in the women’s navigation of healthcare, all also come 

into contact with providers that treated them with dignity and respect. For Beth, this was quite 

common, but for Alice and Charlotte those positive experiences were important for them as it 

signalled what they wanted and/or expected in healthcare, resulting from previous failures to 

meet those standards. As such, all the women recognised that through their navigation of 

those systems, ageism was not going to be a threat every time.  
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Chapter Four: Discussion 

The aim of this research was to examine older adults’ experiences of age 

discrimination in healthcare. To expand on and provide new insight into this phenomenon 

without basing it on prior assumptions, Interpretative Phenomenological Analysis was 

employed to allow the participants to be placed at the centre of the research in order to hear 

directly from them without any constraints in what they could say. As such, the research 

question was: “What is the experience of ageism like for older adults within healthcare 

systems?”  

This chapter consists of an overview of the findings that will be related back to the 

past literature. The implications of the study will be subsequently discussed in terms of how 

the research contributed to and add to the understanding of ageism in healthcare, particularly 

within qualitative research. In addition, the limitations will be described, ending on 

recommendations for future research.  

 

Summary and Interpretation of Findings 

Understanding Ageism 

For the women to label their experiences as ageism, it was necessary for them to 

understand what ageism is and how it can be expressed. This comprehension was shaped by 

them noticing when they started being treated differently. Whether it started at a specific point 

in time or over time, all participants were aware of a change that was different to what they 

were used to. The women’s recognition of this was often intertwined with their understanding 

of why their age served as a reason for discrimination.  

Withholding or delaying treatment was a common experience that was perceived to 

emerge from assumptions about older age that healthcare providers held. In support of past 

literature, stereotypes regarding age and ill-health has resulted in a lack of interest in patient 



 74 

concerns leaving older adults’ feeling like their age makes them less worthy of treatment 

(Abdou et al., 2016; Ouchida & Lachs, 2015; Vogt & Dahlke, 2023). In further support of the 

literature, being a lower priority compared to younger patients was apparent. Both in past 

experiences and potential future experiences, older adults have experienced and been worried 

about not receiving the same attention and becoming disregarded as a result. In contrast, 

however, some found that it fair that younger, working adults were prioritised over those who 

were already retired as delayed treatment would not have impaired their daily lives to the 

same degree (Werntoft et al., 2005). In agreement with research regarding ageism in the 

macrosystem, the issue of treatment hierarchy related to how ageism can be observed in the 

allocation of resources to which younger adults tend to be top priority. The difference between 

the current findings and past research, however, is that QALY measures and the fair innings 

argument relate to external processes that determine the priority of patients (i.e., through 

measures and limited resources). Here, there were no issues regarding what demographic 

should get a specific treatment, but rather the order in which it was done. Since past research 

on this topic tends to focus exclusively on these measures, those results fit that narrative. In 

the current study, these findings emerged based on how participants observed the healthcare 

system (Bognar, 2015; Harris & Regmi, 2012).  

Not feeling important enough for desired care was a common finding and related to 

older age being viewed as close to death. While older adults and mortality are often associated 

with each other, theories of prejudice suggest that it is being aware of one’s own mortality that 

impacts on discrimination (Martens et al., 2004). Although the approach the current study 

took cannot lend support to whether the women’s providers held this prejudice through that 

association, it did present findings that from older adults’ perspective, the two are closely 

related.  
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Alongside age, the findings demonstrated that having a disability can be a significant 

reason as to why one can be treated differently in healthcare. Like ageism, ableism is also 

characterised by stereotypes, prejudice, and discrimination. However, this is directed towards 

those with a disability – hidden or visible – chronic conditions, mental disorders, or based on 

the perception that an individual is physically or mentally incapacitated to some degree. Past 

literature has gone into detail about the intersection of ageism and ableism, with some 

researchers postulating that ageism and the associated fears about the ageing process emerges 

directly from ableism. Since ableism classifies disabilities in terms of health with little regard 

to the social aspects, healthcare is a prominent place in which this discrimination occurs 

(Gendron et al., 2024; Langmann & WeBel, 2023; Rabberu & Gillis, 2021). Although this was 

not a focus of the current study, the intersection of ageism and ableism in the findings 

supported the notion of a relationship between the two.  

Engaging in Self-Advocacy 

As demonstrated by the findings, discriminatory treatment was not always through 

explicit communication. Often it resulted from a lack thereof. Older adults having their 

concerns ignored has been a prominent finding in past research where this ultimately had 

significant impacts on their treatment (Gholamzadeh et al., 2022; Makris et al., 2015). As was 

shown in the current findings, the two-way interaction between provider and patient was the 

basis for providing treatment. This sentiment was echoed in past research where having a 

provider listen to their concerns and communicate about it with them was a desirable quality 

for older adults and when this did not happen, they were left feeling like they were not 

important enough for their providers (Kelly et al., 2019; Williams-Roberts et al., 2018). The 

present findings further showed that being ignored was a potential risk resulting from the 

vulnerability of being an older, disabled adult. In the literature, however, this has been 

contextualised through ageism or ableism. Both, however, are framed in the viewpoint of 
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vulnerability based on stereotypes that can cause patronising care due to the perception that 

their wellbeing is of a lower quality and that the patient has reduced capacity to be as 

involved, subsequently minimising their autonomy. All these factors ultimately influences 

how treatment is conducted. Despite the tendency for research to isolate ageism and ableism 

in this regard and to locate vulnerability in terms of an abundance of care rather than a lack of 

it, fear over how older age and a disability impacts on treatment has been found to have a 

strong relationship among this demographic (Gendron et al., 2024; Graff & Russell, 2023; 

Langmann, 2023).  

Resulting from the issue of communication, self-advocacy was a prominent way the 

participants responded to ageism. Past research has found that engagement in self-advocacy 

was prevalent in 41.35% of older adults and as with the women in the current study, the 

decision to do so was motivated by their belief that it could result in a positive outcome for 

their health, despite different reasons for doing so (Novinmehr et al., 2019). The findings 

revealed that not being involved in one’s own treatment plan and issues surrounding 

medication were significant reasons for this engagement. While there was no relation between 

self-advocacy and being made to feel like one is seeking attention, as other older adults in past 

research have found, the concerns presented here echoed the findings of past studies where 

older adults expressed how a lack of involvement in their treatment plans demonstrated that 

their worries were not taken into account and that being involved was a quality that mattered a 

lot to them. Retaining autonomy in those decisions was an especially important characteristic 

that had been further prevalent in previous literature. As such, conducting one’s own research 

to help them decide the route they wanted to take for their treatment was a common method of 

self-advocation (Martinez-Angulo et al., 2023; Makris et al., 2015; Ruggiano et al., 2016 Van 

de Pol et al., 2015; Williams-Roberts et al., 2018).  
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Unfortunately, self-advocacy did not always have the results the participants were 

hoping for as many providers were not willing to respond to their patients’ interests in the way 

they would have liked. Unsurprisingly, continuing dismissal is a common reaction to those 

efforts and the continuation of self-advocacy has been found to be influenced by providers’ 

responses (Ruggiano et al., 2016). The findings here demonstrated that health issues remained 

due a pre-established idea over how treatment should be given. In accordance with past 

literature, differences in treatment to what was wanted was one form of discrimination that 

emerged from a lack of communication, particularly for dependent patients. In both instances, 

this resulted in the patients’ needs being synonymous with the needs of older adults in general 

(Band-Winterstein, 2015; Gholamzadeh et al., 2022; Martinez-Angulo et al., 2023; Ruggiano 

et al., 2016; Vogt & Dahlke, 2023).  

At times, providers communicating in a hostile manner was a risk that participants 

faced in their attempts to advocate for themselves, as reported by the current findings and past 

studies (Gholamzadeh et al., 2022; Kelly et al., 2019). Despite this, participants were able to 

retain their ability to advocate for themselves in the face of hostility due to the belief they had 

in themselves. As had been demonstrated, past research has found that confidence in oneself 

and their own ability to communicate well was an important quality with an older adults’ 

decision to self-advocate and their continuing to do so after being dismissed (Novinmehr et 

al., 2019; Ruggiano et al., 2016).  

While the participants were advocates for themselves, they also were advocated for or 

advocated on the behalf of others. For all the women, their descriptions of a third party being 

involved led support to ageism operating in the mesosystem. Despite the attempted self-

advocation, change sometimes only occurred through another’s behaviour. While past 

research has historically focused on how the presence of another can influence ageism 

regarding communication, the findings presented here highlight how it can also reduce it in 
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the same way. As such, the current findings lend credence to the importance of others in older 

adults’ healthcare experiences (Ben-Harush et al., 2017; Stubbe, 2017). As was previously 

demonstrated, the nature from which participants were able to discuss their experiences of 

ageism in general rather than focusing on specific aspects, allows for different ways of 

conceptualising this form of discrimination.  

Reducing Engagement With Healthcare 

Continuing to self-advocate for themselves was not something that the participants 

were able to consistently engage in largely due to the difficulty of the situation. As a result, 

the participants also made the decision to step away from the situation at hand. Often, the 

women were not comfortable remaining in their respective environment and as Ruggiano et 

al. (2016) put forward, how comfortable one is in standing up for themselves can determine 

whether or not to engage in this type of behaviour.  

Furthermore, the findings demonstrated how ageism can lead older adults to minimise 

their engagement with providers or stop using certain healthcare services due to no progress 

being made and low expectations that their needs will be met, thus making appointments 

futile. The findings presented here support those by Martinez-Angulo et al. (2023) in which 

participants discussed how ageism resulted in fewer trips to healthcare appointments. While 

this decision was made in part with poorer self-perceptions of ageing, the current findings 

were purely related to a providers’ behaviour. Although this was not touched on in the current 

findings, ableism itself has been found to negatively impact patients’ relationship with their 

provider, causing reduced communication on behalf of the patient over concern of being 

ignored or being negatively looked at (Graff & Russell, 2023).  

Ageism as Impactful 

The whole experience of being discriminated against and the participants’ responses 

impacted the women in various ways. Despite the diversity of this, the effects were largely on 
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the participants’ internal processes. As past research has similarly found, frustration was a 

significant consequence for older adults that left them dissatisfied with their poor care (Abdou 

et al., 2016).  

Furthermore, the present findings also demonstrated that another’s behaviour can 

impact on one’s own. Here, ageism can be a self-fulfilling prophecy in which older adults’ 

behaviour can change to fit alongside the providers’ expectations, additionally reducing one’s 

self-motivation. These findings lead support to past literature demonstrating how ageism led 

to poorer self-perceptions of ageing which in turn, was associated with stereotype confirming 

behaviour such as a reduction in physical activity. In contradiction, however, is that the 

current findings showed that the association between ageism and physical health is not always 

mediated through how an older adult views their own age and that worsening health can be 

explicitly due a lack of treatment. Despite the current findings not demonstrating this, the 

combination of ageism and ableism has also been shown to become internalised among older, 

disabled adults, typically regarding fear of declining physical and cognitive health. In spite of 

this, all of this demonstrates how the microlevel and the individual level of the ecological 

systems model can, or potentially, converge together even if the individual is impacted in 

different ways (Ayalon & Cohn-Schwartz; Ayalon & Tesch-Romer, 2018; Gendron et al., 

2024; Martinez-Angulo et al., 2023; Phibbs & Hooker, 2018).  

Positive Experiences 

Though the women discussed their experiences of ageism, they also touched on 

moments where they felt valued and recognised that ageism was not something that they 

experienced in every healthcare appointment. For the participants, those healthcare providers 

were a source of support whether it was regarding their health or installing feelings of 

belonging. As such, those occasions were very important for all. This supports findings 

presented in past research where most older adults had positive healthcare experiences and 
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53% of older adults had a positive relationship with their provider and were largely pleased 

with their communication. Around 81% of older adults further stated that their health 

advocacy also came from their providers. Unsurprisingly, that advocacy and support predicted 

the positive view of the communication style and the positive relationship older adults’ had 

with them (Kahana et al., 2018; Werntoft et al., 2005).  

Positive experiences greatly impacted the participants’ subsequent behaviour. As 

Makris et al. (2015) reported, a positive relationship between patient and provider was a 

protective barrier against completely removing oneself from healthcare systems. This supports 

the findings presented in the current study. Since the participants’ ageist experiences was the 

contributor to them removing themselves from those systems, feeling valued greatly 

motivated them to stay and to continue making appointments with their respective provider.  

 

Contributions to Qualitative Ageism Research 

In light of the similarities and differences between the current findings and past 

literature, it can be observed that there are numerous ways this study has contributed to the 

research field of ageism towards older adults in healthcare. Looking broadly, the current 

findings strengthen and deepen what is already known regarding ageism in these systems and 

this study is one of a small number of qualitative studies that focuses on these aspects. In 

accordance with the aims of qualitative research, this study gave participants the opportunity 

to express their subjective experiences of ageist healthcare providers (Alharahsheh & Pius, 

2020). Alongside this, participants’ accounts gave detail to multiple diverse, contextual 

elements including how ageism is expressed for them, such as the social, behavioural, and 

psychological elements (Chen, 2010). While previous qualitative research has been beneficial 

in contributing to this understanding, the current research further does this through explicitly 

looking at ageism solely through the older adult perspective, rather than combining their 
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perspective with another group, or finding ageism or ageism in healthcare as an emergent 

theme (Gholamzadeh et al., 2022; Makris et al., 2015; Vogt & Dahlke, 2023).  

Regarding the similarities across the findings in qualitative studies, the current study 

demonstrates how ageism can share the same or similar qualities across older adults from 

different cultural backgrounds. In contrast and in IPA fashion, it also showcases how ageism 

can be unique to those that experience it. In light of the research question and the depth at 

which qualitative research is done, it paved the way for this to occur and the differences 

between the internalisation of ageism demonstrated this. For example, while one’s internal 

processes can be become quite impacted through adhering to external expectations, some 

degree of self-motivation can be retained, suggesting that there can be certain degrees to how 

internalised ageism becomes (Smith & Nizza, 2021). Furthermore, these findings also added 

further commentary on the ecological systems theory where it demonstrated that certain 

aspects of ageism can operate at multiple levels or within one specific one based on 

participants’ individuality. The internalisation of ageism is a further example of this. Lastly, 

the study also provided potential new insight into ways that ageism operates within these 

levels. While much of the research in those systems were quantitative, the similar findings 

presented here and in other qualitative research, demonstrates that one perspective, i.e., 

through healthcare providers is not solely needed to uncover certain results.  

 

Limitations 

Interviewing plays a large part in the type of information gathered and the quality of it 

(Smith & Nizza, 2021). While I familiarised myself with the interview guide and practiced 

conducting interviews beforehand, formally doing so for research was a novelty. Upon 

reflection of the transcripts I realised there were moments where certain points of interest 

were not followed on and when I asked non-anticipated questions, how I worded them was 



 82 

not always ideal, such as asking a closed question when an open one would have elicited more 

information. While I found that the participants’ accounts gave a lot of valuable information, 

some may have been unintentionally left out of the discussion and subsequent analysis.  

 As a requirement of IPA, samples should be homogenous (Smith et al., 2009). While 

being an older adult was an inclusion criterion, the participants being all women and of 

European descent was unintentional. Nonetheless, they represented a similar group. However, 

while the other two participants discussed their experiences solely in terms of their age, Beth 

being a disabled, older adult could have drawn away from this homogenous criterion. As Beth 

stated, she was initially unsure over how to make sense of what form of discrimination was 

occurring. While she did later regard it as both ageism and ableism, the combination of the 

two, while it still provided valuable information, did inevitably shift the focus from looking 

purely at ageism.  

In the same context of homogeneity, participants were able to freely discuss their 

experiences of ageism in healthcare in general. Given the difference in health conditions 

between the women and the variety of providers they used, this decision was made so 

participants would not feel constrained in their answers. Furthermore, given the findings from 

past literature, a more broad overview of ageism was a goal of this research. While there were 

similarities in the type of healthcare providers the participants mentioned, i.e., doctor, the 

ability to mention experiences of ageism across multiple healthcare settings could have 

continued to shift away from IPA’s homogenous criterion.  

 

Recommendations for Future Research 

With the sample in the current study representing a specific group, future research 

could continue to look at older adults’ perspectives of ageism through different populations. 

As was demonstrated from Beth, ageism does not always operate in isolation from other 
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forms of discrimination, but can converge with others to impact on the type of treatment 

received. For ethnic minorities, racism in healthcare is often prevalent throughout one’s 

lifespan. With more difficulty penetrating healthcare systems and race being a determinant of 

protocols that influences treatment decisions, there are inevitable inequities in health between 

Caucasian and non-Caucasian populations, including a lower life expectancy and higher rates 

of disease. When ageism becomes another form of discrimination individuals have to endure, 

then the health effects already present strengthen (Farrell et al., 2022). As with the aim of the 

current research, through looking at the experiences of ageism and racism in healthcare 

through the perspective of a particular demographic, such as Māori and Pasifika, further 

insight could be provided into the myriad ways discrimination operates and its associated 

effects. Since ageism is apparent with other forms of discrimination, it is crucial to be mindful 

of and include others perspectives to combat discrimination in healthcare.  

Continuing from here, it would also be wise to expand on how ageism and ableism 

interact in healthcare. As was previously discussed, the prejudice literature regarding how 

ageism can be rooted in a fear of illness and reduced physical capabilities is also inherently 

ableist as it represents the fear of disabilities (Gendron et al., 2024; Martens et al., 2004; 

Nitschke et al., 2022). Of course, ageism does not always emerge from ableism as older age 

itself can give way to discrimination, to which Alice’s and Charlotte’s accounts can attest to. 

However, further research would be beneficial in untangling this intersection and seeing the 

extent to which age influences ableism and disabilities influence ageism (Van der Horst & 

Vickerstaff, 2022). By doing so, a more fulfilled understanding of the elements of ageism can 

be observed.  

Since the presence of ageism in healthcare has been well established, studies should 

also bring its attention to identifying and researching strategies to reduce ageism and leave 

older patients with a good impression of their healthcare experiences (Shpakou et al., 2021). 
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Multiple suggestions have been put forward by researchers regarding ways to reduce ageism, 

including communicating without reference to age or creating multidisciplinary teams that has 

been posed to reduce ageism through collaboration and increasing motivation to reach a 

shared goal, subsequently decreasing ageist attitudes. These multidisciplinary teams can help 

guide decision making through use of knowledge from those that specialise in geriatrics and 

through the patient’s and families wishes as well (Gendron et al., 2018; Inouye, 2021).  

Healthcare systems need to be inclusive to older adults. The current findings go 

against a tenet of healthcare systems – for patients to be active in discussion about their health 

and treatment. Acknowledging and acting on the collaborative necessity through upholding 

the expertise of the older adult regarding their own health, a more equal relationship can be 

ensued. To do so, creating an environment where patients feel comfortable discussing health 

related information, being allowed to contribute to the discussion surrounding what form of 

treatment they want, and to inquire throughout the whole process. This autonomy needs to be 

present throughout the entirety of older adults’ engagement in healthcare (Rabberu & Gillis, 

2021). Despite not being an aim of the research, the participants touched on their expectations 

of healthcare and the positive experiences they had. Though it can be observed that the 

salience of ageism can be contextualised by it going against those expectations, this study was 

not able to fully explore what older adults would like to see and what they think needs to 

change. Conducting research on this topic can shed further light on what needs to be 

implemented.  

 Furthermore, education on and having conversations about ageism among healthcare 

providers can help reduce stereotypes and misinformation and can lead the way to a more 

considerate way of providing care and can perhaps reduce the prescription of non-suitable 

medications. Targeting ageism across different levels such as structural interventions and the 

accompanied age-related policies has been a further suggestion (Band-Winterstein, 2015; 
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Inouye, 2021; Mikton et al., 2021). With all these recommendations, implementing and 

evaluating them in research could help support the efficacy of them which could then be 

applied in healthcare.  

 

Conclusion 

To summarise, the women’s understanding of what ageism looks like for them 

provided support for previous findings. This included age being a reason to withhold 

treatment, the commonality of being treated as part of group, differential treatment based on 

stereotypes and prejudice, and how different types of discrimination can intersect with each 

other. Many times, this resulted in the women being ignored. In further support of past 

research, self-advocacy largely defined the women’s response to ageism. While this had the 

intended effects, at times it did not and continuing to be ignored or experiencing a hostile 

response was a common barrier. Advocacy on behalf of a third party was also prominent and 

was vital in reducing ageism. As many other older adults have experienced, ageism and their 

feelings about the situation often impacted the women’s decision to distance themselves from 

the situation. Experiencing discrimination often has various consequences, but as has been 

extensively found, it can change the perception of oneself. Despite all these instances, ageism 

is not always a threat to older adults and providers creating a positive environment can be an 

important source of encouragement to engage in healthcare services. Across the findings, the 

differences between the current study and past research can be attributed to this study’s 

different approach and the individualism of everyday life. As such, by taking a different 

approach, new information could be brought to light alongside potential new ways to 

conceptualise past findings. Ultimately, the type and quality of information gathered depends 

on the researcher’s interview skills and the strength to which the study adheres to the 

requirements of the methodology. In light of this, conducting new research on different 
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demographic groups, the intersection of different forms of discrimination, and how ageism 

can and should be reduced is a beneficial direction research should go towards.  
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