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Preface

At a time of unpredictable challenges for health,
whether from a changing climate, emerging infectious diseases, or the next microbe that develops
drug resistance, one trend is certain: the ageing of
populations is rapidly accelerating worldwide. For
the first time in history, most people can expect to
live into their 60s and beyond. The consequences for
health, health systems, their workforce and budgets
are profound.
The World report on ageing and health responds
to these challenges by recommending equally profound changes in the way health policies for ageing
populations are formulated and services are provided. As the foundation for its
recommendations, the report looks at what the latest evidence has to say about the
ageing process, noting that many common perceptions and assumptions about
older people are based on outdated stereotypes.
As the evidence shows, the loss of ability typically associated with ageing is
only loosely related to a person’s chronological age. There is no “typical” older
person. The resulting diversity in the capacities and health needs of older people
is not random, but rooted in events throughout the life course that can often be
modified, underscoring the importance of a life-course approach. Though most
older people will eventually experience multiple health problems, older age does
not imply dependence. Moreover, contrary to common assumptions, ageing has
far less influence on health care expenditures than other factors, including the
high costs of new medical technologies.
Guided by this evidence, the report aims to move the debate about the most
appropriate public health response to population ageing into new – and much
broader – territory. The overarching message is optimistic: with the right policies
and services in place, population ageing can be viewed as a rich new opportunity for both individuals and societies. The resulting framework for taking public
health action offers a menu of concrete steps that can be adapted for use in countries at all levels of economic development.
In setting out this framework, the report emphasizes that healthy ageing is
more than just the absence of disease. For most older people, the maintenance of
vii
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functional ability has the highest importance. The greatest costs to society are not
the expenditures made to foster this functional ability, but the benefits that might
be missed if we fail to make the appropriate adaptations and investments. The
recommended societal approach to population ageing, which includes the goal of
building an age-friendly world, requires a transformation of health systems away
from disease-based curative models and towards the provision of integrated care
that is centred on the needs of older people.
The report’s recommendations are anchored in the evidence, comprehensive,
and forward-looking, yet eminently practical. Throughout, examples of experiences from different countries are used to illustrate how specific problems can be
addressed through innovation solutions. Topics explored range from strategies to
deliver comprehensive and person-centred services to older populations, to policies that enable older people to live in comfort and safety, to ways to correct the
problems and injustices inherent in current systems for long-term care.
In my view, the World report on ageing and health has the potential to transform the way policy-makers and service-providers perceive population ageing –
and plan to make the most of it.

Dr Margaret Chan
Director-General
World Health Organization
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Chapter 1
Adding health to years

Yolande, 56, Haiti
Yolande is the sole provider for her children, two
grandchildren and a little boy who she took in
because he needed care. Yolande lost her home in
the 2011 earthquake in Port-au-Prince and lives in
temporary housing on the same site. She sells sweets
and other produce from a street stall she established
using a low interest loan.
“One of my dreams for the children would be that I
could afford to send them to school.”
© Frederic Dupoux / HelpAge International 2011
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Adding health to years
Introduction
Today, for the first time in history most people can expect to live into their 60s
and beyond (1). In low- and middle-income countries, this is largely the result
of large reductions in mortality at younger ages, particularly during childhood
and childbirth, and from infectious diseases (2). In high-income countries,
continuing increases in life expectancy are now mainly due to declining mortality among those who are older (3).
These changes are dramatic. A child born in Brazil or Myanmar in 2015 can
expect to live 20 years longer than one born in those countries just 50 years ago.
When combined with the marked falls in fertility occurring in almost every
country, these trends are having equally significant impacts on the structure of
populations. In the Islamic Republic of Iran in 2015, around 10% of the population is older than 60 years. In just 35 years’ time, this will have increased to
around 33% of the population.
These extra years of life and demographic shifts have profound implications for each of us, as well as for the societies we live in. They offer unprecedented opportunities, and are likely to have a fundamental impact on the way
we live our lives, the things we aspire to and the ways we relate to each other
(4). And, unlike most of the changes that societies will experience during the
next 50 years, these underlying trends are largely predictable. We know that
the demographic transition to older populations will occur, and we can plan to
make the most of it.
Older people contribute to society in many ways – whether it be within
their family, to their local community or to society more broadly. However, the
extent of these human and social resources, and the opportunities available to
each of us as we age, will be heavily dependent on one key characteristic: our
health. If people are experiencing these extra years in good health, their ability
to do the things they value will have few limits. If these added years are dominated by declines in physical and mental capacities, the implications for older
people and for society may be much more negative.
Although it is often assumed that increasing longevity is being accompanied by an extended period of good health, the evidence that older people today
are experiencing better health than their parents is less encouraging (Chapter 3).
3
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Some longitudinal research has suggested that
the prevalence of severe disability may have
declined in wealthy countries, but this trend
does not appear to extend to less severe disability, and may even have stalled (5–9). The picture
from low- and middle-income countries is even
less clear (10).
But poor health does not have to be the dominant and limiting feature of older populations.
Most of the health problems of older age are the
result of chronic diseases. Many of these can
be prevented or delayed by engaging in healthy
behaviours. Indeed, even in very advanced
years, physical activity and good nutrition can
have powerful benefits for health and wellbeing. Other health problems can be effectively
managed, particularly if they are detected early
enough. Even for people experiencing declines
in capacity, supportive environments can ensure
that they can still get where they need to go
and do what they need to do. Long-term care
and support can ensure that they live dignified lives with opportunities for continued personal growth. Yet unhealthy behaviours remain
prevalent among older people, health systems
are poorly aligned with the needs of the older
populations they now serve, in many parts of the
world it is unsafe and impractical for an older
person to leave their home, caregivers are often
untrained, and at least 1 in 10 older people is a
victim of some form of elder abuse (Chapter 3).
The ageing of populations thus demands a
comprehensive public-health response. However, debate about just what this might comprise
has been limited (11). In many areas the evidence
for what works is thin (12).

The context for action
The international legal and
policy frameworks
Two international policy instruments have
guided action on ageing since 2002: the Politi4

cal declaration and Madrid international plan
of action on ageing (13) and the World Health
Organization’s Active ageing: a policy framework (14) (Box 1.1). These documents sit within
the context of an international legal framework
afforded by human rights law. They celebrate
rising life expectancy and the potential of older
populations to act as powerful resources for
future development (Box 1.1). They highlight the
skills, experience and wisdom of older people,
and the contributions they make. They map a
broad range of areas where policies can enable
these contributions and ensure security in older
age. Each document identifies the importance of
health in older age, both in its own right and for
the instrumental benefits of enabling the participation of older people (and the benefits that this,
in turn, may have on health) (14). However, little
detail is given on the systemic changes necessary
to achieve these goals.
Yet a recent review of the progress made
globally since 2002, covering more than 130
countries, noted that “there is low priority
within health policy to the challenge of the
demographic transition”; “there are low levels of
training in geriatrics and gerontology within the
health professions, despite increasing numbers
of older persons”; and “care and support for caregivers… is not a priority focus of government
action on ageing” (17).
This lack of progress, occurring despite
clear opportunities for action, is doubly important because population ageing is inextricably
linked with many other global public-health
agendas, particularly in relation to universal
health coverage, noncommunicable diseases
and disability, as well as the post-2015 development agenda and specifically the Sustainable
Development Goals (18). Without considering the health and well-being of older adults,
many of these agendas do not make sense or
will simply be unachievable.

Chapter 1

Adding health to years

Box 1.1. International legal and policy frameworks on ageing
International human rights law
Human rights are the universal freedoms and entitlements of individuals and groups that are protected by law.
These include civil and political rights, such as the right to life, as well as social, economic and cultural rights, which
include rights to health, social security and housing. All rights are interrelated, interdependent and inalienable.
Human rights cannot be taken away due to a person’s age or health status. Article 1 of the International Covenant on
Economic, Social and Cultural Rights proscribes discrimination based on an individual’s status, and this proscription
encompasses age (15). By definition, human rights apply to all people, including older people, even when there is
no specific reference in the text to older age groups or ageing.
During the past two decades, major strides have been made in efforts to advance human rights, including those of
older people. Several international human rights treaties and instruments refer to ageing or older persons, enshrining the freedom from discrimination of older women, older migrants and older people with disabilities; discussing
health, social security and an adequate standard of living; and upholding the right to be free from exploitation,
violence and abuse.
The Madrid international plan of action on ageing
In 2002, the United Nations General Assembly endorsed the Political declaration and Madrid international plan of
action on ageing (13). Three priorities for action were identified in their recommendations: “older persons and development; advancing health and well-being into old age; and ensuring that older people benefit from enabling and
supportive environments”.
Several key issues were flagged in the plan. These remain relevant in 2015 and are emphasized in this report. They
include: promoting health and well-being throughout life; ensuring universal and equal access to health-care services; providing appropriate services for older persons with HIV or AIDS; training care providers and health professionals; meeting the mental health needs of older persons; providing appropriate services for older persons with
disability (addressed in the health priority); providing care and support for caregivers; and preventing neglect and
abuse of, and violence against, older people (addressed in the environments priority). The plan also emphasizes
the importance of ageing in place.
Active ageing
The idea of active ageing emerged as an attempt to bring together strongly compartmentalized policy domains in a
coherent way (16). In 2002, the World Health Organization (WHO) released Active ageing: a policy framework (14). This
framework defined active ageing as “the process of optimizing opportunities for health, participation and security
to enhance quality of life as people age”. It emphasizes the need for action across multiple sectors and has the goal
of ensuring that “older persons remain a resource to their families, communities and economies”.
The WHO policy framework identifies six key determinants of active ageing: economic, behavioural, personal, social,
health and social services, and the physical environment. It recommends four components necessary for a healthpolicy response:

■■ prevent and reduce the burden of excess disabilities, chronic disease and premature mortality;
■■ reduce risk factors associated with major diseases and increase factors that protect health throughout the life
course;

■■ develop a continuum of affordable, accessible, high-quality and age-friendly health and social services that
address the needs and rights of people as they age;

■■ provide training and education to caregivers.
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Current public-health response –
more of the same will not be enough
Achieving the goals outlined in the Political declaration and Madrid international
plan of action on ageing and Active ageing: a
policy framework is not simply a case of doing
more of what is already being done or doing
it better. Systemic change is needed. In highincome countries, health systems are often
better designed to cure acute conditions than
to manage and minimize the consequences of
the chronic states prevalent in older age (19–
21). Moreover, these systems are often developed in professional silos and so address each
of these issues separately. This can lead to polypharmacy, unnecessary interventions and care
that is less than adequate (22, 23).
For example, in 2015 it was estimated that
in one of France’s biggest hospitals, 20% of all
patients older than 70 were significantly less able
to perform the basic tasks necessary for daily
living at the time of discharge than they were
when they entered the hospital. Yet the presenting condition accounted for this fall in ability
in less than half of these cases. In the others,
the decline in functional ability related to limitations in the care that patients had received.
In 80%, the problem was preventable, usually
through the use of easy and affordable alternative care models, such as encouraging mobilization or by better managing incontinence (24).
Nor are health services in high-income
countries adequately integrated with long-term
care systems. This can lead to costly acute services being used to meet chronic care needs and
a failure to fully foster the functioning of older
people receiving long-term care (23, 25).
In lower-income countries or in resourcepoor settings around the world, access to health
services is often limited. Health workers may have
little training in how to deal with issues common
in older age, such as dementia or frailty, and opportunities for the early diagnosis and management
of conditions, such as high blood pressure (a key
6

risk factor for the biggest killers of older people –
heart disease and stroke), may be missed.
This can be seen in findings from the WHO
Study on global AGEing and adult health (SAGE),
which draws on nationally representative samples of older people from China, Ghana, India,
Mexico, the Russian Federation and South Africa
(26). Across the countries included in SAGE,
effective health coverage has been estimated to
range from 21% of patients in Mexico to 48% in
South Africa. This indicates that vast numbers
of older adults either forgo or underuse health
services, or end up impoverished due to the need
to pay for health services which may, or may not,
be able to provide the care they need (27). Thus,
while around 53% of older adults included in
SAGE have been found to have high blood pressure, only 4–14% of them were receiving effective
treatment (28). Spending on catastrophic health
care is also very high, ranging from about 8% of
income to 46%, even among older people with
insurance (27).
These gaps in health care in low- and middle-income countries result in high rates of
older people who have limitations in functioning (Chapter 3). Because these settings often have
limited or non-existent infrastructure for longterm care, this responsibility is passed on to
families who generally lack the training or support to provide the care needed. This may require
another family member, usually a woman, to
forgo work.
A comprehensive, global public-health
response to population ageing will therefore need
to transform systems that are fundamentally misaligned with the populations they increasingly
serve. Achieving such alignment will require a
clear understanding of health in older age and a
focused conceptualization of what can be done
to improve it. This will need to be framed in a
way that speaks to all sectors because the health
of older people is influenced not only by the systems providing health and long-term care but
also by the environments they live in and have
lived in throughout their lives.
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The challenges for
policy development
Four key challenges will need to be overcome if a
comprehensive public-health response to population ageing is to be successful.

Diversity in older age
One major challenge arises from the sheer diversity of health and functional states experienced
by older people. These reflect subtle physiological changes that occur over time but are only
loosely associated with chronological age.
For example, Fig. 1.1 illustrates trajectories of physical capacity across the life course
using data from the large Australian Longitudinal Study on Women’s Health (32). The range of
physical functioning (denoted by the dark lines
at the top and bottom of Fig. 1.1) is far greater
in older age than in younger ages. This diversity
is a hallmark of older age. It means that some

Fig. 1.1.

Physical capacity across the life
course stratified by ability to
manage on current income
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As a step towards meeting this aspiration,
this report seeks to bring together what is currently known about ageing and health, and to
outline a public-health framework for action relevant to countries at all levels of development.
Thus, the report can be considered to be giving
substance to the health priorities identified more
than 10 years ago by the Political declaration and
Madrid international plan of action on ageing
and Active ageing: a policy framework. However,
given the significance of this task, the lack of
action to date and the need to stimulate a global
public-health response, we suggest a twin-track
approach to policy that emphasizes the need for
both healthy and active ageing. This emphasis
is consistent with recent initiatives undertaken
within the European Union (29). Because the
determinants of health in older age are being
established even before we are born, this report
applies a life-course approach (30, 31), but the
focus of the report is on the second half of life.
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Dobson; unpublished analysis from the Australian Longitudinal Study on Women’s Health.

80-year-olds will have levels of both physical
and mental capacities similar to that of many
20-year-olds. Public-health policy must be
framed to maximize the number of people who
experience these positive trajectories of ageing.
And it must serve to break down the many barriers that limit their ongoing social participation
and contributions. But Fig. 1.1 also highlights
the fact that many other people will experience
significant declines in capacity at much younger
ages. Some 60- or 70-year-olds will require help
from others to undertake basic activities. A
comprehensive public-health response to population ageing must address their needs too.
7
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These diverse needs of older people are best
viewed as a continuum of functioning. Yet policy
responses often appear disjointed, focusing on
one end of the continuum or the other. This
reflects a broader public discourse that is often
polarized between two very different perspectives on ageing.
On the one hand, deficit conceptualizations cast old age as a period of vulnerability
and disengagement (33). From this perspective,
decline and increasing irrelevance appear inevitable, and decision-makers focus on the “care of
the elderly” and fret over what is portrayed as
dependence and increasing demands for health
care, pensions and social services.
On the other hand are models that emphasize the importance of social engagement in older
age, the contribution that older people can make
to all levels of society and the potential to make
this the norm rather than an exception (16, 33–37).
From this viewpoint, 70 becomes the new 60 and
decision-makers look to overcome outdated stereotypes and foster active or successful ageing to
create a society where the contribution of older
people generally outweighs social investments (38).
The debate over these models can become quite
heated. For example, while the more optimistic perspective can be seen as an “attempt to set something
positive against the negative societal stereotypes of
ageing”, it has also been criticized as a “new orthodoxy” with fundamental flaws that are likely to have
negative consequences for more vulnerable members of older populations (39). Others have suggested that these approaches may have helped shift
public and political perceptions of older people from
a homogenous “group of ‘deserving poor’ unable to
work” to an even “more negative image of ‘greedy
geezers’ who are unwilling to work” (40).
In 1961, Robert J. Havighurst, one of the
fathers of modern gerontology, suggested that
each position in this polarized debate was “an
affirmation of certain values” (35). To some
extent, this remains true today. Furthermore, the
great diversity in the experience of older age suggests that there is some truth in each perspective.
8

Although many people continue to experience
personal growth in older age, some disengage.
Some experience good health, but others experience a significant loss of capacity and require substantial care. Policies cannot just focus on one end
of this spectrum.
Therefore, one of the goals of this report is
to build a public-health framework for action on
ageing that is relevant to all older people.

The impact of inequity
The diversity seen in older age is not random.
Although some diversity reflects genetic inheritance (41) or choices made by individuals
during their lives, much is driven by influences
that are often beyond an individual’s control
or outside the options available to them. These
arise from the physical and social environments that people inhabit that can affect health
directly, or through barriers or incentives that
affect opportunities, decisions and behaviour
(Chapter 6).
Moreover, the relationship we have with our
environments varies according to many personal
characteristics including the family we were born
into, our sex and our ethnicity. The impact of these
environments is often fundamentally skewed by
these characteristics, leading to inequalities in
health, and where unfair and avoidable, to health
inequities (42). Indeed, a significant proportion of
the vast diversity of capacity and circumstances
that we see in older age is likely to be underpinned
by the cumulative impact of these health inequities
across the life course. This is sometimes referred
to as cumulative advantage/disadvantage (43).
Thus, in Fig. 1.2, the lines between the
darker boundaries of physical functioning show
the cohort divided into quintiles of income adequacy. Those with the lowest income adequacy at
baseline have a lower peak of physical functioning, and this disparity tends to persist across the
whole life course. As most people would agree
that differences in physical functioning should
not be correlated with income, this report would
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consider that such differences and their persistence are inequitable.
These influences are important for policymakers for two reasons. First, they need to be
aware that the people with the greatest health
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need at any time may also be those with the fewest
resources to address it. Second, public-health
policies need to be crafted in ways that overcome,
rather than reinforce, these inequities (Box 1.2).
These themes cut across much of this report.

Box 1.2. Inequities in health and pensions
A review of health inequalities since 2010 in the United Kingdom found that while, on average, people could expect
to live to age 77, 15 of these years would be spent with some form of disability. Moreover, both life expectancy and
disability-free life expectancy varied depending on where someone lived. On average, people living in wealthier
neighbourhoods in England die approximately 6 years later than those living in poorer neighbourhoods. The difference in disability-free life expectancy was even greater: 13 years. So people living in poorer areas not only die
sooner, but they also spend more of their shorter lives with limitations of capacity (44). And poorer areas often lack
the infrastructure and resources that might enable someone with restricted capacity to do what they need to do.

Fig. 1.2. Life expectancy and disability-free life expectancy at birth, by neighbourhood
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Kingdom, which is 68 years. More than three quarters of people had experienced some form of disability by age
68, most of whom lived in poorer neighbourhoods. Moreover, the length of time someone with a disability might
expect to live beyond 68 (and thus benefit from a pension) is likely to be significantly less than for someone in good
health. Thus, policies that limit the availability of resources strictly on the basis of chronological age can reinforce
and extend inequity because they can deny resources to those who need them most and, at the same time, provide
them for longer to those who need them less.
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Outdated stereotypes,
new expectations
Some of the most important barriers to developing good public-health policy on ageing are
pervasive misconceptions, attitudes and assumptions about older people (45, 46). Although there
is substantial evidence that older people contribute to society in many ways, they are instead
often stereotyped as frail, out of touch, burdensome or dependent (47). These ageist attitudes
(Box 1.3) limit the way problems are conceptualized, the questions that are asked, and the capacity to seize innovative opportunities (46). As a
starting point for policy-making, they often lead
to great emphasis on cost containment.
These outdated stereotypes extend to the
way we often frame the life course, assuming it is
inevitably categorized into fixed stages. In highincome settings, these are typically early childhood, studenthood, a defined period of working
age, and then retirement. Yet these are social
constructs that have little physiological basis.
The notion of retirement is relatively new, and for
many people in low- and middle-income countries it remains abstract. The idea that learning
is something that should occur only during the
early stages of life reflects outdated employment
patterns in which a person trained for a role and,
with luck, worked at it for life, sometimes with a
single employer (52).
One consequence of this rigid framing of
the life course is that the extra years that accrue
from longevity are often considered as simply
extending the period of retirement. However,
if these extra years can be experienced in good
health, then this approach to how they might be
used is very limiting. For example, the anticipation of living longer might allow people to raise
children and then start a career at age 40 or even
60, to change career paths at any stage in life, or
perhaps to choose to retire for a while at 35 and
then re-enter the workforce. Retirement itself
may evolve into choices that are less stark.
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Thus, if policies permit, the combination of
greater longevity and good health can allow endless variations on the traditional categories of
the life course. Such shifts may benefit not only
the individual but also society more broadly, by
offering expanded opportunities for older people
to contribute through participation in the workforce and other social activities.
Research suggests that at least in some highincome countries, older people are looking for
innovative alternatives to the traditional life frame
(53). Surveys in the United States, for example,
have found that the majority of people approaching traditional retirement age do not actually want
to retire (53). For some, this may reflect the impact
of poverty and a need to continue to work, but for
most it appears that there is a broader interest in
remaining active participants in society. However,
what respondents reported they were looking for
was not more of the same. What they wanted was
flexibility and the opportunity to shift careers,
work part-time or start a business. Indeed, there
is some evidence that older people are acting on
these ambitions and are good at these transitions.
In the United States, 23% of new entrepreneurs
during 2011–2012 were aged 55–64 (54), and twice
as many successful entrepreneurs were older than
50 years of age than were under 25 (55).
In low- and middle-income countries, the
life course may be less clearly demarcated. This is
true particularly for the poor, who may have had
limited educational opportunities in their youth
and who are likely to have to work to support
themselves into advanced old age unless they
have family who can help them (56).
Yet it would be wrong to stereotype the situation in low- and middle-income countries. For
example, socioeconomic development is allowing many to introduce tax-funded minimum
pensions. This is vital for the financial security of
older populations (57), and particularly important for people who have worked in the informal workforce (for example, women who have
played a caregiving role throughout their life or

Chapter 1

Adding health to years

Box 1.3. Ageism
Ageism is the stereotyping of and discrimination against individuals or groups based on their age. Ageism can take
many forms, including prejudicial attitudes, discriminatory practices, or institutional policies and practices that
perpetuate stereotypical beliefs (46).
Negative ageist attitudes are widely held across societies and not confined to one social or ethnic group. Research
suggests that ageism may now be even more pervasive than sexism and racism (48, 49). This has serious consequences both for older people and society at large. It can be a major barrier to developing good policies because
it steers policy options in limited directions. It may also seriously impact the quality of health and social care that
older people receive.
These negative stereotypes are so pervasive that even those who outwardly express the best of intentions may have
difficulty avoiding engaging in negative actions and expressions. Furthermore, negative ageist attitudes are often
seen as humorous and based in some degree of fact; thus, the humour is often mistakenly assumed to counteract any
negative effects on the older person. Yet ageism has been shown to cause lowered levels of self-efficacy, decreased
productivity, and cardiovascular stress (50). And these stereotypes can become a self-fulfilling prophecy, reinforcing
the inaction and deficits that result from their internalization. These negative attitudes are also widely present even
within the health and social-care settings where older adults are at their most vulnerable.
Some of this prejudice arises from observable biological declines. This so-called objective starting point for the
stereotype of older age may be distorted by awareness of disorders such as dementia, which may be mistakenly
thought to reflect normal ageing. Furthermore, because ageism is assumed to be based on these presumed physiological and psychological facts, little or no account is taken of the less obvious adaptations made by older people
to minimize the effects of age-related loss, nor the positive aspects of ageing, the personal growth that can occur
during this period of life and the contributions made by older people.
This socially ingrained ageism can become self-fulfilling by promoting in older people stereotypes of social isolation, physical and cognitive decline, lack of physical activity and economic burden (51).

agricultural workers) and who have not had the
opportunity to accrue benefits such as pensions
or health insurance.
However, some of the life-course attitudes
and limitations in high-income countries are
also apparent in low- and middle-income countries. For example, privileged subsections of
the population, such as public sector workers,
may have access to generous pensions that are
similar to, and sometimes even more restrictive
than, those seen in high-income countries (58).
Attaining these benefits may become an aspiration for other sections of the community, and
the assumptions within these goals can influence
broader policy development.
Developing policies that can ensure the
financial security essential for well-being in
older age while providing the flexibility for
innovative approaches to the life course and,

at the same time, being financially sustainable
and fair will be major challenges for all governments in the 21st century. Resolving how these
might be achieved is beyond the scope of this
report. Yet ensuring the health of older populations, and that this benefit is equitably spread,
is a prerequisite for effective policy-making in
this area.
To achieve these goals, public-health policy will
need to take account of the significant rethinking
that is underway about what older age is and what
it could be. However, although policy responses
cannot be based on outdated stereotypes, predicting how attitudes and behaviours will change in
the future is perilous. Rather than steering older
people towards predetermined social purposes,
public-health policy would be better aimed at
empowering older people to achieve things previous generations could never imagine.
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The world is changing too
Not only can an older person today expect to
live much longer than previously, but the world
around them has changed (59). For example, the
past 50 years have seen a massive demographic
shift from rural to urban living. Now, for the first
time, the majority of the world’s population lives
in cities (60). The world has also become much
wealthier through almost global socioeconomic
development, although in many places this has
been associated with increasing disparity, much
of which is avoidable. Advances in transportation and communications have seen rapid globalization of economic and cultural activities,
with increased migration, the deregulation of
labour markets and the shifting of jobs from
those traditionally filled by many now-ageing
people to new sectors of the economy (61, 62).
For some older people, particularly those
with desirable knowledge, skills and financial
flexibility, these changes create new opportunities. For others, they can remove social safety nets
that might otherwise have been available. For
example, while globalization and global connectivity may make it easier for younger generations
to migrate to areas of growth, this may result in
older family members being left in poor rural
areas without the traditional family structures
they could have otherwise turned to for support.
Other changes are happening within families
too. Some of these reflect local cultural norms,
responses to external events or factors specific to
the family (63). In Zambia, for example, due to
internal migration and the impact of AIDS, 30%
of older women are at the head of skipped-generation households in which they have responsibility
for at least one grandchild without the presence
of middle-generation family members (64).
But broader trends are also underway. As
life expectancy increases, so do the odds of different generations within a family being alive at
the same time. However, although the number
of surviving generations in a family may have
increased, today these generations are more
12

likely than in the past to live separately. Indeed,
in many countries the proportion of older people
living alone is rising dramatically. For example,
in some European countries, more than 40% of
women aged 65 and older now live alone (65).
In societies with strong traditions of older
parents living with children, such as in Japan,
traditional, multigenerational living arrangements are also becoming less common (66).
Even in India, a country where strong family ties
have often been assumed to continue, only 20%
of households include people living in joint or
extended families (67).
Falling family size may be associated with
less opportunity to enjoy reciprocal care arrangements or to share the goods that may typically be
available in a larger household, and this may also
increase the risk of poverty (68). Older people
living alone may be at increased risk of isolation
and suicide (69). However, as is explored in later
chapters of this report, many older people still
prefer to live in their own home and community
for as long as possible (70).
These changes in family structure are reinforced by two other significant trends. Dramatic falls in fertility in many parts of the
world mean that the relative number of younger
people in a family is much lower than it used to
be (Fig. 3.8). At the same time, there have been
major changes in gender norms and opportunities for women. In the past, one key role for
women was often that of caregiver, both for
children and for older relatives. This restricted
women’s participation in the paid workforce,
which had many negative consequences for
them in later life, including a greater risk of
poverty, less access to quality health and socialcare services, a higher risk of abuse, poor health
and reduced access to pensions. Today, women
are increasingly filling other roles, which
provides them with greater security in older
age. But these shifts also limit the capacity of
women and families to provide care for older
people who need it. Former models of family
care are unlikely to be sustainable.
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Other social changes will further influence what it means to be old in the 21st century. For example, in many parts of the world,
the traditional position of being respected as an
older person within a family or society may be
weakening or at least transforming (Box 1.4).
However, new assistive devices and supportive environments may improve the ability of
older people to do the things that are important
to them despite significant limitations in their
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capacity; for example, the Internet can provide
video access to distant family and online learning opportunities, and workforce shortages, government encouragement and changing attitudes
mean that employment opportunities in some
areas are increasing.
It is within this dynamic world that more
and more people are living into older age.

Box 1.4. Social change, filial piety and ageing in the Asia-Pacific region
The Asia-Pacific area is leading in many global demographic trends. Many countries have undergone enormous economic and industrial development and urbanization. At the same time, the region has experienced, and will continue
to experience, huge changes in family size and composition. This has been accompanied by shifts in intergenerational
relations in almost all countries, but particularly in China, Japan, the Republic of Korea, Singapore and Thailand (71).
Across the region, many feel that traditional attributes, such as filial piety, have been weakened or are changing.
Filial piety (孝, xiào) involves a complex set of reciprocal emotional and practical relations and duties between a
parent and a child. Respect, obedience, loyalty and practical support are important components and may extend
beyond immediate generations to encompass reverence for ancestors (for example, through ancestor worship and
grave cleaning) (71, 72).
Tensions are rising in many countries as younger generations feel either less reason to, or have a reduced ability to,
fulfil filial duties. The rise of smaller families and the increase in migration for work often mean that fewer children
are at home to share physical, emotional and financial responsibilities for ageing parents and grandparents. This has
the potential to lead to social exclusion, isolation, poverty and even abuse of older people, as well as to an increasing mismatch in intergenerational expectations (72).
In response, some countries have introduced or expanded legislation to force children to support, visit or care for
elderly parents, although this raises challenges of fairness and enforceability. For example, certain groups – such as
older people with no children, those whose children have emigrated and lost contact, or in families with divorces
and remarriages – effectively have no filial supporters and risk being neglected (72).
Yet filial norms appear to remain strong, although practical expressions of filial piety are becoming much more varied
than the provision of direct personal care. Older people, children and, in many places, the state are increasingly
accepting this reality. These shifts can be seen in direct contact being substituted by telephone calls and messaging.
For many, sending financial remittances and paying for care, the cost of which is sometimes shared among children
with different resources, have become major modern expressions of filial duty.
Furthermore, trends seen elsewhere are increasing, including the reliance on institutional care for older people, and
the delegation of personal, social and health care to public and private sources. In China, for example, some parents
feel it is a mark of success if their children can pay for an expensive care home or a live-in domestic care worker (73, 74).
Debates will be needed about future reliance on families, the state or private sectors in caring for older persons. In
many places, family care has been assumed to be the norm, but many societies now recognize that an overreliance
on family care may be detrimental to older people’s well-being, as well as placing a particular burden on women
as traditional caregivers. Moreover, many older people will want to work or take care of themselves, or both. Some
older people undoubtedly feel they may be a burden to their children and thus choose to live apart from them. A
better understanding of the impact of these shifts and the social isolation that may accompany them will be crucial
for policy development.
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Why act on ageing and health?
The rights of older people
There are many justifications for devoting public
resources to improving the health of older populations (4). The first is the human right that older
people have to the highest attainable standard
of health (75). This right is enshrined in international law. Yet people often experience stigma
and discrimination, and violations of their rights
at individual, community and institutional levels
simply as a result of their age. A rights-based
approach to healthy ageing can help address
the legal, social and structural barriers to good
health for older people, and clarify the legal obligations of state and non-state actors to respect,
protect and fulfil these rights (76, 77).
A human rights-based approach to health
states that the right to health “embraces a wide
range of socioeconomic factors that promote
conditions in which people can lead a healthy
life, and extends to the underlying determinants
of health, such as food and nutrition, housing,
access to safe and potable water and adequate
sanitation, safe and healthy working conditions,
and a healthy environment” (78). A wide range of
laws, policies and actions is therefore required to
help create the appropriate conditions to ensure
that older people can enjoy the highest attainable standard of health. Indeed, under the right
to health, states are obligated to deliver, without discrimination of any kind, health facilities,
goods and services that are available, accessible, acceptable and of good quality. State parties
must move forward in line with the principle of
progressive realization, which requires that they
take steps to the maximum of their available
resources to move towards the full realization
of the right to health and other related human
rights of older people.
Availability refers to having a sufficient
quantity of effective public-health and healthcare facilities, goods and services, as well as pro-
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grammes. In the context of ageing, availability
implies considering the extent to which health
facilities, goods and services meet the specific
health needs of older people. This report will
make clear that these services are quite different
from the services often offered by health systems.
The accessibility of health facilities, goods
and services has four subdimensions: nondiscrimination, physical accessibility, economic
accessibility (or affordability), and the accessibility of information. All are particularly relevant
to older people who may face aged-based rationing of services, physical limitations that make
access particularly difficult, financial insecurity
as a result of their age, and information barriers
ranging from literacy to the ability to use webbased material, a form with which they may not
be familiar or have access to.
Older people’s right to health also upholds
the element of the acceptability of health facilities,
goods and services, in keeping with the standards
of medical ethics and the use of gender-responsive
and culturally appropriate approaches. For example, assessing acceptability includes considering
whether services are age-friendly or responsive
to older people’s needs and taking into account
the diversity of older people, who are not a homogeneous group but face varying health risks and
circumstances. In some low-income countries,
services may be available but require queuing for
many hours, which may be difficult for some older
people due to physical limitations or the need to
frequently use the toilet. Some countries have
taken steps to address these needs by setting aside
certain times to see only older people, providing
chairs to sit on and ensuring that older people can
use the toilet without losing their place in a queue.
The fourth element of the right to health
underlines the importance of good-quality
facilities, goods and services. When services are
restructured to better meet older people’s needs,
systems must ensure these improvements continue to be delivered. Furthermore, a human
rights focus demands that states monitor access
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to services for older people against these criteria, underscoring again the importance of robust
and routine evidence.
More broadly, the right to non-discrimination encompasses the right not to be discriminated against on the basis of age. Not only does
this mean that older people have the same rights
as everyone else but also that states have an obligation to make particular efforts to reach any
groups of older people who are disadvantaged or
vulnerable, and to target resources towards these
groups in an effort to promote equality.
Central to a human rights-based approach
is the idea that older people participate actively
and make informed decisions about their health
and well-being; this is also a core element of the
person-centred public-health approach. Policies and programmes should empower older
people to contribute to, and remain active members of, their communities for as long as possible, according to their capacity (79). However,
ensuring meaningful participation and continuing community leadership require adequate
financial and technical support. Ensuring that
attention is paid to human rights also adds
value to efforts to improve ageing and health by
recognizing the importance of accountability.
Accountability empowers individuals to claim
their rights. Accountability for health can be
enhanced through the use of multiple mechanisms, including human rights mechanisms at
the international, regional and national levels,
as well as by developing national committees
on ageing, or other monitoring, complaint and
redress processes. These may help to unearth
hidden issues, such as violence against older
people. For example, the Asia Pacific Forum of
National Human Rights Institutions has helped
call attention to the vulnerability of older people
in institutional care to discrimination and abuse,
emphasizing its “systemic rather than individual nature”, which requires action across sectors
and domains, including by advocates for human
rights, public health and older people (80).
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Ageing, health and development
The second key justification for taking action on
ageing and health is to foster sustainable development (81). Today most people will live into
older age, and an increasingly significant proportion of the population will be older people. If
we are to build societies that are cohesive, peaceful, equitable and secure, development will need
to take account of this demographic transition
and actions will need to both harness the contributions that older people make to development
and ensure that they are not left behind (13).
Older people contribute to development in
numerous ways, for example through food production or the raising of future generations (82).
Including them in development processes not
only helps build a more equitable society but
is likely to reinforce development by supporting these contributions. Excluding older people
from these processes, not only undermines their
well-being and contributions but can heavily
impact on the well-being and productivity of
other generations. For example, a lack of accessible or affordable health care may mean that
an older person’s high blood pressure is left
untreated and this may result in a stroke. Not
only could this endanger their future contribution to family security, but it may require other
family members (usually women and girls) to
provide supportive care and then themselves be
unable to pursue work or schooling. Neglecting
the needs of older people has ramifications for
development that extend far beyond individuals.
Because older people are often stereotyped
as part of the past, they can be overlooked in the
surge towards the future. Sustainable development requires that we address the unacceptable
number of older people who live in poverty, lack
adequate income security, experience threats to
personal safety (through elder abuse or unmet
needs in disasters, for example) and have limited access to health care and social care (81).
Ensuring “development for all” will require that
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the root causes of inequity are tackled and all
generations gain equal access to health care and
social care, lifelong learning and opportunities
to contribute. Specific consideration will need to
be given to the needs of older people to ensure
that environments are accessible, including
homes, public spaces and buildings, workplaces
and transportation.
Closely evaluating the impact of policies on
older adults in different age, sex, socioeconomic,
geographical and ethnic groups can help identify
which policies might enhance equity and which
might make older people worse off. For example,
several higher-income countries have considered
increasing the out-of-pocket payments made for
health-care services as a way to reduce spending
on health and decrease the overutilization of services. However, an investigation in Germany of
older adults’ out-of-pocket expenses on health
care found that this placed a significantly lower
financial burden on the wealthiest quintile of the
population compared with the poorest one (83).
Whether the objectives of development policies
aim to contain costs or expand coverage, such
information is crucial when thinking through
options to enhance equity within and across age
groups. Involving older people in making decisions
about issues that concern them and their families
can ensure that responses are more relevant.

The economic imperative
A third reason for taking action is the economic
imperative to adapt to shifts in the age structure
in ways that minimize the expenditures associated with population ageing while maximizing
the many contributions that older people make.
These contributions may be made by direct participation in the formal or informal workforce,
through taxes and consumption, through transfers of cash and property to younger generations
and through a myriad of less tangible benefits
that accrue to their families and communities.
However, economic analyses of the implications of population ageing are evolving, and
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the models that are often used today may lead to
inappropriate responses. For example, one commonly used economic indicator is what is known
as the old-age dependency ratio, which has been
defined as the ratio of older dependents (people
aged 65 or older) to the working-age population
(those aged 15–64) (84). As a starting point for
policy development, this leads to a focus on the
costs that may arise from supporting what are
presumed to be dependent populations.
Moreover, there are many flaws in this measure, particularly in the assumption that chronological age is a valid marker of behaviour. One
of the hallmarks of older age is diversity, and
chronological age is only loosely associated with
levels of functioning. Yet the dependency ratio
assumes that everyone between the ages of 15
and 65 works (although in 2009, more than one
third of what was considered to be the workingage population in the European Union was not
actually working), and everyone older than 64 is
considered to be dependent (when many people
over the age of 64 are active participants in the
formal workforce) (85). It also ignores the influence that policies and other external factors may
have on the proportion of older people participating in the formal workforce.
Furthermore, this widespread use of the
word dependency is based on ageist assumptions. Many older people may no longer be in
the workforce but may be independently financially secure through the assets they have accumulated during their lives or contributions made
to their pension funds. Detailed analyses within
families show that, contrary to the expectation
of dependency, in many countries cash flows run
from older family members to younger members
until people are well into their eighties (86). Furthermore, older people make strong economic
contributions to society through consumption.
In the United States, those who are older than
55 will control 70% of all disposable income by
2017 (87). In France, those older than 55 will be
responsible for two thirds of all increased consumption between 2015 and 2030 (88).

Chapter 1

Research from 2010 in the United Kingdom highlights how different the economic picture concerning older populations might appear
if these diverse contributions were taken into
account. This suggests that public expenditure on
older people (through the provision of pensions,
other welfare and health care) totalled £136 billion. However, in return, older people made contributions through taxation totalling £45 billion
and other direct financial contributions worth
£10 billion. They also added a further £76 billion
to the national economy through their spending,
and £44 billion through economically tangible
benefits such as providing social care and volunteering. Indeed, when both the costs and contributions of older people were taken into account,
older people were estimated to make a net contribution to society of nearly £40 billion, and this
was expected to grow to £77 billion by 2030 (47).
Research from lower-income countries is
more limited but highlights the contributions
that older people make in sometimes surprising
ways. For example, the average age of farmers in
Kenya is 60 years (82), making them crucial for
ensuring food security. Many other older people
in lower-income countries have significant roles
in raising the next generation.
This report, therefore, takes a different
approach to the economic implications of population ageing. Rather than portraying expenditures
on older people as a cost, these are considered as
investments that enable the well-being and various contributions of older people (Fig. 1.3). These
investments include expenditures on health systems, long-term care and on enabling environments more broadly. The return on some of these
investments is obvious (for example, better health
from appropriate investment in health systems
leads to increased participation in society). Others
may be less direct and less obvious but require
equal consideration: for example, investment in
long-term care will not only benefit older people
who have significant losses of capacity but can also
allow women to remain in the workforce instead of
at home caring for older relatives; the availability of

Fig. 1.3.
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investment in ageing populations
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Source: adapted from unpublished information from the World
Economic Forum’s Global Agenda Council on Ageing, 2013.

long-term care may also foster social cohesion by
sharing risk across the community. Fully quantifying and considering the extent of these dividends
on the investment in ageing will be crucial if decision-makers are to shape truly informed policies.
Moreover, this report considers investments
from a life-course perspective and with the
goal of ensuring a fair distribution of society’s
resources. This does not require people in each
age group to be treated exactly the same (given
their different needs), but instead that they be
treated fairly throughout their life (89).
Reframing the economic questions in this
way shifts debate from a singular focus on minimizing the costs of population ageing to an
analysis that considers the benefits that might
be missed if society fails to make the appropriate adaptations and investments. Subsequent
sections of this report will suggest how some of
these investments can be prioritized.
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Conclusion
Current public-health approaches to population
ageing have clearly been ineffective. The health
of older people is not keeping up with increasing longevity (5, 9); marked health inequities
are apparent in the health status of older people;
current health systems are poorly aligned to the
care that older populations require even in highincome countries (17–21); long-term care models
are both inadequate and unsustainable (Chapter 5); and physical and social environments present multiple barriers and disincentives to both
health and participation (Chapter 6) (90).
A new framework for global action is
required. It will need to encompass the great
diversity of older populations and address the
inequities that lie beneath it. It must drive the
development of new systems for health care and
long-term care that are more in tune with the
needs of older people, and it must ensure that
all sectors focus on common goals so that action
can be coordinated and balanced. Above all, it
will need to transcend outdated ways of think-
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ing about ageing, foster a major shift in how
we understand ageing and health, and inspire
the development of transformative approaches.
Because social change is ongoing and unpredictable, these cannot be prescriptive but, instead,
should look to strengthen the ability of older
people to thrive in the turbulent environment
they are likely to live in.
This report offers a framework for this
response. Chapter 2 explores what health might
mean to an older person and how a public-health
strategy might be framed to foster it. Chapter 3
uses this model as the basis for assessing health
trends and priorities in older age. The final chapters explore in detail actions that might be taken
in key sectors: Chapter 4 examines health systems, Chapter 5 examines long-term care systems, and Chapter 6 looks at the role of other
sectors. However, throughout this report it is
emphasized that all these aspects of an older
person’s environment need to work together
in an integrated way if healthy ageing is to be
achieved. Chapter 7, the final chapter, identifies
the key steps that need to be taken next.
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Healthy Ageing

Moon, 88, Thailand
Moon leads an active life. Joyful and energetic,
he enjoys helping his community.
“I like to stay active, and get around by riding my bicycle”,
he explains, adding, “sadness is not a good thing”.
He hopes to continue investing his energy into doing what
he can for his community.
© Robin Wyatt / HelpAge International 2013
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Healthy Ageing
What is ageing?
The changes that constitute and influence ageing are complex (1). At a biological level, ageing is associated with the gradual accumulation of a wide variety
of molecular and cellular damage (2, 3). Over time, this damage leads to a
gradual decrease in physiological reserves, an increased risk of many diseases,
and a general decline in the capacity of the individual. Ultimately, it will result
in death.
But these changes are neither linear nor consistent, and they are only loosely
associated with age in years (2). Thus, while some 70-year-olds may enjoy good
physical and mental functioning, others may be frail or require significant support to meet their basic needs. In part, this is because many of the mechanisms
of ageing are random. But it is also because these changes are strongly influenced by the environment and behaviours of the individual (Chapter 1).
Beyond these biological losses, older age frequently involves other significant changes. These include shifts in roles and social positions, and the need
to deal with the loss of close relationships. In response, older adults tend to
select fewer and more meaningful goals and activities, optimize their existing
abilities through practise and the use of new technologies, and compensate
for the losses of some abilities by finding other ways to accomplish tasks (4).
Goals, motivational priorities and preferences also appear to change (5), with
some suggesting that older age may even be the stimulus for a shift from materialistic perspectives to more transcendent ones (6, 7). Although some of these
changes may be driven by adaptations to loss, others reflect ongoing psychological development in older age that may be associated with “the development
of new roles, viewpoints and many interrelated social contexts” (4, 8). These
psychosocial changes may explain why in many settings older age can be a
period of heightened subjective well-being (9).
In developing a public-health response to ageing, it is thus important not
just to consider approaches that ameliorate the losses associated with older
age but also those that may reinforce recovery, adaptation and psychosocial
growth. These strengths may be particularly important in helping people navigate the systems and marshal the resources that will enable them to deal with
the health issues that often arise in older age (10).
25

World report on ageing and health

Ageing, health and functioning
The dynamics of health in older age are complex and are more fully described in the following chapter. How these play out is ultimately
expressed in the older person’s physical and
mental capacities and functioning.
With increasing age, numerous underlying physiological changes occur, and the risk
of chronic disease rises. By age 60, the major
burdens of disability and death arise from agerelated losses in hearing, seeing and moving,
and noncommunicable diseases, including heart
disease, stroke, chronic respiratory disorders,
cancer and dementia (Chapter 3). These are not
just problems for higher-income countries. In
fact, the burden associated with these conditions
in older people is generally far higher in low- and
middle-income countries.
Yet the presence of these health conditions
says nothing about the impact they may have on
an older person’s life (11). High blood pressure in
one older person may be easily controlled with
medication, while in another it may require multiple treatments which lead to significant sideeffects. Similarly, older people with age-related
visual impairment may retain full functioning
with the aid of glasses, but without them they
may be unable to perform simple tasks, such as
reading or preparing food.
Moreover, since ageing is also associated
with an increased risk of experiencing more than
one chronic condition at the same time (known
as multimorbidity), it is simplistic to consider
the burden from each of these conditions independently. For example, in Germany, it has been
estimated that 24% of people aged 70–85 years,
experience five or more diseases concurrently
(12) (Chapter 3). The impact of multimorbidity
on an older person’s capacity, health-care utilization and their costs of care is often significantly greater than might be expected from the
summed effects of each condition (13).
Furthermore, the multifaceted dynamics
among underlying physiological change, disease
26

and multimorbidity can result in health states in
older age that are not captured by traditional disease classifications. These states can be chronic
(for example, frailty, which may have a prevalence
of around 10% in people older than 65 years) (14)
or acute (for example, delirium, which can result
from multiple determinants as diverse as the
side-effects of medication or surgery) (15).
Nor are these complex health states static.
Older people with congestive heart failure, for
example, may follow several different typical trajectories of illness, and their needs, and those of
their caregivers, may vary predictably, according
to which path they are on (16).
In assessing the health needs of an older
person, it is therefore important to consider not
just the specific diseases they may be experiencing but how these interact and impact on trajectories of functioning. Such comprehensive
functional assessments of health in older age are
significantly better predictors of survival and
other outcomes than the presence of individual
diseases or even the extent of comorbidities (17).
Moreover, health care that considers and manages the complex needs of older age in an integrated way has been shown to be more effective
than services that simply react to specific diseases individually (18–20). Approaches based on
functioning can also be useful in framing a public-health response to population ageing.
However, functioning is determined not just
by assessing physical and mental capacities but
also by the interactions each of us has with the
environments we inhabit across our lives (21).
These environmental influences on health in
older age may take many forms, including the
broad policies that affect us, the economic situation, a community’s attitudes or norms, the
physical characteristics of the natural and built
environments, the social networks that we can
draw on, and even the assistive devices that may
be available to us. These shape both the physical
and mental capacities we have at any time (for
example, by influencing our available options
and our choice about health behaviours), and
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whether for any given level of capacity we can
do the things we want to do (for example, if we
want to go somewhere, is there transport available to get us where we need to go?) (22). An
understanding of the role of these wide-ranging
contextual factors must be central to any strategy aimed at fostering health in older age.

A framework for action
on ageing and health
As described in Chapter 1, in developing the public-health framework for action on ageing outlined in this report, WHO has looked to build on
the platform provided by the Political declaration
and Madrid international plan of action on ageing
(23), WHO’s Active ageing: a policy framework
(24), and international human rights norms and
standards. The report has also sought to draw on,
and hopes to inform, ongoing work on multiple
other frameworks in related domains, including
the International classification of functioning, disability and health (21); the United Nations Convention on the rights of persons with disabilities
(25); the Global action plan for the prevention and
control of noncommunicable diseases 2013–2020
(26); the Beijing declaration and platform for
action for advancing women’s rights (27); and the
final report of the WHO Commission on Social
Determinants of Health (28). Particular attention
has been paid to key issues that emerged in the
previous chapter. These include the need to:
■ consider the heterogeneity of experiences
in older age and be relevant to all older
people, regardless of their health status;
■ address the inequities that underlie this
diversity;
■ avoid ageist stereotypes and
preconceptions;
■ empower older people to adapt to and shape
the challenges they face and the social
change that accompanies population ageing;
■ consider the environments an older
person inhabits;

■
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consider health from the perspective of an
older person’s trajectory of functioning
rather than the disease or comorbidity they
are experiencing at a single point in time.

Furthermore, this report has attempted to
avoid the negative attitudes and norms that often
underpin conceptualizations of the issues arising
from population ageing and society’s responses
to them. Instead, it starts from an assumption
that ageing is a valuable if often challenging
process and that older people make multiple
crucial contributions to society. This report considers that it is good to get old, and that societies are better off for having these older people.
At the same time, it acknowledges that many
older people will experience significant losses,
whether in their physical or cognitive capacities, or through the loss of family, friends and
the roles they had earlier in life. Some of these
losses can be avoided, and efforts should be made
by individuals and society to prevent them. But
other losses will be inevitable. Societal responses
to ageing should not deny these challenges but
look to foster recovery and adaptation.
These are complex considerations that
cannot be addressed by a narrow conceptualization of health in older age as a state defined
by the absence of disease. Instead, this report
considers health as a fundamental and holistic
attribute that enables older people to achieve the
things that are important to them. This is consistent with work undertaken in other spheres
on capabilities (29–38). Moreover, rather than
considering health in older age in a static sense,
the report views it in terms of dynamic change,
where subtle shifts in capacity or environment
can have significant long-term consequences.
Finally, in framing a public-health response
that might strengthen an older person’s ability
to navigate and adapt to these dynamics and
the losses they are likely to experience, we have
drawn on the concept of resilience. Originally
conceptualized in gerontology as a psychological trait inherent to the individual, this has more
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recently been explored as “a dynamic process of
positive adaptation in the face of adversity” (39)
or a process enabled by both “internal traits,
such as hardiness or high self-efficacy” as well
as “external factors, such as social support, that
promote coping” (40). This ability to adapt is a
crucial resource for older people and allows differentiation between individuals who may otherwise have similar levels of other characteristics.
Further, there is mounting evidence to suggest
that resilience is not static, but varies across an
individual’s life course, making it a potential
target for public-health policy (41).

Healthy Ageing
The term healthy ageing is widely used in academic and policy circles, yet there is surprisingly
little consensus on what this might comprise or
how it might be defined or measured (42–46).
Furthermore, it is often used to identify a positive disease-free state that distinguishes between
healthy and unhealthy individuals. This is probFig. 2.1.

lematic in older age because many individuals
may have one or more health conditions that
are well controlled and have little influence on
their ability to function. Therefore, in framing
the goal for a public-health strategy on ageing,
WHO considers Healthy Ageing in a more holistic sense, one that is based on life-course and
functional perspectives.
This report defines Healthy Ageing as the
process of developing and maintaining the
functional ability that enables well-being in
older age (Fig. 2.1).
Functional ability comprises the healthrelated attributes that enable people to be and
to do what they have reason to value. It is made
up of the intrinsic capacity of the individual,
relevant environmental characteristics and the
interactions between the individual and these
characteristics.
Intrinsic capacity is the composite of all the
physical and mental capacities of an individual.
Environments comprise all the factors in
the extrinsic world that form the context of an
individual’s life. These include – from the micro-
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Underlying age-related trends
Health-related behaviours, traits and skills
Physiological changes and risk factors
Diseases and injuries
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Broader geriatric syndromes

Intrinsic capacity
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level to the macro-level – home, communities
and the broader society. Within these environments are a range of factors, including the built
environment, people and their relationships,
attitudes and values, health and social policies,
the systems that support them, and the services
that they implement (21).
Well-being is considered in the broadest
sense and includes domains such as happiness,
satisfaction and fulfilment.
The process of Healthy Ageing is outlined
in Fig. 2.1. Healthy Ageing starts at birth with
our genetic inheritance. The expression of these
genes can be influenced by experiences in the
womb, and by subsequent environmental exposures and behaviours.
But each of us is also born into a social
milieu. Personal characteristics include those
that are usually fixed, such as our sex and ethnicity, as well as those that have some mobility
or reflect social norms, such as our occupation,
educational attainment, gender or wealth. These
contribute to our social position within a particular context and time, which shapes the exposures, opportunities and barriers we face, as well
as our access to resources. These interactions can
be unfair or inequitable, as our share of opportunities and resources may not be based on need or
right, but on our social or economic position (28).
As people age, they experience a gradual
accumulation of molecular and cellular damage
that results in a general decrease in physiological
reserves. These broad physiological and homeostatic changes are largely inevitable, although
their extent will vary significantly among individuals at any particular chronological age. On
top of these underlying changes, exposures to
a range of positive and negative environmental
influences across the life course can influence
the development of other health characteristics, such as physiological risk factors (for example, high blood pressure), diseases, injuries and
broader geriatric syndromes.
The interaction among these health characteristics will ultimately determine the intrinsic
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capacity of the individual – that is, the composite of all the physical and mental capacities that
an individual can draw on.
However, whether older people can achieve
the things that they have reason to value will be
determined not just by this capacity but also by
further interactions with the environments they
inhabit at a particular point in time. For example, older people with limitations in their physical capacity may still have the mobility they need
if they use an assistive device and live close to
public transport that provides access for people
with disabilities. Another person with the same
physical limitation but who lives in less enabling
environments may find it much more difficult.
This final combination of the individual and
their environments, and the interaction between
them, is the individual’s functional ability.
At any point in time, an individual may
have reserves of functional ability that they are
not drawing on. These reserves contribute to an
older person’s resilience. Although this is not
shown in Fig. 2.1, the Healthy Ageing model conceptualizes resilience as the ability to maintain
or improve a level of functional ability in the face
of adversity (either through resistance, recovery
or adaptation). This ability comprises both components intrinsic to each individual (for example, psychological traits that help an individual
frame problems in a way that can lead to a positive outcome, or physiological reserves that allow
an older person to recover quickly after a fall)
and environmental components that can mitigate deficits (for example, strong social networks
that can be called on in times of need, or good
access to health and social care).
The beings and doings that people have
reason to value differ among individuals, and
change over the course of people’s lives (5).
Although research is limited, some of the things
that older people identify as important include
having (46–49):
■ a role or identity;
■ relationships;
■ the possibility of enjoyment;
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■
■
■

autonomy (being independent and being
able to make their own decisions);
security;
the potential for personal growth.

Several domains of functional ability
appear crucial to allowing people to achieve
these ends. These will be discussed later in
this report, particularly in Chapter 6, which
looks at the broader impact of the environments an older person inhabits. These are the
abilities to:
■ move around;
■ build and maintain relationships;
■ meet their own basic needs;
■ learn, grow and make decisions;
■ contribute.
Most of the variability we see in both life
span and intrinsic capacity in older age can be
explained by our interaction with the environments we have experienced across our lives (50,
51). These experiences can take many forms. For
example, safe and walkable environments may
encourage physical activity and have multiple
health benefits for people at almost all stages in
life. Access to preventive services may lead to the
diagnosis and management of hypertension and
the prevention of ischaemic heart disease. If older
people have a stroke, their ability to recover their
intrinsic capacity will be significantly influenced
by their access to rehabilitation.
The environment may be an even stronger
influence on functional ability because it determines whether at any given level of intrinsic
capacity we can ultimately do the things that are
important to us.
One way of assessing the interaction between
individuals and their environment is through the
notion of person–environment fit. This reflects
the dynamic and reciprocal relationship between
individuals and their environments (Chapter 6)
(52). Where the fit between people and their environments is good, they will enjoy the greatest
opportunities to build and maintain both their
30

intrinsic capacity and functional ability. The concept of person–environment fit considers:
■ individuals and their health characteristics and capacity;
■ societal needs and resources;
■ the dynamic and interactive nature of the
relationship between older people and the
environments they inhabit;
■ the changes that occur in people and
places over time.
However, an environment is not neutral in its
relationship with different individuals. Indeed,
the same environment may affect different individuals in very different ways, influenced strongly
by the range of personal characteristics that help
determine a person’s social position. These characteristics influence not only the nature of the
environments around us (for example, whether
we live in a poor or rich community) but also our
relationship with an environment (for example,
a man may feel safe in an environment where a
woman may not). The result can be a systematic
and unequal distribution of access to resources
or exposure to negative environmental characteristics, or both.
When these interactions are unfair they
result in health inequities. The cumulative
impact of these inequities across our life course
is a powerful influence on Healthy Ageing. For
example, being poor may have many impacts
across a lifetime including limiting access to
healthy food or information that is important for
making decisions about health. This may result
in an older person experiencing atherosclerosis
and diminished intrinsic capacity. Moreover, if
the individual remains poor in older age, he or
she may also only be able to afford to live in a disadvantaged neighbourhood where there is less
access to the community and personal resources
that might be available to a more financially
secure person of the same age and with the same
capacity. The functional ability and resilience of
the poorer person is thus also likely to be comparatively lower.
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Healthy Ageing reflects the ongoing interaction
between individuals and the environments they
inhabit. This interaction results in trajectories of
both intrinsic capacity and functional ability. To
illustrate how these might be conceptualized and
used, Fig. 2.2 shows three hypothetical trajectories of physical capacity for individuals beginning from the same starting point in midlife.
In Fig. 2.2, individual A can be considered as having the optimal trajectory, in which
intrinsic capacity remains high until the end of
life. Individual B has a similar trajectory until
a point when an event causes a sudden fall in
capacity, followed by some amount of recovery
and then a gradual deterioration. Individual C
has a steady decline in function. Each trajectory
sees the person die at around the same age, but
the levels of physical capacity they have enjoyed
in the interim are very different.
From the original starting point in Fig. 2.2,
the goal would be for each individual to experience the same trajectory as individual A. Experience in monitoring trajectories of intrinsic
capacity suggests that already it is possible to
assess individuals and predict their likely future
trajectories given information on behaviours,
health characteristics, genes and personal factors. Such predictive models are likely to be
increasingly accurate and useful as more data
are collected. These models could provide the
opportunity to intervene in specific ways to help
achieve this ideal goal.
Fig. 2.2 also shows alternative trajectories for
individuals B and C. For individual B, a more
positive trajectory might, for example, result
from access to rehabilitation, and a negative trajectory might result from a lack of access to care
(perhaps through rationing in a poor community or within a socially excluded subgroup of
the population). For individual C, a more positive trajectory might result from a change in a
health-related behaviour or having access to
medication. Measuring functioning over time,

Fig. 2.2.

Physical capacity

Trajectories of Healthy Ageing

Healthy Ageing

Three hypothetical trajectories of
physical capacity

B

A

C

Age
A. Optimal trajectory, intrinsic capacity remains high until the end of life.
B. Interrupted trajectory, an event causes a decrease in capacity with
some recovery.
C. Declining trajectory, capacity declines steadily until death.
The dashed lines represent alternative trajectories.

understanding the plausible pathways that have
led to it, and evaluating the influence of events
at different points in time can thus help identify
the interventions that have the most significant
impacts during a person’s life.
These hypothetical curves are an example of
the diversity of older age and reflect the weak link
at an individual level between intrinsic capacity
and chronological age. However, at a population
level, more general trends can be observed, with
the average capacity at age 65 being very different from that at 80. These population averages
can be seen in Fig. 3.16. It is worth noting, however, that even at a population level, there are significant differences in these average trajectories
of intrinsic capacity. In developing a countryspecific response to population ageing, a first
step might be to identify these differences and
why they exist.
Even if an individual’s intrinsic capacity has
fallen below its peak, the person may still be able
to do the things that matter to them if they live
in a supportive environment. This reflects the
concept of functional ability: the ultimate goal
of Healthy Ageing. Here, too, the concept of trajectories can be applied. Thus, Fig. 2.3 shows
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average trends from midlife in intrinsic capacity
and functional ability. The additional functioning associated with functional ability reflects the
net benefits accrued from the environment that
a person lives in. This may become increasingly
important as decrements in a person’s capacity
increase. Of course, the environment has also
contributed to the level of capacity that an individual has achieved at any point in time.
In Fig. 2.3 it is assumed that the environment
always enables functional ability to be greater
than might be possible through intrinsic capacity
alone. Even in a poor country, for example, a road
and a bicycle add to mobility, and the opportunity
to have a role can enhance well-being. However, it
is possible that in some settings the barriers that
the environment puts in the way of older people
may be greater than the benefits it provides. Examples of environmental barriers might include barriers to education that result in illiteracy, or laws
that prevent segments of the population from participating in certain fundamental activities (for
example, by imposing mandatory retirement ages
or sex-based exclusion from key roles).
Fig. 2.3.

Trajectories of functional ability
and intrinsic capacity

Functioning

Functional ability
Intrinsic capacity

Biological ageing

32

A public-health framework
for Healthy Ageing
Numerous entry points can be identified for
actions to promote Healthy Ageing, but all
will have one goal: to foster functional ability (Fig. 2.4). This can be achieved in two ways:
by supporting the building and maintenance of
intrinsic capacity, and by enabling those with a
decrement in their functional capacity to do the
things that are important to them.
Fig. 2.3 and Fig. 2.4 show how, when considering the population as a whole, functional
ability and intrinsic capacity can vary across
the second half of the life course. These general
trajectories can be divided into three common
periods: a period of relatively high and stable
capacity, a period of declining capacity, and a
period of significant loss of capacity. It is important to note that these periods are not defined
by chronological age, are not necessarily monotonic (that is, continually decreasing) and that
trajectories will differ markedly among individuals (and may be disrupted entirely by an unexpected event such as an accident). Some people
may, for example, die suddenly from any of a
variety of causes while still in the period of high
and stable capacity.
However, a random sample of older people
at any particular age is likely to include people
in each of these phases, thus reflecting much of
the observed heterogeneity of older age. Furthermore, the needs of people in these different
phases of the life course are quite distinct (Chapter 4). Therefore, they are used here to help frame
public-health actions that might be applied
across the second half of life.
The focus of public-health strategies targeting people with high and stable levels of intrinsic
capacity should be on building and maintaining
this for as long as possible. Health systems will
need to detect and control disease and risk factors early. Environmental strategies will be crucial in encouraging healthy behaviours, both
by building personal skills and knowledge, and
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Fig. 2.4.
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A public-health framework for Healthy Ageing: opportunities for public-health action
across the life course
High and stable capacity

Declining capacity

Significant loss of capacity

Functional
ability

Intrinsic
capacity

Health services:

Prevent chronic conditions
or ensure early detection
and control

Manage advanced
chronic conditions

Support capacity-enhancing
behaviours

Long-term care:

Environments:

Reverse or slow
declines in capacity

Ensure
a dignified late life

Promote capacity-enhancing behaviours

through the implementation of broader environmental strategies, such as taxing tobacco or
providing safe and pleasant environments for
physical activity. Environments will also have
a role in enabling functional ability during this
period, with particular emphasis on removing
barriers to the expression of this capacity.
Public-health interventions targeting the
segment of the population with declining capacities need a different emphasis. During this
stage, diseases may have become established,
and the emphasis of health systems will generally shift from prevention or cure to minimizing the impacts of these conditions on a person’s
overall capacity. Therefore, services are needed

Remove barriers to
participation, compensate for loss of capacity

to help stop, slow or reverse declines in capacity. Furthermore, the role of the environment
in enabling functional ability will broaden as
capacity falls, with strategies that help people
overcome these decrements becoming increasingly important. For example, if physical capacity becomes limited public seating may make
shopping more achievable by providing a place
for an older person to rest, or good street lighting may allow an older person with slight visual
impairment to get home in the evening. The role
of the environment in enabling healthy behaviours will continue to be important for this segment of the older population, but the emphasis
may change. For example, physical activity may
33
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be promoted as much for building and maintaining muscle mass and balance as for reducing the
risk of disease.
The focus of a public-health response to the
needs of older people who have, or are at high
risk of, significant losses in capacity will be the
provision of long-term care (Chapter 5). The role
of long-term care systems is to enable an older
person to maintain a level of functional ability
consistent with their basic rights, fundamental freedoms, and human dignity. This requires
both ensuring the optimal trajectory of intrinsic
capacity and enabling older people to perform
with dignity the basic tasks that are necessary for
their well-being. This can take many forms. For
example, early care to reduce declines in capacities might include family members encouraging
older people to become more active and assisting them with this as well as encouraging them
to eat well. Later care may include support for
basic tasks, such as washing and cooking, but
will also need to be fully integrated with health
systems to ensure that trajectories of capacity are
optimized. These tasks will be made easier if the
older person lives in an enabling environment
(for example, in a home that is fully wheelchair
accessible, or a dementia-friendly community
for someone with cognitive decline).
Although public-health strategies will need to
be framed to meet the specific needs of these typical subpopulations, and tailored to the structure
and needs of the population as a whole, Healthy
Ageing considers these phases of older age as part
of a continuous trajectory of ability and capacity.
Public-health interventions should similarly be
seamless to remain relevant for older people as
they transition from one phase to another.
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Key issues for publichealth action
Dealing with diversity
Shaping policy to foster Healthy Ageing will
require active efforts to better understand the
diverse needs of older populations. This could start
with the collection of data that are more disaggregated and nuanced to help identify older people’s
needs and gaps in services, to better describe the
process of Healthy Ageing, and to better understand the diverse pathways from determinants to
intrinsic capacity and functional ability. Another
approach that is increasingly used is the concept
of being person-centred. This approach evolved
in the practice of psychotherapy, but has been
extended to health and long-term care settings
and is central to the WHO global strategy on people-centred and integrated health services (53).
This strategy is designed to encourage a fundamental paradigm shift in the way health services
are funded, managed and delivered so that all
people have access to health services that respond
to their preferences, are coordinated around their
needs, and are safe, effective, timely, efficient and
of an acceptable quality.
This strategy can equally be applied in
long-term care. For example, in 2003 the Japanese government introduced the concept of the
unit-care model, which shifted emphasis from
standardized care practices to the structure and
staffing needed for care. It has been shown that
this model facilitates flexibility in care, for example by providing choices for meals and activities
for patients’ spare time (54). Similarly, the provision of care in small-scale home-like facilities
for people with dementia in the Netherlands has
been shown to be related to a higher involvement of residents in overall activities and their
preferred activities (55). In fact, the principles of
person-centred care can be applied to every interaction in a care home, whether helping someone
use the toilet or when asking a person’s opinion.
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A person-centred approach can also be
useful in helping other sectors tailor and prioritize their responses to population ageing. For
example, the WHO Global Network of Agefriendly Cities and Communities brings together
municipal authorities from across the world who
have committed to making their jurisdictions
better places for older people to live. One of the
core elements of this initiative is to involve older
people in helping frame both the key issues and
the responses to them. This has been done even in
megacities such as New York, which have diverse
populations in terms of personal characteristics
and socioeconomic gradients (56).

Reducing inequity
If the inequities that often underpin the diversity
observed in older age are to be addressed, strategies must look not just to improve conditions for
the best-off or the average older person. Attention must also be given to levelling-up capacity
and functional ability across social gradients and
to narrowing the gaps in the total inequalities
observed among older individuals, particularly
by giving assistance to those at the bottom of
the range. This type of action reflects the human
rights principles of equality and nondiscrimination, specifically because they require governments to make disproportionate efforts to reach
groups that are particularly disadvantaged.
Several steps can help ensure that policy
choices enhance equity (57, 58). These include:
■ making a commitment that all older people
will have equal opportunities to improve or
maintain their health;
■ assessing health policies and programmes in
relation to inequalities, from inputs to outcomes, and gauging to what extent these are
fair or unfair. For example, when only the
poorest people do not have access to a service, policies may need to focus on expanding the provision of that service to the
particular groups that are excluded or marginalized. When almost no one has access to
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a service, more wide-ranging strategies are
usually required. In many settings a combination of strategies will be needed (52);
involving older people and other stakeholders in identifying interventions that
draw on the evidence for what works
locally and elsewhere.

Policies aiming to level-up social gradients
are not only fair but can also produce significant
health benefits for older adults. For example,
around 1 in 5 cases of Alzheimer’s disease worldwide is estimated to be to some extent attributable to low educational attainment (population
attributable risk, 19.1%), with almost 6.5 million attributable cases occurring globally in
2010 alone (59). It has been suggested that incidence might be significantly reduced through
improved access to education and use of effective
methods targeted at reducing the prevalence of
vascular risk factors and depression (60).

Enabling choice
Older people are not passive in their relationship
with their environments. Rather, this interaction is shaped to varying degrees by the choices
they make to respond to, or change, their situation. Retaining the ability and right to choose is
closely linked to notions of agency and autonomy
(61, 62), which have been shown to have a powerful influence on an older person’s dignity, integrity, freedom and independence (63, 64). This is
true whether they live in the community, in an
assisted living facility or in an institution (65, 66).
Our ability to make the best choices at different stages in our lives is influenced by a range
of environmental and personal resources. As
with intrinsic capacity more broadly, financially
secure, better educated and more socially connected older people are likely to have the greatest access to these resources. Understanding
this association is crucial because it means that
older people with the lowest intrinsic capacity
and functional ability at any given age are not
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only less likely to be financially secure and well
educated, but are also less likely to have had the
opportunity to develop the skills and knowledge
that allows them to make the choices that are in
their best interest. Therefore, fostering the abilities to choose and to self-manage in this group
may be a useful strategy for overcoming some of
the inequities experienced in older age.
Public-health strategies that might empower
older people to retain control of their lives and
make the choices that are in their best interest
are discussed in particular detail in Chapter 6 as
being in the domain of the functional ability to
learn, grow and make decisions.

Ageing in place
Declines in capacity often require older people
to make transitions in their living environments,
either by adapting their current residence or by
relocating to a more supportive environment
(67). In deciding where to live, older people
often view their existing home or community
as having the advantages of maintaining a sense
of connection, security and familiarity, and as
being related to their sense of identity and autonomy (68). Indeed, the right for all people with
some form of functional limitation to live and
be included in their community is a central focus
of the United Nations convention on the rights of
persons with disabilities (25). Furthermore, institutional settings are sometimes seen as dehumanizing and as posing structural and cultural
barriers that impede social interactions (69).
One common policy response to population
ageing has therefore been to encourage what is
known as ageing in place – that is, the ability of
older people to live in their own home and com-
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munity safely, independently, and comfortably,
regardless of age, income or level of intrinsic
capacity (70). This is generally viewed as better
for the older person and may also hold significant financial advantages in terms of health-care
expenditure (71).
Emerging technologies, particularly those
used to foster communication and engagement,
provide opportunities to learn, and monitor
the safety and ensure the security of an older
person, may make this goal more achievable
in the future. Ageing in place can be further
enhanced by creating age-friendly environments
that enable mobility and allow older people to
engage in basic activities, such as shopping.
However, as with other policies on ageing,
putting too rigid an emphasis on one-size-fitsall solutions can present problems. For example,
ageing in place may not be the prime goal for
isolated older people, for those with high unmet
needs for care and inappropriate housing, or for
those living in unsafe or less than supportive
neighbourhoods (72). Furthermore, ageing in
place should not be viewed as a policy that allows
governments to simply minimize costs by failing to provide more costly alternatives. Indeed, it
has been suggested that ageing in place requires
a family of caregivers and appropriate medical
care to allow it to occur (73).
Moreover, older people generally have a
nuanced and realistic perspective on the residential decisions they face. Recent advances
in developing new forms of assisted living and
nursing-home care provide many alternatives to
the stereotypical choice between living at home
or in a home (73). These alternatives can enable
an older person to thrive in ways that might not
be possible in their original community.
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Zenul, Age unknown, Pakistan
During the 2011 floods in Pakistan villagers lost their livestock and
arable land was damaged. With a cash grant, distributed after the
flood, Zenul was able to buy a calf.
  “I’ve been a widow for at least 10 years. I have 3 sons and 1
daughter and they’re all land labourers here – but now of course
they cannot grow a thing. I got 15,000 rupees …. and I spent it on
this calf. I’ll get milk from it, some of which I’ll keep for myself and
the rest I can sell for 40 rupees per litre. Hopefully it’ll also have
calves which I’ll sell.
I’m living in a tent because my house is unstable because of the
floods and actually we felt an earthquake last week. Normally the
mud we coat the house with protects the house - its very strong
against the extreme heat and the cold in winter. But it crumbled in
the floods. I’m not sure how I’ll rebuild the house. If we had money
we’d buy cement. Mud is free but cement is expensive. I will have to
wait for the calf to grow!”
© Rosaleen Cunningham / HelpAge International 2011
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Health in older age
Demographic and epidemiological changes
Population ageing
One reason that ageing is emerging as a key policy issue is that both the proportion and absolute number of older people in populations around the world are
increasing dramatically. Fig. 3.1 and Fig. 3.2 show the proportion of people aged
60 years or older by country in 2012 and projections for 2050. There is currently
only one country where this proportion exceeds 30%: Japan. However, by the
middle of the century, many countries will have a similar proportion of older
people to that of Japan in 2012. These include countries in Europe and North
America, but also Chile, China, the Islamic Republic of Iran, the Republic of
Korea, the Russian Federation, Thailand and Viet Nam.
In Fig. 3.1 and Fig. 3.2, population ageing may appear to be less relevant to
sub-Saharan Africa. Yet although the population structure in sub-Saharan Africa
will stay young in relative terms, this region already has double the number of
older adults than northern Europe, and this figure is expected to grow faster than
anywhere else, increasing from 46 million in 2015 to 157 million by 2050 (1). Furthermore, life expectancy at age 60 in sub-Saharan Africa is 16 years for women
and 14 years for men, suggesting that for those who survive the earlier perils of
life, a long old age is already a reality. Older people in sub-Saharan Africa also
have several roles that are critical for continued socioeconomic development (1).
The pace of population ageing in many countries is also much greater than
has been the case in the past (Fig. 3.3). For example, while France had almost
150 years to adapt to a change from 10% to 20% in the proportion of the population that was older than 60 years, places such as Brazil, China and India will
have slightly more than 20 years to make the same adaptation. This means that
the adaptation that these countries need to go through will have to be undertaken much more quickly than was often the case in the past.

Why are populations ageing?
There are two key drivers of population ageing. The first is increasing life
expectancy: on average, people around the world are living longer. Although
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Fig. 3.1.

Proportion of population aged 60 years or older, by country, 2015
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Fig. 3.3.

Health in older age
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a small part of this global increase is due to the
improved survival of people at older ages, most
reflects improved survival at younger ages. This
has accompanied the historically unprecedented
socioeconomic development that has taken place
globally during the past 50 years.
Fig. 3.4 and Fig. 3.5 show how strongly a country’s level of socioeconomic development is associated with mortality patterns across the life course.
The graphs on the right-hand side of Fig. 3.4 and
Fig. 3.5 show the ages at which deaths occur in
low-, middle- and high-income countries. Note
that high-income countries that are members of
the Organisation for Economic Co-operation and
Development (OECD) are displayed separately
from other high-income countries because their
epidemiology is quite distinct. In lower-resource
settings, death occurs most commonly in early
childhood. Deaths are then evenly spread across
the rest of life. As countries develop, better public
health means that more people survive childhood, and the pattern of deaths changes to one in
which people are more likely to die as adults. In
high-income settings, the pattern of death shifts
even more to old age, so that most deaths occur in
people older than 70 years.

Japan

China

Brazil

India

Crucially, these changes are accompanied
by a change in the things that people die from
(shown on the left-hand side of Fig. 3.4 and
Fig. 3.5). In all settings, the dominant causes of
death in older age are noncommunicable diseases, although deaths from these causes tend to
occur earlier in low- and middle-income countries than in high-income countries. However, in
both low- and middle-income settings, communicable diseases remain significant killers across
the life course.
These shifts mean that as countries develop
economically, more people live into adulthood
and so life expectancy at birth increases. The
majority of the increases in life expectancy seen
around the world during the past 100 years
(Fig. 3.6) reflect this reduced mortality at younger
ages rather than older people living longer.
More recently, another trend has contributed significantly to increasing life expectancy,
particularly in high-income settings: increasing
survival in older age (3) (Fig. 3.7). Thus, in 1985 a
60-year-old woman in Japan could expect to live
another 23 years. By 2015, this had increased to
almost 30 years. This increase may reflect a mixture of better health care, public-health initia45
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Fig. 3.4.

Deaths among females at different ages in low-, middle- and high-income countries, 2012
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Fig. 3.5.

Deaths among males at different ages in low-, middle- and high-income countries, 2012
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Fig. 3.8.

Fertility rates in low-, middle- and
high-income countries, 1960–2011
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per woman. The Middle East has also seen slower
falls than other parts of the world. Because the
fall in fertility has often lagged behind falls in
child mortality, this has frequently resulted in a
population bulge in younger ages. In many highincome countries, this bulge occurred shortly
after the Second World War and this segment of
the population is commonly referred to as baby
boomers. As the members of the population bulge
move into older ages, population ageing is temporarily accelerated, especially when combined with
low adult mortality and continued low fertility.

Are the added years in older age
being experienced in good health?
Determining whether people are living longer
and healthier lives, or whether the added years of
older age are lived mainly in poor health, is cru-
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cial for policy development. If the added years
are lived in good health, population ageing will
be associated with a similarly growing human
resource that might be expected to contribute
to society in many ways (for example, through a
longer working life). This can be summed up in
the saying “70 is the new 60”. However, if people
are living longer but experiencing limitations in
capacity at similar or higher levels to their parents at the same ages, this means demands for
health care and social care will be significantly
greater, and older people will be more limited in
the social contributions they can make.
Understanding which of these scenarios is
underway is crucial for prioritizing areas for
policy action and for ensuring that any policy
response is fair. For example, if everyone is living
a longer and healthier life, one way of ensuring
the fiscal sustainability of social-protection systems might be to increase the age at which someone is able to access a benefit such as a pension.
However, if the added years are being lived in
poor health, this might not be as appropriate
because it may require people with significant
limitations in intrinsic capacity to remain in the
workforce. This may be unrealistic for the individual and less than ideal for the employer. Furthermore, if people of high socioeconomic status
are living longer and healthier lives while people
of low socioeconomic status are living longer but
in poor health, the negative consequences of a
generic policy response, such as increasing the
pension age, will be shared inequitably.
Unfortunately, although there is strong evidence that older people are living longer, particularly in high-income countries, the quality of life
during these extra years is quite unclear (6). This
is not simply due to a lack of research in the area.
Although there have been few studies in low- and
middle-income countries, considerable analyses
have been undertaken of data collected during
the past 30 years in the United States and other
high-income settings. However, the findings
from this extensive research pool are inconsistent, with some studies suggesting falling levels
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Fig. 3.9.

Prevalence of limitations in
instrumental activities of daily
living by year of birth, 1916–1958
(after controlling for age and
period) (16)

Fig. 3.10.
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of severe disability in people older than 65 years,
other studies in the same age group suggesting
rising rates of chronic disease and comorbidity
but steady rates of disability, and yet others suggesting an increasing prevalence of disability in
60- to 70-year-olds (7–10). One study that linked
multiple data collections found increasing quality-adjusted life expectancy, albeit slowed down
due to obesity and some decreases in capacity,
while another observed that cohort-wide falls in
the prevalence of disability reversed after adjustment for characteristics such as race, education,
marital status, employment status, income and
body mass index (11, 12).
These patterns may also vary geographically.
Research in Europe suggests that health expectancies differ significantly among countries (13).
For example, a multicountry assessment of patterns of milder disability in the OECD found that
they had decreased in some countries, increased
in others and remained the same in the rest (14).
A pooled analysis by WHO in 2014 of large lon-
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gitudinal studies conducted in high-income
countries suggested that although the prevalence of severe disability (that is, a disability that
requires help from another person to carry out
basic activities such as eating and washing) may
be declining slightly, no significant change in
less severe disability has been observed during
the past 30 years (15) (Fig. 3.9 and Fig. 3.10). Thus,
the current evidence from high-income countries is confusing, but suggests there may be a
small reduction in some forms of disability at a
given age, although this is unlikely to be keeping
up with the added years people are living.
This lack of clarity is exacerbated by several
significant research limitations. First, disability is
generally accepted to be a state determined by both
the underlying characteristics of individuals (that
is, intrinsic capacity) and the environments they
live in (17). Unless researchers consider changes at
both these levels, they will be unable to distinguish
between them. For example, in the 1950s, individuals with arthritis of the hip may have found their
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ability to do the things that they needed to do to be
compromised because there was a lack of transport
options. In 2015, the same people may be able to
draw on public transport that is accessible to people
with disability and, thus, find that their functional
ability is far better, despite the intrinsic capacity
being the same. Distinguishing between trends
in intrinsic capacity and environmental changes
to better measure functional ability thus requires
specific questions, yet the instruments commonly
used generally do not make this distinction.
Furthermore, most of the data identify disability only at the severe end of the spectrum,
which commonly occurs during the last years of
life. Declines in intrinsic capacity generally start
much earlier and are often initially very small.
Although most older people are experiencing
these more minor and subtle changes, information on trends in capacity during this phase of
life is extremely limited.
Moreover, in high-income countries, most
studies have drawn only on relatively recent
data, which are largely limited to a period
when the epidemiological transition outlined
in Fig. 3.4 and Fig. 3.5 had already taken place.
Increases in life expectancy in these settings
are now largely due to increasing survival in
older age, and this may be the result of prolonging the end-stage of life through medical treatments rather than of the broader public-health
advances that are likely to have driven earlier
epidemiological changes. These results may
provide a fair comparison between our health
and that of our parents, but it is possible that
the trend between our parents and their parents was different entirely. One study that does
capture trends during this earlier period is consistent with the health of older people being significantly better than that of their grandparents
and great-grandparents (18). This found lower
age-specific prevalence rates of specific chronic
diseases in United States army recruits across
the 20th century when compared with those
recruited during the Civil War (18).
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Finally, older populations are characterized
by great diversity. Trends within different subclasses in each population may be quite distinct. In
the United States, for example, the life expectancy
of poorly educated African-American adults may
have changed little since the 1950s (19, 20).
While the evidence from high-income
countries is confusing, data from low- and middle-income countries are largely absent. One
exception is China, where a comparison of large
representative surveys conducted in 1987 and
2006 found significant increases in both physical and mental limitations during the past two
decades, but significant decreases in limitations
in vision, hearing, speech and intellect (21).
Low- and middle-income countries are currently experiencing the epidemiological transition
shown in Fig. 3.4 and Fig. 3.5. Countries such as
China are nearing the end of this transition, and
the changing age-standardized disability rates
described by this study reflect this, with falls in
disability related to infectious diseases and marked
increases in disability related to cerebrovascular
disease and arthritis (which were included in the
category of physical disabilities) (21). Population
diversity is also obvious in these findings, with
falls in disability largely observed in urban areas.
Low- and middle-income countries that are
earlier in this transition continue to experience a
double burden of disease, with high rates of both
communicable and noncommunicable diseases,
and many people in these countries face far higher
exposures to environmental and occupational
toxins, and stressors than people in high-income
settings. It is possible that this combination of diseases and environmental stressors may impact in
unpredictable ways on subsequent morbidity in
older adults. Impacts could occur, for example,
if these exposures enhanced “inflammageing”,
which has been suggested as a possible driver of
cardiovascular disease (22, 23). Therefore, it is not
appropriate to simply extrapolate morbidity trends
observed in higher-income countries to lowerincome settings.
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Health characteristics
in older age
The remainder of this chapter explores in more
detail some of the health-related characteristics
of the second half of life and the impact they ultimately have on intrinsic capacity and functional
ability. Given the complexity of these changes,
the discussion does not attempt to summarize
every condition and trend, but highlights key
issues that can provide a frame for understanding health trends in older age.

Underlying changes
As described in Chapter 1, at a biological level,
ageing is characterized by a gradual, lifelong accumulation of molecular and cellular damage that

results in a progressive, generalized impairment
in many body functions, an increased vulnerability to environmental challenges and a growing
risk of disease and death (24). This is accompanied
by a broad range of psychosocial changes.
We summarize below some of the underlying changes that tend to occur to some degree in
all humans as they age. Although there is marked
diversity in how these changes are experienced at
an individual level, general trends are seen when
the population as a whole is considered (25).
However, these losses in intrinsic capacity can
be compensated for by adaptation, and are often
accompanied by gains in experience and knowledge. This might explain why workplace productivity does not seem to fall with age (Box 3.1).
Moreover, it is difficult to disentangle the
impact on functioning of these underlying trends

Box 3.1. Ageing and productivity
The effects of underlying age-related changes in intrinsic capacity on productivity in the workplace have only just
begun to be studied. One reason why is that productivity is difficult to measure objectively, with ratings by peers
and supervisors often representing stereotypical conceptions rather than the actual performance of older workers
(26). Second, not all occupations lend themselves to the objective measurement of productivity. Because of this, the
small amount of research that has been undertaken is often limited to workplaces that enable objective measurements, such as the number of errors or amount of sales.
Overall, productivity does not seem to fall with age, although it may decrease as time spent in a particular job
increases, with routinization leading to falls in motivation, or overuse leading to physical harm (27). Thus, one study
found that the number of errors committed by each team on the assembly line in a car factory fell slightly with
age after controlling for downward selectivity (that is, early retirement, disability) and upward selectivity (that is,
promotion). The authors concluded that “older workers are especially able to grasp difficult situations and then
concentrate on vital tasks ” (28).
This finding highlights the fact that age-related losses, such as a slowing of the speed of information processing or
the loss of the ability to multitask, need not have negative impacts on work productivity because up to a certain
point, they can be compensated for by the life and work experiences of older people. Furthermore, some declines in
physical capacity may be delayed by occupation. For example, falls in grip strength that are observed at the population level may not be seen in subpopulations that have to use their hands for everyday work, although this difference
may reverse in later life. Thus, after the age of 80 years, manual labourers have lower levels of physical strength than
white-collar workers (29). This may reflect the accrual of physical damage in these occupations.
Age heterogeneity in work teams may also be a determinant of productivity. An intermediate amount of age diversity has been positively related to productivity, possibly reflecting the fact that age diversity has costs (in terms
of communication and social integration) as well as benefits (in terms of having a larger knowledge pool to draw
from for solutions). This effect was also moderated by the type of work task prevalent in a company. Companies
emphasizing creative work profited from age diversity, whereas companies focusing on routine tasks did worse
under conditions of age diversity (30).
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from the consequences of the diseases individuals may also face across their life course. Thus,
where trends across the life course are shown
in this chapter for the general population, for
example for grip strength and gait speed, these
reflect both underlying trends in musculoskeletal functioning and the additional influences
of patterns of activity and nutrition, as well as
health conditions.

Age-related declines in average grip strength
in countries included in SAGE and the Survey
of Health, Ageing and Retirement in Europe
(SHARE) are shown in Fig. 3.11. Women tend
to have weaker grip strength than men, and for
both sexes strength declines with increasing age.
The rate of deterioration of grip strength was
similar across most of the countries studied.
However, the peak level reached varies markedly, with people in India and Mexico generally
having lower strength across all ages and sexes.
These differences may reflect a mix of genetics
and early-life factors, such as nutrition.
Ageing is also associated with significant
changes in bones and joints. With age, bone mass,
or density, tends to fall, particularly among postmenopausal women. This can progress to a point
where the risk of fracture is significantly increased
(a condition known as osteoporosis), which has

Movement functions

After a peak in early adulthood, muscle mass
tends to decline with increasing age, and this
can be associated with declines in strength and
musculoskeletal function (31). One way of measuring muscle function is to measure hand grip
strength, which is a strong predictor of mortality, independent of any disease-related influences (32, 33).
Fig. 3.11.
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Hand grip strength, males and females aged 50 years and over
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Sources: (16, 34).
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Sensory functions

Ageing is frequently associated with declines
in both vision and hearing, although there is
marked diversity in how this is experienced at an
individual level. Age-related hearing loss (known
as presbycusis) is bilateral and most marked
54

Fig. 3.12.
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serious implications for disability, reduced quality
of life and mortality. Hip fractures are a particularly devastating type of osteoporotic fracture, and
as a result of population ageing they will become
more common, reaching an estimated annual
global incidence of 4.5 million in 2050 (35). The
median age-standardized rates of fractures related
to osteoporosis vary geographically, with the highest observed in North America and Europe, followed by Asia, the Middle East, Oceania, Latin
America and Africa (36).
Articular cartilage undergoes significant
structural, molecular, cellular and mechanical
changes with age, increasing the vulnerability
of the tissue to degeneration. As cartilage erodes
and fluid around the joint decreases, the joint
becomes more rigid and fragile (37). Although
softening of the cartilage commonly occurs with
age, this does not universally result in joint pain
or the cartilage degeneration responsible for
osteoarthritis, although the prevalence of this
disorder is strongly associated with age (38). Furthermore, regular moderate physical activity has
been shown to improve the biomechanical and
biological properties of articular cartilage (37).
These and other age-related declines ultimately impact on broader musculoskeletal function and movement. This is reflected in a decrease
in gait speed – that is, the time someone takes
to walk a specified distance. Gait speed is influenced by muscle strength, joint limitations and
other factors, such as coordination and proprioception, and has been demonstrated to be one
of the most powerful predictors of future outcomes in older age (39). Fig. 3.12 demonstrates
gait speed at different ages in the six SAGE countries, and shows a general slowing of walking
speed with age.
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at higher frequencies. It results from cochlear
ageing; environmental exposures, such as noise;
genetic predisposition; and increased vulnerability from physiological stressors and modifiable lifestyle behaviours (40). Worldwide, more
than 180 million people older than 65 years have
hearing loss that interferes with understanding
normal conversational speech (41–45).
Age is also associated with complex functional changes in the eye that result in presbyopia, a decrease in focusing ability that leads to
the blurring of near vision, which often becomes
apparent in midlife (46). Another common change
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associated with ageing is increasing opacity of
the crystalline lens, which can ultimately result
in cataract. The age of onset, rate of progression
and level of reduced vision vary significantly
among individuals, reflecting genetic patterns
and environmental exposures (47). Ageing is
also strongly associated with age-related macular degeneration, which causes retinal damage
and leads rapidly to severe visual impairment; it
is highly prevalent in people older than 70 years,
and a leading cause of blindness in high-income
and upper-middle-income countries.
These changes can have important implications for the everyday lives of older adults.
Untreated hearing loss affects communication
and can contribute to social isolation and loss
of autonomy, with associated anxiety, depression and cognitive decline (48). The impact
of significant hearing loss on an individual’s
life is often not appreciated by people with
normal hearing, and slowness in understanding the spoken word is commonly equated
with mental inadequacy, often causing the
older individual to withdraw further to avoid
being labelled as “slow” or “mentally inadequate” (49). Visual impairments can limit
mobility, affect interpersonal interactions,
trigger depression, become a barrier to accessing information and social media, increase the
risk of falls and accidents, and make driving
hazardous (50). Furthermore, as older people
develop strategies to compensate for declining
sensory functions, the ways in which they perform other cognitive tasks may also be altered
and may be less efficient.
Yet these common limitations in intrinsic
capacity can generally be managed effectively.
Simple interventions and adaptations for hearing loss include environmental modifications,
such as reducing interfering background noise,
and behavioural adaptations for the person with
hearing loss and for their communication partners (for example, using simple communication
techniques, such as speaking clearly). Timely
diagnosis and comprehensive eye care and
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rehabilitation are extremely effective in reducing impairment. Environmental changes such
as making improvements in lighting and signage (for example, using high contrast, matte
backgrounds placed at eye level) can also help.
Assistive technologies, such as listening devices
and refractive lenses, are also widely used and
effective. These need not be expensive. Even
high-quality hearing aids can now be fitted at an
affordable cost, and off-the-shelf reading glasses
are widely available and generally adequate.
Cataracts can best be managed by inexpensive
high-quality surgery. Cochlear implants are also
effective, but less accessible and affordable.

Cognitive functions

Cognitive functions vary greatly among people
and is closely related to years of education.
Many cognitive functions begin to decrease at
a relatively young age, with different functions
decreasing at different rates. As a consequence,
functioning becomes increasingly heterogeneous with increasing age (51).
Some deterioration in memory and the
speed of information processing is common,
and complaints about it are frequently reported
by older people. However, although ageing
is associated with a decrease in the capacity
to tackle complex tasks that require dividing
or switching attention, it does not appear to
reduce the capacity to maintain concentration
or to avoid distraction.
Similarly, although ageing is associated with
reductions in the capacity to learn and master
tasks that involve active manipulation, reorganization, integration or anticipation of various
memory items, there is little association with
memory for factual information, knowledge of
words and concepts, memory related to the personal past, and procedural memory (for example,
for the skills needed to ride a bicycle) (52). Thus,
not all cognitive functions deteriorate with age,
and language features, such as comprehension,
reading and vocabulary, in particular, remain
stable throughout life.
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The variation from person to person in the
decline in cognitive functions with age is influenced by many factors, including socioeconomic
status, lifestyle, the presence of chronic disease
and the use of medication, suggesting there are
opportunities for public-health interventions
across the life course. There is also some evidence that normal age-related cognitive decline
can be partially compensated for by practical
competence and experience acquired through
a lifetime (53), and reduced by mental training
and physical activity (54).
Crucially, the subtle and heterogeneous changes in cognitive functioning that are
observed in healthy older people are quite distinct from the changes associated with dementia.

Sexuality

Although the data on sexual activity in older
age are limited, particularly from lower-income
countries, population surveys repeatedly show
that people often remain sexually active well into
advanced old age. For example, in one longitudinal study, 73% of participants aged 57–64 years,
53% aged 65–74, and 26% aged 75–85 were sexually active. In the oldest age group, 23% of sexually active participants reported having sex once
a week or more (55).
Sexuality in older age is influenced by numerous physiological changes that occur as part of
the ageing process in both men and women, as
well as by multiple psychosocial and socioenvironmental factors (56). Because older age is also
a period of increased risk of disease, these underlying changes will often be complicated by the
need to deal with diseases that may have physical effects on sexual function. These impacts
may be either direct (for example, vascular disease resulting in erectile dysfunction) or indirect (for example, the medication required for an
unrelated disease may cause decreased libido), or
result from the psychosocial consequences of a
disease or its treatment (for example, the changes
in self-image in women that may occur after a
mastectomy). Indeed, the challenges caused by
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diseases may be more strongly associated with
sexual problems than age itself (55).
In line with predominant sociocultural attitudes, the research on sexuality in older age
frequently focuses on these vulnerabilities and
sexual dysfunctions rather than on positive
aspects of sexuality (57). Thus, a recent survey
of middle-aged and older people in 29 countries identified the most common dysfunctions
among women as a lack of sexual interest (21%),
inability to reach orgasm (16%) and lubrication difficulties (16%) (58). Among men, the
most common dysfunctions appeared to be difficulty in achieving or maintaining an erection
(37%), lack of interest in sex (28%), climaxing too
quickly (28%), anxiety about performance (27%)
and an inability to climax (20%).
Despite these challenges, or with the assistance of widely available medical treatments,
sexuality remains important in older age and
takes many forms. Counter to cisgender stereotypes, the limited research that has been undertaken in this area suggests that higher levels of
sexual functioning are important for relationship satisfaction both in older women and older
men (although this association may operate in
both directions), and physical intimacy involving
kissing and cuddling may be even more important for older men than for older women (58).
One often overlooked subject is sexual functioning in older people living in a care home
or institution (Chapter 4). This is a complex
issue touching on both the rights of these older
people to express their sexuality and the need
to protect vulnerable individuals from predatory behaviour. Particular ethical dilemmas
may arise in relation to sexuality and dementia
(59). More research and better guidance on how
to manage these delicate and complex situations
are urgently needed.

Immune function

Immune function, particularly T-cell activity,
declines with age (23, 60, 61). These changes
mean that the capacity to respond to new infec-
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tions (and vaccination) falls in later life, a trend
known as immunosenescence (62). There is also
some evidence that chronic stress (for example, the need to provide care) can reduce the
immune response and the effectiveness of vaccines in older people, and an age-related increase
in serum levels of inflammatory cytokines,
known as inflammageing, has been linked to
a broad range of outcomes, including frailty,
atherosclerosis and sarcopenia (22, 23, 63–
65). Although the precise association of these
trends with the broader physiological changes
associated with ageing is still open for debate,
immune function clearly has an important role
and may present opportunities for future interventions. This possibility has been reinforced
by research in mice suggesting that the effective clearance of senescent cells, another role of
the immune system, may delay many disorders
related to ageing (66).

Functions of the skin

Skin suffers progressive decrements with age
that result from damage caused by physiological
mechanisms, genetic predisposition and external insults, particularly sun exposure (67, 68).
Age-related changes at a cellular level can have
numerous affects, including a fall in the skin’s
ability to act as a barrier (69). Furthermore, the
loss of collagen and elastin fibres in the dermis
can reduce the tensile strength of the skin, and
progressive vascular atrophies can leave patients
more susceptible to dermatitis, pressure ulcers
and skin tears. Combined, these changes may
result in older people having an increased susceptibility to many dermatological disorders
(70). Moreover, the cumulative effects of environmental insults, particularly exposure to the
sun, contribute to a marked increase in the risk
of neoplastic disease.
The potential impacts of these changes are
not just physical. Many skin conditions can affect
individuals’ emotional health or lead to changes
in the way they are perceived by others; they may
also cause withdrawal from social activity, thus
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preventing full participation in communities
and workplaces.

Health conditions in older age
Age increases the risk of many health disorders, and these can have significant impacts on
intrinsic capacity beyond the trends described in
the section on Underlying changes. However, it
would be wrong to think that the presence of a
disease in older age means that someone is no
longer healthy (71). Many older adults maintain good functional ability and experience high
levels of well-being despite the presence of one
or more diseases.
Fig. 3.13 draws on data from the Global
Burden of Disease project (2) to identify the
common causes of years of healthy life lost due to
disability in people older than 60 years; the data are
presented for countries grouped according to their
level of economic development. These data give an
indication of both the incidence and severity of different conditions and the length of time an individual will, on average, be affected by them.
Using these data, the greatest burden of
disability is estimated to come from sensory
impairments (particularly in low- and lowermiddle-income countries), back and neck pain,
chronic obstructive pulmonary disease (particularly in low- and lower-middle-income countries),
depressive disorders (Box 3.2), falls, diabetes,
dementia (particularly in high-income countries) (Box 3.3) and osteoarthritis. The higher
burden from dementia in high-income settings
is likely to at least partly reflect the older average age in these countries and greater awareness
and diagnosis of these conditions. The greater
burden from sensory impairments in low- and
lower-middle-income countries is likely to reflect
many things, including greater exposure to noise
and sun across the life course. Higher rates of
chronic obstructive pulmonary disease in lowand lower-middle-income countries are likely a
consequence of greater exposure to indoor and
outdoor air pollutants across the life course.
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Box 3.2. Depression and anxiety
Affective disorders, such as depression and anxiety,
tend to recur throughout life in a vulnerable proportion of the population.
Episodes of affective disorders might be expected to
be more prevalent in older age due to the increased
risk of adverse life events. Instead depressive disorders appear to be a little less prevalent among older
adults than among younger adults but still affect
about 2–3% of older people living in the community
(72); however, the prevalence among the most frail
and vulnerable older adults living in long-term care
facilities is considerably higher, at about 10% (73).
Furthermore, compared with younger adults, older
people more often suffer from substantial depressive
symptomatology without meeting the diagnostic
criteria for a depressive disorder. This condition is
often referred to as subthreshold depression, and
affects nearly 1 in 10 older adults (74). Subthreshold
depression also has a major impact on the quality of
life of older people, and is a major risk factor for a
depressive disorder.
The estimated prevalence of anxiety disorders in the
older population ranges from 6% to 10%, which is
slightly lower than the estimated prevalence of anxiety disorders in younger adults but still represents a
significant cause of disability (75). The prevalence of
anxiety disorders in long-term care facilities has been
shown to be somewhat lower, and is estimated to be
around 5.7% (73). Anxiety disorders and depression
often occur together. About 13% of older people with
an anxiety disorder also have a depressive disorder,
and 36% of older people with depression have a
coexisting anxiety disorder (76). Although affective
disorders are prevalent in older people, treatment
is often effective, including cognitive behavioural
therapy (77, 78) and the use of selective serotonin
reuptake inhibitors (79).

Mortality patterns also provide an insight
into the diseases that are important in older age.
Fig 3.14 uses data from the Global Burden of Disease project to show the years of life lost among
people older than 60 years with the data presented
for countries grouped according to their level of
economic development. This is a measure of the
disorders that kill older people and the average
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potential years of life that they will, on average,
be deprived of by these disorders. The greatest
burden of mortality in older people all over the
world comes from ischaemic heart disease, stroke
and chronic obstructive pulmonary disease. The
burden from all these conditions is far greater in
low- and middle-income countries than in highincome OECD countries. The exceptionally high
burden of cardiovascular disease in high-income
non-OECD countries is heavily influenced by
high rates in the Russian Federation.
Combined, Fig. 3.13 and Fig. 3.14 show that
regardless of where people live, the overwhelming disease burden in older age comes from noncommunicable diseases. These are often thought
of as diseases of affluence and something that
poorer countries will need to give attention to
as they develop. What these data show are that
for older people, noncommunicable diseases are
already causing grossly inequitable burdens in
low- and middle-income countries.

Multimorbidity

As people age, they are more likely to experience
multimorbidity – that is, the presence of multiple chronic conditions at the same time. This can
lead to interactions among conditions; between
one condition and the treatment recommendations for another condition; and among the medications prescribed for different conditions. As
a result, the impact of multimorbidity on functioning, quality of life and risk of mortality may
be significantly greater than the sum of the individual effects that might be expected from these
conditions (81). Predictably, multimorbidity is
also associated with higher rates of health-care
utilization and higher costs (81). Although multimorbidity refers to the presence of two or more
chronic conditions, there is no standard definition or consensus on which conditions should be
considered. This makes international comparisons of prevalence, or comparisons between or
among studies, difficult. Prevalence estimates
also vary depending on the identification methods used (for example, self-report versus clinical
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Box 3.3. Dementia
In 2015, dementia affected more than 47 million people worldwide. By 2030, it is estimated that more than 75 million people will be living with dementia, and the number is expected to triple by 2050. This is one of the major
health challenges for our time. In one Australian study, it was estimated that around 10% of the expected increase
in health-care costs during the next 20 years would come from demand for care for this condition alone (80).
Contrary to popular belief, dementia is not a natural or inevitable consequence of ageing. It is a condition that impairs
the cognitive brain functions of memory, language, perception and thought, and that interferes significantly with
the ability to maintain the activities of daily living. The most common types of dementia are Alzheimer’s disease
and vascular dementia. Evidence suggests that the risks of certain types of dementia may be lowered by reducing
risk factors for cardiovascular disease.
The personal, social and economic consequences of dementia are enormous. Dementia leads to increased long-term
care costs for governments, communities, families and individuals, and to losses in productivity for economies. The
global cost of dementia care in 2010 was estimated to be US$ 604 billion: 1.0% of global gross domestic product. By
2030, the cost of caring for people with dementia worldwide could be US$ 1.2 trillion or more, which could undermine social and economic development throughout the world.
Nearly 60% of people with dementia live in low- and middle-income countries, and this proportion is expected
to increase rapidly during the next decade, which may contribute to increasing inequalities among countries and
populations. A sustained global effort is thus required to promote action on dementia and address the challenges
it poses. No single country, sector or organization can tackle these alone.
The Call for Action by participants in the First WHO Ministerial Conference on Global Action Against Dementia, held
in Geneva in March 2015, identified several overarching principles and approaches to guide global efforts. These
include making efforts to balance prevention, risk reduction, care and cure so that while efforts are directed towards
finding effective treatments, practices and risk-reduction interventions, continual improvements are made in caring
for people living with dementia and providing support for their caregivers. The conference noted the incorporation
of aspects of dementia prevention, care and rehabilitation in policies related to ageing. The conference emphasized
the need to promote a better understanding of dementia and raise public awareness to foster the social inclusion and
integration of people living with dementia and their families. In addition, it called for strengthening multisectoral
action and partnerships, and increasing collective efforts in research, to accelerate responses to address dementia.
As a next step, WHO plans to establish a global dementia observatory to better understand and monitor dementia
epidemiology, policy responses, resources across countries, and research efforts to disseminate, advocate for and
promote global and national efforts to decrease the burdens associated with dementia. Although this crucial topic
will thus be central to any public-health response to population ageing, and care aspects are highlighted in Chapter 5, it is impossible to fully address the needs for improvements in the field of dementia in this report. Further
information on dementia can be found in other WHO documents that focus specifically on this topic at http://www.
who.int/topics/dementia/en/.

records) and study setting (for example, in the
general population or a primary-care setting).
One large systematic review of studies in
seven high-income countries concluded that
more than half of all older people are affected
by multimorbidity, with the prevalence increasing sharply in very old age (81). Additional studies in China and Spain yielded similar results,
with more than one half of Chinese people aged
70 years or older, and one half to two thirds of

Spanish adults older than 65, having two or more
chronic conditions (82, 83).
In high-income countries, the greatest
increases in the prevalence of multimorbidity
commonly occur in two periods: between the
ages of 50 years and 60 years, and in advanced
old age. This can be seen in Fig. 3.15 which shows
the prevalence of multimorbidity in different
European countries included in SHARE (note
that the prevalences are lower than those dis59
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Fig. 3.13.

Number of years of healthy life lost due to disability (YLD) per 100 000 population,
and top 10 health conditions associated with disability, in populations aged 60 years
and older, 2012
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cussed above due to the exclusion of many conditions, including affective disorders).
However, one large study from Scotland
found that the onset of multimorbidity occurred
10–15 years earlier in people living in the most
deprived areas compared with the most affluent (84). Multimorbidity is also more prevalent
in people with low socioeconomic status (81, 82,
85). This reinforces the theme repeated throughout this report that good health in older age is
closely related to high socioeconomic position.
Therefore, ensuring that systems are designed
in ways that can equitably meet the needs of
older people with comorbidities will be impor60

tant. Although the prevalence of multimorbidity
is higher among older women than older men,
studies of incidence have found similar rates
in both sexes, suggesting that this difference in
prevalence reflects a difference in survival rather
than risk (86). Risk factors that have been identified in the few incidence studies include low socioeconomic status, a higher number of previous
diseases, race or ethnicity, and age, although a
large-scale historical cohort study in the United
States found that a substantial proportion of multimorbidity begins before age 65 years (81, 86).
Evidence from low- and middle-income
countries is limited. However, given the double
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Fig. 3.14.
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Number of years of life lost to mortality (YLL) per 100 000 population for the top
10 causes of lost years, in populations aged 60 years and older, 2012
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burden of communicable and noncommunicable diseases, and the heavier and earlier burden
of common disorders described above (Fig. 3.4
and Fig. 3.5), multimorbidity is likely to be even
more prevalent. This presents an even greater
challenge in these settings, where there may
already be difficulties dealing with individual
conditions (87).
Furthermore, HIV infection also appears to
increase the risk of multimorbidity. As survival
improves and HIV infection becomes more of a
chronic condition, populations living with HIV
are ageing. Research in high-income countries
suggests that people with HIV infection may
have up to five times the risk of chronic dis-

eases, geriatric syndromes and multimorbidity,
even people whose infection is well treated and
managed (88, 89). This may be due to immune
dysfunction, inflammation, or the cumulative
toxicity of treatment, or some combination of
these. Countries with a high prevalence of HIV
infection may therefore face particularly complex health challenges as their populations age.
Multimorbidity has significant impacts in
older age. As the number of chronic conditions
increases, so does the risk of declines in capacity
(81, 90). However, the impact of multimorbidity
on functioning in older age is determined not
only by the number of concurrent health conditions but also by the particular diseases involved
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Fig. 3.15.

Prevalence of multimorbidity
among people aged 50 years and
older, 2010–2011
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and how they interact. Furthermore, although
the evidence is limited, it appears that comorbidity is not random, and certain conditions
tend to occur together (91). This may be at least
partly related to the immune changes associated
with ageing (92). Some disease combinations
have particularly adverse impacts on functioning, with, for example, depression showing a
synergistic worsening impact in combination
with heart failure, osteoarthritis and cognitive
impairment (93).
Despite the large numbers of older people
experiencing multimorbidities, most health systems are not equipped to provide the comprehensive care needed to manage these complex
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health states. Clinical care guidelines typically
focus on a single condition, rarely incorporating
information on potential comorbidities, and frequently contradicting recommended treatment
or lifestyle changes for other conditions (91, 94,
95). One common consequence is polypharmacy, which may be appropriate in terms of the
individual conditions being treated, but places
the patient at risk of adverse drug interactions
and side-effects (94). However, the risk of drug
interactions in comorbid and frail older people
can limit the use of potentially beneficial pharmacological therapies (96).
Finally, most clinical trials fail to consider
the impact of comorbidity, and generally exclude
older people entirely, despite their altered physiology (97). This severely limits their usefulness
in guiding care and optimizing treatment outcomes in patients at older ages (98). Innovative
approaches are therefore needed to identify the
best treatments for older people with comorbidities. Until these approaches are in place,
improvements in postmarketing research may
provide some guidance.

Other complex health
issues in older age
Older age is also characterized by the emergence
of several complex health states that tend to occur
only later in life and that do not fall into discrete
disease categories. These are commonly known
as geriatric syndromes (99). They are often a
consequence of multiple underlying factors and
multiple organ systems, and the presenting complaint may not represent the pathological condition underlying it (100). For example, an older
person may present with acute cognitive decline
or delirium, but this may be a consequence of
underlying causes as diverse as an infection or
electrolyte disturbance. Similarly, a fall may be a
consequence of many underlying characteristics,
including drug interactions, environmental factors and muscle weakness.
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There is still some debate as to which conditions may be considered geriatric syndromes,
but they are likely to include frailty, urinary
incontinence, falls, delirium and pressure ulcers
(99, 101). These appear to be better predictors of
survival than the presence or number of specific
diseases (102, 103). Yet because of their multisystem nature that crosses many disciplines, they
present challenges for traditionally structured
health services and are often overlooked in epidemiological research. Innovative approaches to
managing these comorbidities and syndromes of
older age will need to be central to any societal
response to population ageing.

Frailty

The definition of frailty remains contested, but
it can be considered as a progressive age-related
decline in physiological systems that results in
decreased reserves of intrinsic capacity, which
confers extreme vulnerability to stressors and
increases the risk of a range of adverse health
outcomes (104). Frailty, care dependence and
comorbidity are distinct but closely related.
Thus, one study found comorbidity in 57.7% of
cases of frailty and care dependence in 27.2% of
cases, with neither being present in 21.5% of frail
cases (105).
A large European study estimated the prevalence of frailty at age 50 years to 64 years to be
4.1%, increasing to 17% in those aged 65 and over
(106). This same study found the prevalence of
being prefrail at these ages was 37.4% and 42.3%,
respectively. However, both frailty and prefrailty
varied markedly among countries, being more
prevalent in southern Europe. These findings
are consistent with estimates from Japan and the
Republic of Korea, where the prevalence of frailty
in both countries has been estimated at around
10% (107, 108). Frailty may be even more prevalent
in low-and middle-income countries (109–112).
Frailty is more common in women and in people
with lower socioeconomic status (113–115).
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The course of frailty varies markedly from
individual to individual and appears to be reversible, although only a small proportion of frail
individuals will return spontaneously to full
robustness (116, 117). Because frailty comprises
complex decrements occurring in several systems,
one key clinical approach is the use of comprehensive geriatric assessments. These assessments,
and the person-tailored interventions that derive
from them, have been shown to prevent many
major negative health-related outcomes, including shortened survival times and care dependence
(118, 119). Interventions aimed at increasing physical activity have also been shown to be effective,
and may be most effective in more severe cases of
frailty (120, 121). Interventions aimed at improving nutrition may also be beneficial, but evidence
is limited (122, 123).

Urinary incontinence

Urinary incontinence (that is, the involuntary
loss of urine associated with urgency or with
effort, physical exertion, sneezing or coughing) is
a neglected problem in older people, and a strong
predictor of a need for care (124, 125). Urinary
incontinence is one of the most common impairments in older age, with the prevalence increasing with age and being much higher in women
than men in all age groups (126). In one study
conducted in rural China, the prevalence of
urinary incontinence was 33.4% among people
aged older than 60 years (127). Another population study reported a prevalence among older
people with dementia of 19.1% in Latin America,
15.3% in India, and 36.1% in China, and found
urinary incontinence to be independently associated with disability (128).
The impact of urinary incontinence can be profound on the quality of life of both older people and
caregivers. Urinary incontinence has been associated with depression, care dependence and the selfrated health of older people (129), and it increases
the strain and burden on caregivers (130).
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Falls

Falls are a major health problem for older adults
(131). Various reviews and meta-analyses have
estimated that 30% of people older than age
65 (132–141), and 50% of people older than age
85, who live in the community will fall at least
once each year. Falls are even more common in
long-term care facilities, occurring annually in
more than 50% of people older than age 65 (136,
141, 142). Overall, significant injuries occur in
4–15% of falls, and 23–40% of injury-related
deaths in older adults are due to falls (133, 136,
137). Related injuries can range from minor
bruises or lacerations to wrist or hip fractures
(140–142). Falls are, in fact, the main risk factor
for fractures and are even more important than
decreased bone mineral density or osteoporosis
(80% of low-trauma fractures occur in people
who do not have osteoporosis and 95% of hip
fractures result from falls) (136, 143).
There is an extensive evidence base demonstrating that many falls can be prevented by
addressing a wide range of risk factors. These
factors include (132, 134–141, 144–148):
■ individual factors – such as age, gender,
ethnicity, poor education and low income;
■ health characteristics – such as postural
hypotension, chronic conditions, medication use, excessive alcohol use, low levels
of physical activity, insufficient sleep,
increased body mass index;
■ intrinsic capacity – such as declines in physical, emotional and cognitive capacity, and
difficulties with vision, balance and mobility;
■ environmental – such as inadequate housing (slippery flooring, dim lighting, obstacles and tripping hazards), poor stairway
design, uneven streets and footpaths, lack
of access to health and social services,
improper use of assistive devices, lack of
social interaction and community support,
inappropriate footwear.
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Intrinsic capacity and
functional ability
Until this point, this chapter has generally reflected the common epidemiological
approaches used to consider health in older age.
These focus on causes of mortality and disease,
and sometimes the multimorbidities that occur
among them. It has also considered underlying
physiological trends, as well as geriatric syndromes that are often not classified as disease or
disability and so fail to feature in lists of the most
significant disorders.
Viewed from the perspective of this
increased risk of disease, and considering the
major social changes and personal losses often
experienced during the second half of life, it
might be expected that this is a period of inexorable decline and misery. Yet this is not the case.
Multiple studies into trends in subjective wellbeing across the life course suggest that in many
countries overall satisfaction with life actually
increases in older age (149, 150). There may be
a range of explanations for this finding, but it is
likely to partly reflect the potential for recovery,
adaptation and psychosocial growth in older age.
However, these patterns are not universal,
and in some countries older people report worse
life satisfaction than younger adults. This highlights the role that environmental characteristics
have in enabling people to experience older age
in a positive way.
Furthermore, as described in Chapter 2,
broad assessments of functioning are far better
predictors of positive outcomes in older age than a
single disease or even the extent of multimorbidities. This report argues that it is this holistic perspective that provides the appropriate entry point
for a public-health response to population ageing.
Healthy Ageing frames this through the concepts of intrinsic capacity and functional ability.
The next part of this chapter explores how these
might be measured and what the data tell us
about how these attributes change across the life
course or vary among countries. Unfortunately,
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Intrinsic capacity across
the life course
The health characteristics and trends described
above combine and interact to determine an
older person’s intrinsic capacity. At present, most
information on intrinsic capacity comes from
research into the period of life when significant
losses in functioning are being experienced, often
through the measurement of activities of daily
living (ADLs) or instrumental activities of daily
living (IADLs). These measures can be useful in
identifying the need for social care, and in some
longitudinal studies for identifying the predictive value of individual conditions or groups of
conditions on functioning more broadly or on
future care dependence. The use of ADLs and
IADLs fits well with how systems are currently
designed. However, these measures are limited
to identifying people with serious losses of functioning. Furthermore, they generally assess performance in the real world, which implies some
consideration of an older person’s environment.
What is missing from this large body of evidence is guidance on the trajectory that may have
preceded these significant losses of function or
the factors that may have influenced it. As an
example of how this trajectory might be constructed, by drawing on data from SAGE we have
combined a range of measures, including physical
and cognitive assessments and biometric measures, to develop a single vector that summarizes

Fig. 3.16.

Changes in intrinsic capacity
across the life course
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data and the methods used to collect this are
limited. Disease-based surveillance and research
frequently do not collect useful information on
functioning, and there are no widely accepted
instruments for this purpose, although instruments do exist for measuring specific components of capacity, such as cognitive function or
severe limitations in capacity, such as the loss of
the ability to perform activities of daily living.
The following discussion, therefore, should be
viewed as an exploratory exercise in how this
significant gap might be filled.
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from the WHO Study on global AGEing and adult health (SAGE)
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the key domains of intrinsic capacity (Fig. 3.16)
(34). What this analysis showed is that for the six
countries studied, there was a gradual decline in
average capacity that extended across adult life.
Of course, for most individuals this decline will
not be smooth, but will comprise a range of intermittent setbacks and recoveries. But for the population as a whole, the average decline is gradual:
there is no age when most people suddenly have
less capacity and become old. Just as importantly,
the observed patterns of capacity are different
for each country. Measuring these more complex
assessments of capacity allows us to ask: why?
Fig. 3.17 shows the mean intrinsic capacity
of men and women at different ages in all countries in SAGE. The shading around the means
shows the range of capacity across all individuals
at these ages. Although there is a distinct trend
for intrinsic capacity to decline with age, there
are some exceptional individuals aged 80 years
or older who maintain intrinsic capacity at significantly higher than the mean level observed
in young adults. The figure also highlights the
fact that although capacity in early adulthood is,
on average, higher, there are some individuals
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Fig. 3.17.

Range and mean intrinsic capacity
of men and women in all countries
in SAGE
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Note: Higher scores indicate better health.
Source: (34).

during a person’s life course. Many of these
experiences are strongly influenced by personal
factors, such as the social position into which
someone was born (153). Fig. 1.1, Fig. 3.17 and
Fig. 3.18 thus reflect the powerful impact of
these social determinants on functioning in
older age.

Patterns of functioning in
countries at different levels of
socioeconomic development

40
20
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40
Male range, minimum
and maximum
Male mean
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100

Female range, minimum
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Female mean

Note: Data on physical and mental capacities were derived
from SAGE and a composite health score was calculated.
Higher scores indicate better health.
Source: (34).
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Fig. 3.18.

Composite health score

with very low levels. In high-income countries
it is likely that there would be significantly fewer
of these younger adults with marked limitations
in capacity (which thus explains the differences
between Fig. 3.17 and Fig. 1.1).
As suggested in Chapter 1, this wide distribution of intrinsic capacity across the life course
is not random. Fig. 3.18 uses aggregated SAGE
data to explore the relationship between the
vector of intrinsic capacity and socioeconomic
status. This demonstrates that intrinsic capacity
in someone with a low socioeconomic position
peaks at a far lower level than it does in someone with a higher socioeconomic position, and
this differential is maintained across the life
course. This is consistent with the longitudinal
data from the Australian Longitudinal Study on
Women’s Health shown in Fig. 1.19 (151).
What explains these patterns? Around 25%
of the diversity of intrinsic capacity in older age
is explained by genetic factors (152). The other
75% of this diversity is largely the result of the
cumulative impact of behaviours and exposures

These analyses are possible because of the
broad array of measures included in SAGE.
Unfortunately, this comprehensive information
is generally not available from population surveillance or even most research studies of older
people. For these purposes, simple instruments
are required that can be used in large samples
and that can distinguish between the intrinsic
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Fig. 3.19.

Health state by age, 2002–2004

10
Health state score

capacity of the individual and the influence of
the environment they live in (that is, their functional ability).
Although there are no generally accepted
instruments to measure these characteristics,
several instruments that have been developed
to estimate broad aspects of disability provide
a useful starting point for further analyses.
In the WHO World Health Survey conducted
during 2002–2004, a set of questions across eight
domains was used in each country to estimate
the health state (Fig. 3.19) (154). These measured difficulties engaging in work or household
activities, moving around, engaging in vigorous
activities, washing or dressing, maintaining general appearance, concentrating or remembering
things, learning a new task, maintaining personal
relationships or participating in the community
and dealing with conflicts. Thus, the health state
score can be considered to reflect some aspects
of both intrinsic capacity and functional ability.
However, unlike the measure used as the basis
for the analysis in Fig. 3.16, this instrument relies
on self-reported health status and includes no
biometric measures.
Fig. 3.19 shows the average scores for these
items across the life course and how these vary
among high-, middle- and low-income countries. The figure shows that in all but the lowincome countries, average functioning remains
relatively high until the age of 60 years, when an
underlying slow rate of decline accelerates. The
higher the level of socioeconomic development,
the later this acceleration tends to occur. Individuals in high-income OECD countries tend to
reach a slightly higher peak of functioning than
those in low- and middle-income countries, and
generally maintain this differential. This may
reflect better nutrition and more supportive
environments in high-income settings during
childhood that allow a higher peak of intrinsic
capacity to be achieved, while greater exposure
to stressors and higher burdens of disease in
low- and middle-income countries may result in
a more rapid decline with age.
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OECD: Organisation for Economic Co-operation and
Development.
Note: The variables used in the analysis were difficulties
engaging in work or household activities, moving around,
engaging in vigorous activities, washing or dressing, maintaining general appearance, concentrating or remembering
things, learning a new task, maintaining personal relationships or participating in the community and dealing with
conflicts. A higher score implies higher disability.
Source: (154).

Fig. 3.19 shows an unexpected late drop
for high-income OECD countries compared
with upper-middle-income countries. This may
reflect the absence of the most developed countries, such as Germany, the United Kingdom and
the United States, from this analysis because not
all questions were asked in all settings. The more
rapid decline in scores for high-income nonOECD countries may reflect particular epidemiological patterns in the Russian Federation.

Significant loss of functional
ability, and care dependence
The word dependence is widely used in relation
to ageing, although there is neither agreement on
what this term actually means nor whether it is
a positive or negative state (155). Thus, although
in economic discussions old-age dependence is
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Fig. 3.20.

Percentage of the population aged
65–74 years and aged 75 years
or older with a limitation in one
or more of five basic activities of
daily living (ADL), by country
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generally portrayed as a negative state resulting in the transfer of benefits from younger presumably more productive generations to older
ones, others have suggested that the relationship
between younger and older generations is better
conceptualized as a two-way interdependency
(156–158). In many Asian and other cultures
this interdependency is viewed as a fundamental social good (159).
This report therefore limits the use of the
term dependence to the concept of “care dependence”, which arises when functional ability has
fallen to a point where an individual is no longer
able to undertake the basic tasks that are necessary for daily life without the assistance of
others. It is a reflection of decrements in capacity that cannot be compensated for by other
aspects of the older person’s environments or the
use of available assistive devices. The provision
of this care increases functional ability to the
point where these basic tasks can be achieved.
Crucially, autonomy can be maintained despite
dependence on care if individuals retain the ability to make decisions on matters that affect them
and can direct the execution of these choices.
Care dependence has often been assessed
using instruments that determine when an individual requires assistance with ADLs. These
measure a range of basic domains of functioning,
including urinary and faecal continence, and the
ability to independently perform personal care
activities (such as tooth brushing), using the
toilet, feeding yourself, transferring (for example, moving to a chair), getting around the home,
dressing, walking upstairs and bathing. Unfortunately, several variations of these instruments
exist (for example, some require simple yes/no
responses, others use scaled responses). This
needs to be considered when making comparisons among studies or settings.
Fig. 3.20 summarizes information from
SHARE and SAGE on the prevalence among
older people of needing assistance with at least
one of five ADLs (eating, bathing, dressing, getting in and out of bed, using the toilet). The figure
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SAGE

20
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40 50 60
Percentage

65–74 years
65–74 years

70

80

90
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≥75 years

Note: The five basic ADL items included in the analysis were
eating, bathing, dressing, getting in and out of bed, and
using the toilet.
Sources: (16, 34).

shows there are marked differences among countries in the percentage of people requiring assistance with at least one basic ADL. It also clearly
demonstrates the impact of age, with those aged
65 years to 74 years having far less need for assistance than those aged 75 years or older.
The marked difference among countries at
the bottom of the list (where a higher percentage of
the population has a limitation) and those higher
on the list is likely to reflect both the economic
situation in different settings as well as differences in the instruments used (the five countries
at the bottom of the list are all from SAGE where
the threshold for a positive response may have
been lower). Furthermore, some of these varia-
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Fig. 3.21.

Percentage of the population aged
65–74 years and aged 75 years or
older with a limitation in one or
more instrumental activities of
daily living, by country
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Country

tions may be due to differing social expectations
(and hence reporting) in different cultures and
income settings. But it is likely that a significant proportion of these trends reflects genuine
underlying differences in intrinsic capacity. This
is important for two reasons. First, ADLs are
used in many settings as indicators of eligibility
for care services and they are likely to reflect a
significant need for care. This need for assistance
ranges from around 17% of people 75 years and
older in Switzerland to well over 40% of people
of the same age in Ghana, India, Mexico and the
Russian Federation. Many of the countries with
the highest need also have the least infrastructure and services in place to address this care
dependence and default to relying on families
to provide care. How this gap might start to be
filled is expanded on in Chapter 4.
But these dramatic variations also raise the
question: why? What are the factors that lead to
a 65–74-year-old in China being three times less
likely to require care than one in India? Why is a
65–74-year-old in Belgium almost twice as likely
to require care as someone of a similar age in
the neighbouring country of the Netherlands?
Assuming some of this variation reflects real
differences, identifying the answers can inform
how we might develop a better public-health
response to delay or avert this need.
Fig. 3.21 summarizes information about
IADLs from SHARE (these domains were not
considered in SAGE). The same increasing prevalence with age is seen, and the overall prevalence
is somewhat higher. These individuals might not
be care-dependent, but are at high risk of becoming so. In the approach this report proposes for
long-term care, these older people would be
potential recipients of interventions to improve
their capacity and avoid care dependence.
Because care dependency increases with age,
population ageing will dramatically increase the
proportion and number of people needing social
care in countries at all levels of development. This
will occur at the same time as the proportion of
people at younger ages who might be available to
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Note: These activities include difficulties using the telephone, taking medications, managing money, shopping for
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Source: (16).

provide this care will be falling, and the role of
women, who have until now been the main care
providers, is changing.

Key behaviours that
influence Healthy Ageing
Because most of the disease burden in older age
is due to noncommunicable diseases, risk factors for these conditions are important targets
for health promotion. Strategies to reduce the
burden of disability and mortality in older age
by enabling healthy behaviours and controlling
metabolic risk factors can therefore start early
in life and should continue across the life course
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(160). The risks associated with these behaviours
and metabolic risk factors continue into older
ages, although this relationship may attenuate (161–163). Strategies to reduce their impact
continue to be effective in older age, particularly for reducing hypertension (164), improving
nutrition (160, 165) and stopping smoking (166),
although evidence in advanced old age is limited. Furthermore, there is some evidence that
reducing exposure to cardiovascular risk factors
can also reduce the risk of at least some types of
dementia (167).
Yet despite this clear evidence of the importance of the need to continue to modify risk factors into older age, surveys of older populations
suggest that behaviours that put older people at
risk of cardiovascular diseases are widespread
(Fig. 3.22) (168). The great variation among
countries in the prevalence of these unhealthy
behaviours suggests that many opportunities
exist for intervention.
Moreover, there is growing evidence that
key health-related behaviours, such as engaging in physical activity and maintaining adequate nutrition, may exert powerful influences
on intrinsic capacity in older age that are quite
separate from their action in reducing the risk
of noncommunicable diseases. These broader
impacts on intrinsic capacity have been less well
Fig. 3.22.

researched, but may be central to strategies to
reverse or delay declines in capacity and even
conditions such as frailty. This section explores
in more detail the relationship between two of
these behaviours and functional ability.

Physical activity
Engaging in physical activity across the life
course has many benefits, including increasing
longevity. For example, a recent pooled analysis
of large longitudinal studies found that people
who engaged in 150 minutes per week of physical
activity at moderate intensity had a 31% reduction in mortality compared with those who were
less active. The benefit was greatest in those older
than 60 years (169).
Physical activity has multiple other benefits in older age. These include improving
physical and mental capacities (for example,
by maintaining muscle strength and cognitive function, reducing anxiety and depression, and improving self-esteem); preventing
disease and reducing risk (for example, of
coronary heart disease, diabetes and stroke);
and improving social outcomes (for example,
by increasing community involvement, and
maintaining social networks and intergenerational links).

Age-adjusted prevalence of physical inactivity in people aged 60 years and older, by
country
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These benefits can be substantial. For example, both cross-sectional and longitudinal studies have suggested there is a 50% reduction in
the relative risk of developing functional limitations among those reporting regular and at least
moderate-intensity physical activity (170, 171).
Randomized controlled trials have shown similar benefits (121, 170), and progressive resistance
training may give independent benefits (172).
Physical activity also appears to preserve, and
may even improve, cognitive function in people
without dementia (170, 173), reducing cognitive
decline by around one third (174).
In addition, physical activity protects against
some of the most important health conditions
in older age. Physical inactivity may account for
up to 20% of the population-attributable risk of
dementia, and it has been estimated that 10 million new cases globally might be avoided each
year if older adults met recommendations for
physical activity (175). Similarly, stroke causes
some of the greatest burden of disease in older
age, and moderate physical activity may reduce
the risk by 11–15%, and vigorous physical activity has even greater benefits, reducing the risk by
19–22% (176).
Yet despite the clear benefits of physical
activity, the proportion of the population meeting recommended levels falls with age, and analyses of data from SAGE and the WHO World
Health Survey suggest that around one third
of 70–79-year-olds and one half of people aged
80 years or older fail to meet basic WHO guidelines for physical activity in older age (177).
However, since the prevalence of inactivity
varies significantly among countries, this suggests that cultural and environmental factors
that may be amenable to change are likely to be
among the underlying drivers of these patterns.
Furthermore, interventions at both a programmatic level and at a broad population level appear
to be effective in improving levels of physical
activity (178). Interventions to promote muscle
strength and endurance have also been shown
to be effective (172).
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Essentially all domains of fitness – aerobic,
strength and neuromotor (balance) – are important for older populations. Yet it is prudent to
consider that strength and balance training
should precede aerobic exercise, with new evidence showing that progressive resistance training has favourable effects not only on muscular
strength, physical capacity and the risk of falls
(172) but also that its benefits extend to cardiovascular function, metabolism and coronary
risk factors (179) for those without or with cardiovascular disease. However, the benefits of aerobic physical activities, such as walking, which is
the main mode of aerobic exercise among older
adults, cannot be transferred to improving balance (180), have no effect on preventing falls (181,
182), and no clear benefit in relation to strength.
Therefore, it is logical and possibly safer to suggest that older adults whose mobility is compromised start by increasing their strength and
improving their balance before embarking on
aerobic training.

Nutrition
Ageing is accompanied by physiological changes
that can negatively impact nutritional status.
Sensory impairments, such as a decreased sense
of taste or smell, or both, may result in reduced
appetite. Poor oral health and dental problems
can lead to difficulty chewing, inflammation of
the gums and a monotonous diet that is poor in
quality, all of which increase the risk of malnutrition (183) (Box 3.4). Gastric acid secretion
may be impaired, leading to reduced absorption of iron and vitamin B12. The progressive
loss of vision and hearing, as well as osteoarthritis, may limit mobility and affect elderly
people’s ability to shop for food and prepare
meals. Along with these physiological changes,
ageing may also be associated with profound
psychosocial and environmental changes, such
as isolation, loneliness, depression and inadequate finances, which may also have significant
impacts on diet.
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Box 3.4. Oral health in older people
One crucial and often neglected area of Healthy
Ageing is oral health. This is particularly important in
relation to disadvantaged older people, regardless of
whether they live in developing or developed countries. Poor oral health can have a profound bearing on
general health and well-being, for example, through
its influence on nutrition. Moreover, the experience
of pain, and problems with eating, chewing, smiling
and communicating due to missing, discoloured or
damaged teeth have a major impact on functional
ability and older people’s daily lives.
Poor oral health among older people is reflected in
high levels of dental caries (or tooth decay), a high
prevalence of periodontal disease (or gum disease),
tooth loss, dry mouth and oral precancer or cancer.
Avoiding tooth loss is crucial for Healthy Ageing. Yet
the complete loss of natural teeth is highly prevalent
among older people all over the world, with severe
dental caries and advanced periodontal disease being
the major causes. Furthermore, although tooth loss is
declining in many high-income countries, and older
people are increasingly preserving their teeth in a
functional condition, tooth loss may be increasing in
low- and middle-income countries. This is reflected
in the prevalence of reported problems with the
mouth and teeth among older people ranging from
42% in low-income countries to 29% in high-income
countries (184).
The major chronic diseases and oral diseases have risk
factors in common. Unhealthy diets rich in sugars are
a cause of dental caries and in addition to poor oral
hygiene, periodontal disease is related to tobacco use,
excessive consumption of alcohol, obesity and diabetes. The use of tobacco or alcohol, or both, are the key
risk factors for oral cancer. Therefore, the prevention
of chronic and oral diseases can be strengthened by
integrating oral health into general health-promotion
activities. As for other determinants of intrinsic capacity, disadvantaged older people have an increased risk
of oral diseases, and they are largely underserved in
terms of dental care.

Combined, these trends increase the risk
of malnutrition in older age because although
energy needs decrease with age, the need for
most nutrients remains relatively unchanged.
Malnutrition in older age interacts with the
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underlying age-related changes described above,
often taking the form of reduced muscle and
bone mass, and increases the risk of frailty. Malnutrition has also been associated with diminished cognitive function, a diminished ability to
care for oneself, and a higher risk of becoming
care-dependent.
However, malnutrition in older age often
goes undiagnosed, and thorough assessments of
the global prevalence of the different forms of
malnutrition are limited. The evidence suggests
that worldwide a sizeable proportion of older
people may be affected by malnutrition.
A thorough nutritional assessment of older
people requires performing anthropometric
measurements, clinical biochemistry and dietary assessment. One study from the United
Kingdom using these comprehensive approaches
showed that the risk of protein–energy malnutrition was between 11% and 19%, and found that
it was accompanied by deficiencies of vitamins
C and D, and low levels of carotenoids (185). In
a study from the Philippines conducted among
older people living in the community, energy
intake was approximately 65% of the amount
required based on total energy expenditure (186).
A study from rural Malaysia identified problems
related to both undernutrition and overnutrition, as well as low levels of thiamin, riboflavin
and calcium (187). Furthermore, higher levels of
malnutrition (15–60%) have been documented
in many countries in older patients who are hospitalized, live in nursing homes or are in homecare programmes (188–191).
A questionnaire-based approach has been
used in several studies to provide a simple assessment of older patients in outpatient clinics, hospitals and nursing homes (192). A study among
older people living in rural areas of South India
used this approach and found that more than
60% of the participants had low protein–energy
intakes (192). A study from the Islamic Republic
of Iran revealed a 12% prevalence of malnutrition among older people, with higher prevalence
in lower socioeconomic groups (193).
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As with other aspects of geriatric care, the
management of malnutrition in older age needs
to be multidimensional. Various types of interventions are effective in reversing these patterns
of malnutrition, and have been shown to delay
care dependency, improve intrinsic capacity and
revert frail states (123). The nutrient density of
food should be improved, particularly that of vitamins and minerals, but energy and protein intake
are important targets. Individualized nutritional
counselling has been shown to improve the nutritional status of older people within 12 weeks (194).

Key environmental risks
Emergency situations
Functional ability is determined by the intrinsic
capacity of the individual, the relevant characteristics of their environment and the interaction
between them. The influence of the environment
may be particularly strong in the event of natural
or technological disasters and human-induced
conflict. Yet although responses to these events
typically prioritize assistance to vulnerable or
marginalized groups, the needs of older adults
are frequently overlooked. This occurs despite a
significantly elevated risk of death, injury, illness
and loss of function among older people that
may extend long after the event itself (195, 196).
This increased risk is reflected in data from
five major natural disasters that show more than
half of the deaths associated with these events
occurred among people aged 60 years and older.
For example, despite comprising only 23% of the
general population, 56% of those who lost their
lives during the 2011 Great East Japan earthquake were aged 65 and older (197). Furthermore, many of these deaths may have occurred
after the event itself, reflecting failings in the
emergency response.
The vulnerability of older people in emergency situations derives partly from the diminished intrinsic capacity generally associated with
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ageing and partly from a greater reliance on
environmental characteristics to maintain functional ability. As a consequence, mild deficits in
intrinsic capacity that had been compensated for
in various ways in an older person’s normal environment quickly become a major burden.
At a physiological level, older adults may
be more susceptible to dehydration, hypothermia and hyperthermia. Limitations in intrinsic
capacity may be exacerbated by malnutrition or
interrupted health care. Given the high prevalence of chronic disease and multimorbidity in
older adults, interruptions in health care and
access to essential medicines can have severe
and life-threatening consequences. Yet chronic
disease management is not typically part of the
health response to humanitarian emergencies.
Furthermore, older people may be more
susceptible to injuries and to communicable
diseases, both of which are common risks in
emergency situations. Mobility impairments
may restrict the ability of older people to evacuate or to gain access to water, food, essential
medicines and health services after a disaster.
Sensory impairments may limit their ability to
gain access to services or be aware of services
that may be available, and many may have lost
essential assistive devices, such as glasses or
hearing aids, during the event.
One reason for the failure to prioritize the
needs of older people during emergency situations may be that older people are often not visible
due to mobility limitations and social isolation.
For their needs to be identified and addressed,
those responsible for emergency response must
actively search for older people, and not assume
that they will be cared for by family. More fundamentally, all data collected in emergency situations should be disaggregated by age and sex.
However, it is wrong to assume that all older
people are vulnerable or helpless. During times
of disaster, many provide invaluable support to
their families and communities. Indeed, many
of those who volunteered during the response to
the 2011 earthquake in Japan were older people.
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Chapter 6 explores how the vulnerability of
older people can be reduced and how responses
in emergency situations can be better designed
to meet the needs of older people.

Elder abuse
Older adults frequently find themselves mistreated in various ways by people they trust, with
significant, lasting consequences. This is elder
abuse: “a single or repeated act, or lack of appropriate action, occurring within any relationship
where there is an expectation of trust, which
causes harm or distress to an older person” (198).
Elder abuse takes many forms including physical, sexual, psychological, emotional,
financial and material abuse, abandonment,
neglect and serious losses of dignity and respect.
It occurs both within and outside a caregiving
context – for example, between two spouses
with high functional ability, or at the hands of
an adult child who depends on the older person
for housing or financial security (199). But it is
distinct from interpersonal violence that is unre-

Table 3.1.

Risk factors for elder abuse and strength of evidence for the risk factor

Level
Individual (victim)

Individual (perpetrator)

Relationship

Community
Societal
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lated to close relationships, such as violent crime
occurring in the community.
Elder abuse has severe physical consequences, including pain, injury and even death;
psychological effects, such as stress and depression; and it increases the risk of nursing home
placement and hospitalization (200–204). These
impacts may be particularly significant in older
people who have reduced intrinsic capacity and
less resilience to cope with the physical and psychological injuries that may result from abuse.
Although rigorous data are limited, particularly from institutional contexts, a background
review commissioned for this report found
that the prevalence of elder abuse in high- or
middle-income countries ranged from 2.2% to
14% (205). According to the analysis, the most
common types included:
■ physical abuse (prevalence, 0.2–4.9%);
■ sexual abuse (prevalence, 0.04–0.82%);
■ psychological abuse, above a threshold for
frequency or severity (prevalence, 0.7–6.3%);
■ financial abuse (prevalence, 1.0–9.2%);
■ neglect (prevalence, 0.2–5.5%).

Risk factors
Gender: female
Age: older than 74 years
Dependence: significant disability
Poor physical health
Mental disorders: depression
Low income or socioeconomic status
Financial dependence
Race
Cognitive impairment
Social isolation
Mental disorders: depression
Substance abuse: alcohol and drug misuse
Dependence on the abused: financial, emotional, relational
Victim–perpetrator relationship
Living arrangement: victim lives alone with perpetrator
Marital status
Geographical location: socially isolated
Negative stereotypes about ageing
Cultural norms

Strength of evidence
Low–moderate
Low–moderate
Strong
Strong
Strong
Strong
Low–moderate
Low–moderate
Strong
Strong
Strong
Strong
Strong
Low–moderate
Strong
Low–moderate
Low–moderate
Insufficient data
Insufficient data
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Crucially, these rates exclude both older adults
with cognitive impairments and those living in
nursing homes or long-term care facilities. Yet
these groups may be at particular risk of abuse.
For example, one review found that psychological
abuse of older adults with dementia ranged from
28% to 62%, and physical abuse affected 3.5% to
23% of older adults with dementia (203).
Victims of elder abuse are more likely to be
female and to have a physical disability; be caredependent; have poor physical or mental health,
or both; have a low income; and lack social support (205, 206). The quality of close relationships
and shared living arrangements also appear to
affect risk. Family members who abuse older
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people are more likely to have mental health
issues, (for example, personality disorders) and
substance abuse disorders, than family members or caregivers who do not abuse. Abusers are
themselves often dependent on the abused person
(199, 206). Table 3.1 summarizes the strength of
the evidence for risk factors for elder abuse at
the level of the older person, the perpetrator, the
type of relationship between them, and community or societal factors. Although a publichealth response to elder abuse is hampered by
the almost complete absence of reliable evidence
on the effectiveness of prevention programmes,
Chapter 5 explores some of the options being
considered across sectors.
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Margaret, 61, Tanzania
Margaret, is a retired law enforcement officer, and struggled to adapt
to her financial and social status after retirement.
“I was married for 21 years until my husband died. I have four children,
three boys and one girl. They live in Dar es Salaam. I take care of my
three grandchildren on my own. It is very difficult. They have a lot of
needs and I do not have the money to support them. I get only a little
help from my children. Sometimes I skip meals so my grandchildren
can go to school, it is better for me to eat, but they should go to
school. Everything I have I direct to them.
When I was younger I had a good life with a monthly salary. I worked
as a prison officer and then as a police officer. I was in the police force
for 28 years. After I retired I had a lot of financial worries. I had to wait
six months to get my police pension and it was only a small amount of
money. I suffered from high blood pressure and depression because I
did not have enough money to survive. I was finding life so difficult I
stopped exercising because I was depressed and eating was a problem.
When you don’t work anymore people don’t visit – their concern and
attention goes away. I was very lonely and angry at everyone; I felt like
I was dying before I joined the active ageing association.
When I was a police officer I used to be in the netball team. I was
always physically fit. Now I am in a group I am exercising again. We do
exercise classes, basket weaving and playing games like cards. I have
learnt a lot of things about being healthy. …I am in much better health
now; I do not have depression anymore or high blood pressure. I am
also physically fit again. I find comfort in the group – I have company
so I am no longer lonely. I also get information about my rights. Now I
know that I should get free healthcare. I have learnt so much from the
group it has given me the light – the way forward.”
© Natalie Idehen / HelpAge International 2014
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Health systems
Introduction
Chapter 3 outlines the complex health-related changes that occur in older age.
Combined, these result in a general trend towards declining capacity with
age and the increasing likelihood of having more than one clinical condition
requiring ongoing monitoring or treatment. The marked heterogeneity in these
trends emphasizes the potential for interventions to improve health, particularly for those with the most marked declines in capacity. Ensuring access to
appropriate health services will be essential to overcoming these inequalities.
Yet today there are many barriers that limit the access of older people to health
services, particularly in lower-income countries and among disadvantaged people
in higher-income countries. Furthermore, when older people do have access, they
are often faced with services that are not designed to meet their needs.
This chapter outlines the common gaps in current systems and explores
the challenges to improving the quality of health care for older people. It then
describes in detail the kind of health system that can deliver comprehensive
and person-centred services to older populations, and the policy-level actions
that can enhance this transformation.
Evidence from low- and middle-income countries is often lacking, so much
of this discussion focuses on what is known from experiences in higher-income
countries. However, the lessons learnt from high-income settings are pertinent
to all countries.

Rising demand, barriers to use, poorly aligned services
Demand for health services
Because the health dynamics of older age are related to increased needs for
health care, it might be expected that increasing age would be associated with
increased health-care utilization. And given that the burden of disease and
declines in capacity are greater in low- and middle-income countries, it might
also be expected that this trend would be more marked in low-resource settings. However, evidence indicates there is a disconnect between health-care
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Fig. 4.1.

Percentage of respondents
reporting use of health services,
by age group and country
income levels
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Age group (years)

need and health-care utilization, both in these
settings and in disadvantaged subgroups of
older people in high-income settings. Fig. 4.1
uses data from the WHO World Health Survey
to display the association between age and selfreported use of inpatient and outpatient services
(1). In high-income countries, health-care utilization (particularly of inpatient care) appears to
increase with age.
Yet this trend is not so marked in middleincome countries, and in low-income countries
it disappears completely. This is consistent with
research from sub-Saharan Africa showing that
despite older people being in poorer health than
those in younger age groups, older people use
health services significantly less frequently (2, 3).
This suggests there is significant unmet need and
major service gaps in these settings. These patterns of utilization likely result from barriers to
access, a lack of appropriate services and the prioritization of services towards the acute needs of
younger people (and often it may be older people
themselves who are responsible for making such
decisions). These shortcomings are discussed in
the section Barriers to use.
Even though a general trend towards an
increase in demand for health (and long-term)
care with age is present at the population level
in high-income settings, the demand for health
care may be quite variable within these populations and among individuals. This is not simply
due to variations in health and functional status,
although these do influence health-care use (4).
Older people in high-income countries who
have chronic health conditions tend to use more
health care than those who do not have such conditions. Service use also rises with the number of
multimorbid conditions (5, 6), and people who
have both chronic conditions and functional
limitations use services the most (7).
But another key determinant of this diversity in health-care utilization is socioeconomic
status. Although the need for health care is likely
to be higher among disadvantaged individuals,
an analysis that included 12 European coun-
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tries found that among older adults with equal
levels of need, lower socioeconomic status was
associated with less frequent visits to medical
specialists and dentists, but the trend was less
apparent for hospitalizations and visits to general practitioners (8). Reduced access to health
care among disadvantaged older people has also
been observed in the United States (9). Even in
high-income settings, those in greatest need may
be those who use health services least.
Thus, although population ageing is likely to
be associated with increasing health needs, particularly in low- and middle-income countries,
the association with the demand for, and utilization of, health services is less clear-cut. Furthermore, both among and within nations, it is
likely that disadvantaged older people are caught
between their greater need for health care and
having less access to, or less use of, appropriate
services. In all countries, one key component of
a health-systems response to population ageing
must therefore be to breakdown the barriers that
limit health-care utilization by the older people
who need it.
Table 4.1.

Health systems

Barriers to use
The barriers that many older people face in accessing health care are summarized in Table 4.1,
which uses data from older people in the WHO
World Health Survey (1). In low- and lower-middle-income countries, the greatest barriers appear
to arise from the cost of the health-care visit and
transportation. In total, more than 60% of older
people in low-income countries did not access
health care because of the cost of the visit, they
did not have transportation, or they could not pay
for transportation. Transportation may be a particularly important issue for older people who live
in rural areas because services are often concentrated in large cities far from people’s homes and
communities (10). In contrast, in high-income
countries the greatest barriers reported by older
people appear to come from having been treated
badly by health-care professionals in the past or
older people perceiving themselves to be not sick
enough to seek health care.
In countries where older people or their families must pay out of pocket for their care, wealth is

Reasons given by adults aged 60 years or older for not accessing health-care services,
by countries’ income category

Reason for not accessing health-care
services
Could not afford the visit
No transport
Could not afford transport
Health-care provider’s equipment inadequate
Health-care provider’s skills inadequate
Previously treated badly
Did not know where to go
Was not sick enough
Tried but was denied health care
Other

Country income category (% of respondents)
High-income
15.7
12.1
8.7
11.2
19.0
23.8
12.2
21.5
20.0
43.8

Upper-middleincome

Lower-middleincome

Low-income

30.9a
19.3a
12.9a
10.5
8.3
8.7
9.7
31.8
16.2
22.5a

60.9a
20.7a
28.1a
14.1a
7.8
7.9
9.8
27.3
8.3
23.5a

60.2a
29.1a
33.0a
16.7a
13.1a
8.3
7.8
25.8
8.5a
13.9

Results are significantly different (P < 0.05) from those reported by adults younger than 60 years.
Source: (1).
a
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Fig. 4.2.

Sources of payment for outpatient
care (%), adults aged 50 years and
older in six countries, 2007–2010
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Fig. 4.3.

Percentage of adults aged 65 years
or older who had problems
accessing health-care services
during the past year due to their
cost, 11 countries, 2014
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a strong determinant of health-care use (4). Data
from SAGE, for example, showed that household
wealth played an important part in determining
health-care use among older Chinese and Ghanaians: the higher a person’s wealth quintile, the
more likely the person was to seek care (11). Of
note, these were precisely the same countries in
which respondents reported the greatest use of
out-of-pocket payments, as shown in Fig. 4.2.
Affordability barriers also affect high-income
countries, but can vary with the design of the health
system. Research from the Commonwealth Fund
(6), for example, shows that in the United States
almost 20% of older adults miss health-care treatments due to cost-related issues, but in France only
3% of older adults report this problem (Fig. 4.3).
Other widespread barriers to access may
arise from the failure of health services to
account for the limitations in capacity common
in older people. This occurs regardless of a country’s income category and includes barriers such
as a lack of accessible toilets, long queues for care,
physical barriers to access, and communication
barriers resulting from a lack of accessible infor-

Note: Because of the cost, respondents with a medical problem did not visit a doctor, missed a medical test or treatment
recommended by a doctor, did not fill out a prescription or
missed a dose of medicine, or a combination of these.
Source: (6).

Box 4.1. A priority pass card helps older
people access health services
in Kuwait
In 2012, Kuwait implemented a simple but effective
measure to improve the accessibility and delivery
of health services to older people: it distributed
a card granting priority access to older people to
both general walk-in clinics and appointment-based
chronic-disease management clinics. The Ministry of
Health launched a media campaign to announce the
introduction of the card, which was made available
through local primary health-care centres. More than
31 000 cards have been distributed, corresponding to
about 51% of the eligible population.
An initial survey revealed that card holders reported
dramatically reduced waiting times and spending
more time with their treating physicians. Some also
said that they felt special when using their card and
valued their preferential treatment as a sign of appreciation and respect.
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It is not uncommon for numerous health professionals to be involved in the care of any given
older person, especially in countries where there
is a good availability of medical specialists. For
example, in one survey of older adults across 11
high-income countries, 39% of respondents from

Percentage of adults aged
65 years or older who experienced
problems with the coordination of
their care during the past 2 years,
11 countries, 2014
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40
30
20
10
Germany

Norway

United States

Canada

Switzerland

Sweden

Australia

Netherlands

0
United Kingdom

Lack of coordination

Fig. 4.4.

New Zealand

Those older people who are able to access health
care will typically encounter a system that is not
designed to address their needs. Instead, health
services are often structured to diagnose and
cure time-limited health issues using a biomedically based approach that emphasizes finding
the problem and fixing it, which worked well
when acute conditions or communicable diseases were the priority. Historically, paying
attention to long-term health and functioning
have been less of a priority.
In contrast, the health and social needs of
ageing populations are typically complex and
long-term, spanning a range of areas of functioning, and waxing and waning over time. As
noted in Chapter 3, the risk of noncommunicable health conditions increases with age, and
comorbidity becomes the norm rather than the
exception. Chronic disease processes overlap
and intersect with the underlying ageing process
and ultimately impact on the intrinsic capacity
of the older person. These complex dynamics
require approaches that are different from those
developed to address more acute problems.

France

Systems designed for different
problems

Germany had seen four or more doctors during
the past year. Also, more than half of older adults
in the United States and about 40% of older people
in eight other high-income countries were taking
four or more medications regularly (6).
To be safe and effective, the involvement of
several health professionals and the use of multiple, potentially interacting interventions, necessitates a high degree of coordination over time,
both between health professionals and across
treatment levels and settings. Yet health systems often fall short in facilitating this coordination, leaving the burden on the older person
or their family to communicate relevant health
information when needed. Consequently, many
older people suffer from gaps in the coordination of their care. In the survey described in the
previous paragraph, up to 41% of respondents in
Germany reported having problems with care
coordination during the past 2 years (Fig. 4.4) (6).

Percentage

mation for people with hearing loss or visual
impairment, or both. Long waiting times and
waiting in a queue can be particularly challenging for older people with physical disabilities or
mobility restrictions, and for those with urinary
incontinence (12, 13). Several countries in subSaharan Africa and elsewhere have taken steps
to combat this problem, for example by reserving
times at clinics only for older people (Box 4.1).

Health systems

Note: Problems with care coordination included test results
or records not being available at the time of an appointment,
duplicate tests being ordered, receiving conflicting information from different doctors, a specialist lacking the patient’s
medical history or the regular doctor not being informed
about specialist care, or a combination of these.
Source: (6).
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Unprepared health workers

Health professionals are often unprepared to deal
with the health-care needs of older adults. Many
current training approaches were developed in
the 20th century, when acute infectious diseases
were the world’s most prevalent health problems
(14). As a result, health workers are trained primarily to identify and treat symptoms and conditions using an episodic approach to care.
This does not prepare them well for the holistic
perspective that has been shown to be most effective when caring for older people, or to controlling
and managing the consequences of chronic conditions in ways that fit with an older person’s priorities (15–17). Health workers are often trained to
respond to pressing health concerns, rather than
to proactively anticipate and counter changes in
function, and are rarely trained to work with older
people to ensure they can increase control over
their own health (14, 18, 19).
Furthermore, although most patients within
health systems are older, curricula frequently
overlook gerontological and geriatric knowledge
and training, and may lack guidance on managing common problems, such as multimorbidity
and frailty (20). For example, a survey of 36 countries found that 27% of medical schools did not
conduct any training in geriatric medicine: this
included 19% of schools in high-income countries,
43% of schools in economies in transition, and
38% of all schools in other countries (21). Moreover, medical trainees often fail to learn the sort
of comprehensive biopsychosocial approaches
necessary to treat older populations (22). Instead,
their training is biomedical and often compartmentalized according to their disease specialty.
These training deficiencies extend to other health
workers (19, 23). This gap is particularly important in low- and middle-income countries, where
these professionals are likely to form the front line
in engaging with older people (Box 4.2).
Improving knowledge and skills in geriatric care is thus crucial for all health professions.
This will require overcoming a widespread lack
of faculty, lack of funding, lack of time in curric94

ula that are already full, and the lack of recognition of the importance of geriatric training (19).
Furthermore, ensuring that health-care workers have skills and knowledge in geriatric care
will probably not be sufficient on its own. Most
health workers will also need competency in several nonmedical processes, including using shared
decision-making, implementing team-based care,
using information technology, and engaging in
continual quality improvement (26). They will
also need to be trained to overcome the ageist attitudes that are widespread in health-care settings.
Box 4.2. Ghana: harnessing the potential
of community health workers
Ghana has undertaken reforms to better meet the
needs of its rapidly ageing population (24). In 2010, it
released its National ageing policy: ageing with security
and dignity (25), and in 2011, it undertook a national
assessment of the health situation and health-systems
responses to ageing. The assessment identified significant treatment gaps and the need to better integrate the care of older people into existing health
services. Specifically, stakeholders proposed using
Ghana’s well-established community health worker
programme to meet the needs of its older population.
Community health workers are the backbone of the
Ghanaian health system, but before reform they
would systematically exclude older people from
their assessments of households’ health needs.
Successfully integrating an awareness of the issues
associated with ageing into their work will require
several components: training in Healthy Ageing issues;
developing protocols and job aids on ageing and
health; strengthening the links between communities and primary health-care providers; and defining
performance targets and monitoring achievements
within the overall programme. Efforts are underway
to implement this strategy.

Ageism within health care

Ageism within health care can take several forms,
including health-care workers having negative
attitudes towards older people or the ageing process, engaging in patronizing behaviour, failing
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to consult older people about their preferences
for care, and discouraging or restricting access
to otherwise-indicated medical interventions.
Ageist attitudes are widespread in many
societies and further reinforced during medical
education. Medical students are rarely trained to
handle the multiple and complex health issues
and priorities of older adults, or to understand
their priorities (22, 27). Textbooks often focus
almost exclusively on the problems of ageing
and underreport successes, which gives students
narrow views of the ageing process.
Some health-care workers believe that their
older clients are not capable of sharing in decision-making about their own care. Physicians in
many countries fail to initiate discussions with
older people about their care preferences (6), and
doctors may be more responsive, egalitarian,
patient, respectful and optimistic with younger
clients than with older clients (27, 28).
Older people may also suffer from healthcare rationing based on the notion that health
services are a limited resource and must be allocated to achieve the greatest good for the greatest number of people (29). Proponents of this
view argue that chronological age is an ethical,
objective and cost-effective criterion for allocating health care because older people have already
enjoyed life and have less future life to enjoy (29).
However, there are strong counter-arguments to these approaches, ranging from equitybased and rights-based perspectives to arguments
emphasizing that at any point in time older people
have made the greatest contributions to the socioeconomic development that allowed the services
to be created, so they should at least be entitled
to some of the benefits. But perhaps the greatest argument against the age-based rationing of
health care is the lack of a clear association between
chronological age and health. Prioritizing services
for someone aged 55 years who has multimorbidities and a limited life expectancy over services for
someone aged 70 years who is in good health and
has a longer life expectancy is not consistent with
the argument used to justify the age-based ration-
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ing of services. The rationing of health care based
on chronological age is simply an example of discrimination against older people (30, 31).

Economic impact of population
ageing on health systems
This report argues that investments in health
systems can yield significant dividends in the
health and well-being of older people. Key questions arise for policy-makers. Will the benefits of these investments be outweighed by the
health-care costs of a longer life? What overall
impact will population ageing have on healthcare expenditures?
For many reasons it is extremely difficult
to predict the impact that population ageing
will have on health-care expenditures. First,
although older age is generally associated with
an increased need for care, the link between the
need for care and utilization is weak. For example, despite the high burden of disease in lowincome settings, older people tend to use health
services significantly less often than younger
adults (2, 3). Even in high-income countries,
poorer older people, who generally have greater
needs, tend to use services less often than their
more financially secure peers (8, 9).
Even if these inequalities in demands for care
were overcome and overall demand increased to
better match needs, the link between age and
health-care expenditures is not linear. Indeed,
there is growing evidence from high-income
countries that starting at around age 70, healthcare expenditure per person falls significantly,
and expenditures made outside the traditional
health system increase (32–34).
For example, a recent analysis of expenditures
by the Torbay Care Trust in England found that
expenditures increased across all services as age
increased, but beyond a peak at ages 65–74 years,
expenditures fell for acute and elective admissions to hospital as well as for outpatient visits
(Fig. 4.5) (32). Although it is important to rule
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Fig. 4.5.

Annual cost of health-care
services, by age group and type
of service, Torbay (population,
145 000), England, 2010–2011
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out aged-based discrimination and rationing
of health services as the major factors underlying these findings, they suggest the possibility
that as population distributions move towards
increasingly older ages health-care expenditures
might actually fall. The findings also emphasize
the need for health care and long-term care systems to work in an integrated fashion to ensure
the delivery of efficient and effective care.
Furthermore, the link between age and healthcare costs is strongly influenced by the health
system itself. For example, one study of OECD
countries suggested that age-related increases in
cost are much higher in Canada and the United
States than in Spain and Sweden, with costs in
Australia, Japan and the United Kingdom lying
somewhere between (35). This is likely to reflect
different provider systems, incentives, approaches
to interventions in frail older people, and cultural
norms, particularly near the time of death.
Indeed, there is considerable evidence that
the time to death is a better predictor of health96

care expenditure than chronological age (36, 37).
For example, research from Australia and the
Netherlands estimated that around 10% of all
health-care expenditures reflect the cost of caring
for people during their last year of life, and that
these costs fall with increasing age (38, 39). In the
United States, around 22% of all medical costs
may be spent on patients during the last year of life
(40). The impact of time to death on expenditure
is partly driven by the complexity of health states
during this period, but it is also likely to reflect
cultural and medical norms. For example, costs
are likely to be higher when death in hospital is
the norm, although hospital admission may have
little impact on clinical course and is unlikely to
have benefits in terms of the well-being of those
using more intensive services (41).
Starting from the perspective of time to death
can lead to different predictive models for the
possible impact of future demographic changes
on health-care costs. For example, and somewhat
counterintuitively, although the population in
the United Kingdom has experienced significant
ageing that will continue for several years, the proportion of the population with less than 15 years
to live is actually falling and will continue to fall
for the foreseeable future (42). Because it is these
last years of life that are by far the greatest driver
of increasing health-care expenditures, the economic modelling of future costs needs to consider
these trends alongside changes in the proportion
of older people in a population. Doing so suggests
that the demographic changes being experienced
in the United Kingdom may have much more
modest influences on health care spending than
are commonly assumed.
Furthermore, rising life expectancy means
that the last years of life will increasingly occur
in advanced old age. Because this is an age group
among which health-service expenditures tend
to fall, enabling people to live long and healthy
lives may actually ease pressures on the inflation
of health-care costs (43).
One concern may be that interventions in
midlife might merely postpone expenditures to
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Table 4.2. Lessons learnt from countries’ experiences with care integration and coordination
Country

Key features of integration

Results

Australia: coordinated
care trials (48, 49)

Whole-of-population approach encompassed
improvements made to the access and delivery of primary health-care services and improvements in care
coordination for the community
–– Care coordination organized for those with
chronic and complex needs
–– Expanded use of information management and
technology
–– Creation of robust mechanisms to resolve
conflicts

–– Clients felt supported and less anxious
–– General practitioners had high
satisfaction
–– Emergency room visits were reduced as
were lengths of stay after interventions
–– Reduced referrals to community health
services

Brazil: case study,
incorporating topic
of ageing into the
national family health
programme (Box 4.9)

–– Home visits undertaken by a multidisciplinary
team composed of a doctor, a nurse and social
worker
–– Health workers were trained to assess frailty and
functioning
–– Strong referral links established with primary
health-care clinics

–– Results have not yet been documented

Canada (Quebec):
Program of Research to
Integrate Services for
the Maintenance
of Autonomy
(PRISMA) (50)

Coordination established between decision-makers
and managers
–– System had a single entry point
–– Used a case-management process
–– Developed individualized service plans and a
single assessment
–– Focused on clients’ functional autonomy
–– A computerized clinical chart was used for communicating among institutions to monitor clients

–– Increase in client satisfaction and
empowerment
–– Lower incidence of functional decline
–– Lower prevalence of unmet needs
–– Reduced number of emergency room
visits and hospitalizations
–– No increase in the number of consultations with health professionals or use of
home-care services
–– Improved the performance of the
system at no additional cost

Thailand: Friends
Help Friends project (Source: Ekachai
Piensriwatchara and
Puangpen Chanprasert,
Department of Health,
Ministry of Public
Health, Thailand, personal communication,
January 2015)

Long-term care led by the Ministry of Health
–– Supported informal caregivers who were providing long-term care
–– Informal caregivers and community volunteers
were formally engaged with the system and provided home visits and assessments of function
–– A health professional affiliated with a nearby
health centre provided supervision and logistical
support

–– Results have not yet been documented

England: case studies
(49, 51)

–– Implemented real integration: vertical (hospital to
home) and horizontal (multidisciplinary teams)
–– Programme targeted people in the community
who had complex needs
–– Multidisciplinary teams composed of care
coordinators, community nurses, occupational
therapists, physiotherapists and social workers
–– Funds were pooled rom National Health Service clinical commissioning groups and local
authorities

–– Increased staff motivation and received
positive evaluations from general
practitioners
–– Decreased waiting times for support for
long-term care
–– Reduced emergency admissions, bed
days and lengths of stay
–– There were fewer placements in residential homes
–– Improved the performance of the
system at no additional cost
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a later period in life and result in greater cumulative costs across an individual’s life course.
Although there is only limited research in this
field, this does not appear to be the case, with the
immediate benefits and the delayed costs appearing to balance out over time (44, 45). Furthermore, one study from the Netherlands (a country
with a comprehensive system of long-term care)
mirrors the trend noted above, with better health
in early older age resulting in lower hospital
expenditures during the remaining lifetime but
in higher expenditures for long-term care (46).
Combined, this patchy body of research in
high-income countries suggests that predicting
increases in health-care costs on the basis of population ageing is simplistic and unlikely to lead to
good policy decisions. This is reinforced by historical analyses, which suggest that ageing may be a
much smaller influence on growth in health-care
expenditures than several other factors. For example, research in the United States between 1940 and
1990 (a period of significantly faster growth in the
proportion of older people in the population than
has occurred since) found that ageing contributed
to only around 2% of the increase in health expenditures observed during that period (33). In comparison, technology-related changes in practice were
responsible for between 38% and 65% of growth,
increasing prices were responsible for between
11% and 22%, and growth in personal income was
responsible for between 5% and 23% (33). Similarly,
research on expenditures in France between 1992
and 2000 found the contribution of ageing to be relatively small, with the impact of changes in clinical
practice being almost four times as large (47).
In many low- and middle-income countries (and in some higher-income countries)
where utilization is much lower than should be
the case, given the health needs of older people,
services will be required to expand to meet the
needs of this segment of the population. However, the associated pressures on expenditures
are not associated with ageing so much as they
are with ensuring that the right to health of all
segments of the population is equitably met.
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Therefore, it seems reasonable to conclude
that having an increasing proportion of older
people in the population does not present a major
economic barrier to redesigning health systems
in the ways suggested in this report. Indeed,
given the likelihood that the approaches proposed are both more effective and more equitable, and that the coordination of care that lies at
their core has been shown to be no more expensive (Table 4.2), it seems reasonable to argue for
these changes from an economic perspective as
well as a Healthy Ageing perspective.
Box 4.3. In Karnataka state, India, oral
health is a priority
The oral health of older people is frequently overlooked,
despite its importance to nutrition and to declines in
capacity. The Indian state of Karnataka has taken important steps to address this issue: for the first time in the
country, in March 2014 oral health was integrated into
its national health policies. This reform is of particular
importance in India because most of its older population
is economically vulnerable and has poor access to oral
care, frequently resulting in the loss of teeth.
Karnataka has taken additional state-level action to
capitalize on this reform. The state government has
proposed providing dentures free of charge through
its 42 dental colleges; these services will be funded by
the Karnataka state government. The dental colleges
will be reimbursed for every denture that is delivered.
Community outreach to local villages will help identify
older adults who need dentures, and aim at encouraging
them to seek care at one of the dental colleges.
The results of this intervention still need to be determined, but this strategy highlights how all aspects
of older people’s health can be addressed by Healthy
Ageing policies, including the frequently forgotten area
of oral health. This also demonstrates how older people’s right to health – especially that of the most vulnerable in society – can be met through concerted action.
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Responses
The previous section illustrated that although the
world is experiencing a rapid transition towards
ageing populations, health systems generally have
not kept pace. Most health services around the world
have been designed around acute care models that
are poorly aligned with the dominant health issues of
older age. This failure in care is exacerbated by ageBox 4.4. What are Healthy Ageing
assessments and comprehensive
care plans?
A Healthy Ageing assessment considers multiple
domains of intrinsic capacity and the environments
in which people live. This assessment is completed as
soon as possible after people enter into contact with
health services. The likelihood of multiple health issues
occurring among older people frequently necessitates
the involvement of several generalist and specialist
health workers, and the social service sector. As such, the
assessment can be completed as a multistep process, if
needed, to ensure that all relevant parties are brought
into the conversation (52, 53).
Care plans are developed as part of this comprehensive
assessment. The plan includes the older person’s goals,
how they will be addressed, the roles that different sectors of the health and social system will have, and a plan
for follow-up and reassessment. Once the care plan has
been developed, it serves as a roadmap for unifying
actions and a ruler for measuring progress against the
older person’s goals and objectives.
Comprehensive care plans are collaborative. The initial
assessment and discussion involve the older person, key
family members, other decision-makers and the health
workers in charge of planning care. This discussion
should identify and clarify the needs and objectives of
the older person, as well as the health and social services
that might help them achieve their goals (54).
Comprehensive care plans are a key tool for reorienting
health systems towards care that is integrated and centred on older people. When used to their full potential,
they enhance integration between health-care and
social-care services, and facilitate coordination among
a range of different health services. Research has shown
that comprehensive care plans can improve both the
quality of care and health outcomes (17, 55).

Health systems

based discrimination and by ignorance of the priorities and needs of older people. New approaches are
needed to foster Healthy Ageing.
Evidence suggests that the best way to design
systems to better meet the needs of older people is
by placing them at the centre of service delivery.
Practically, this means that health care is organized around their needs and preferences, and
designed for integration across service levels and
types. This can overcome the disjointedness and
inefficiencies of many health systems and ensure
care is driven by an older person’s changing and
diverse needs rather than by the service structure.
Achieving these changes will require a shift
that extends well beyond clinic walls, and will
necessitate a re-evaluation of all aspects of the
health system (Box 4.3 and Box 4.4). The following sections describe how such systems can be
developed around the shared goal of optimizing
trajectories of intrinsic capacity (Fig. 4.6).
Fig. 4.6.

Designing health systems to
encourage Healthy Ageing
System alignment

Older-person-centred integrated care
lnterventions adapted to the individual
and their level of capacity

Goal: optimize trajectories of
intrinsic capacity

The goal: optimize trajectories of
intrinsic capacity
Health systems are needed that share the Healthy
Ageing goals of building and maintaining func99
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tional ability. However, within these goals, the
main role of health systems will be to optimize
trajectories of intrinsic capacity.
Evidence suggests that focusing primarily on older people’s intrinsic capacity is more
effective than prioritizing the management of
specific chronic diseases (15–17). This is not to
reject the worth of disease management, but
rather to underscore that it is an older person’s
physical and mental capacities that should be
the targets of, and entry points for, health interventions. Approaching older people through the
lens of intrinsic capacity and the environments
in which they live helps ensure that health services are oriented towards the outcomes that are
Fig. 4.7.

most relevant to their daily lives. It can also help
avoid unnecessary treatments, polypharmacy
and their side-effects (10, 56, 57).

Adapt interventions to individuals
and their levels of capacity
The second half of life is characterized by great
heterogeneity in trajectories of intrinsic capacity.
Yet within any population of older people, many
individuals will experience periods of high and
stable capacity, declining capacity, and a significant loss of capacity. Each of these three periods
requires different responses to be emphasized,
and these are summarized in Fig. 4.7.

Three common periods of intrinsic capacity in older age; risks and challenges, goals
and key responses of a health system

Period

High and stable capacity

Declining capacity

Significant loss of capacity

Risks and
challenges

Risk behaviours, emerging NCDs

Falling mobility, sarcopaenia, frailty,
cognitive impairment or dementia,
sensory impairments

Difficulty performing basic tasks, pain and
suffering caused by advanced chronic conditions

Goals

Build and maintain capacity and resilience
Reverse, stop or slow the loss of capacity
Compensate for loss of capacity

Responses

Reduce risk factors and encourage healthy
behaviours

Implement multicomponent
programmes delivered at primary
health-care level

Early detection and management of
chronic diseases

Treat the underlining causes of
declines in capacity

Build resilience through capacityenhancing behaviours, strengthening
personal skills and building relationships

Maintain muscle mass and bone density
through exercise and nutrition

NCDs: noncommunicable diseases.

100

Interventions to recover and maintain intrinsic
capacity
Care and support to compensate for losses in
capacity and ensure dignity
Rapid access to acute care
Palliative and end-of-life care
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People with high and stable capacity

For older people with high and stable levels of
capacity, the goal is to continue to build and
maintain these levels for as long as possible. The
emphasis will be on preventing disease and reducing risk, promoting capacity-enhancing behaviours, ensuring that acute problems are adequately
addressed, and detecting and managing chronic
noncommunicable diseases at an early stage.
Behaviours such as maintaining an
unhealthy diet, having a sedentary lifestyle, and
using tobacco increase the risk of a range of noncommunicable diseases well into older age, and
strategies to reduce their impact continue to be
effective (58–66). Behavioural interventions for
older people on this trajectory therefore focus
upon reducing these risks.
The early detection and treatment of noncommunicable diseases is another area in which
action can be taken during this period. The effective management of care for people with, or at
high risk for, cardiovascular disease, cancer,
chronic respiratory disease, diabetes and other
noncommunicable diseases can prevent the
accumulation of functional deficits, reduce the
need for hospitalization and costly high-technology interventions, and reduce premature deaths
(64, 65, 67). There is a range of effective interventions for preventing and controlling noncommunicable diseases, and many countries – mostly
high-income countries – have already achieved
major reductions in deaths from chronic disease
by implementing these interventions (68). Yet
more focused action and political commitments
are needed in many parts of the world, especially
in low-income and middle-income countries, to
close the gap for older people in the treatment
of chronic diseases (69). Guidance is available
for implementing interventions in low-resource
primary-care settings (70).
Particular attention needs to be paid to
hypertension, which is responsible for a significant proportion of cardiovascular disease,
associated declines in intrinsic capacity, and premature death. Yet it is possible to minimize these
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risks if hypertension is detected and treated at
an early stage. People with hypertension should
have an assessment of their total cardiovascular risk, including tests for diabetes mellitus
and other risk factors. Hypertension and diabetes are closely associated, and one cannot be
properly managed without giving attention to
the other (71). Evidence indicates that this totalrisk approach to treatment decision-making, as
opposed to decision-making based on the presence of any single risk factor, helps prevent the
use of unnecessary medications and, thus, their
side-effects (72).

People with declining capacity

As the underlying changes of ageing advance and
chronic diseases arise, intrinsic capacity starts to
decline. This process is complex and dynamic:
it may occur slowly as part of the ageing process or rapidly, particularly as a consequence
of a specific health condition or trauma. Intervening at this stage is essential because the process of becoming frail or care-dependent can be
delayed, slowed or even partly reversed by interventions targeted early in the process of functional decline (73–75).
Ensuring that people engage in healthy
behaviours remains crucial, but the focus broadens from reducing risk factors to encompassing
actions that can directly help maintain and reverse
losses in intrinsic capacity. For example, aerobic
exercise is important for preventing cardiovascular disease (76), but exercise that can help build
muscle mass, increase strength and improve balance becomes increasingly important as people
grow older (Chapter 3), especially among middleaged women who are at heightened risk for osteoporosis (77, 78). Nutritional advice also changes,
with the focus shifting to nutrient density, particularly to vitamins and micronutrients, although
calorie and protein intakes are also important
targets (Chapter 3) (79).
Effective interventions start with a comprehensive assessment of the intrinsic capacity of
the older person and its trajectory; the specific
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conditions, behaviours and risks that may influence this capacity in the future; and the person’s
environments. This Healthy Ageing assessment
provides the information needed to prioritize
and tailor interventions (Box 4.4). These can
inform multicomponent programmes, which
have been shown in primary health-care settings
to be effective in improving intrinsic capacity,
maintaining independent living and preventing
care dependency (80–83).
Box 4.5. Brain health across the life
course in Indonesia
The Indonesian Ministry of Health’s Centre of Health
and Intelligence, has recently implemented an initiative aimed at building cognitive resilience and functioning across the life course. The activities start early
in life and include:

■■ ensuring brain stimulation of and adequate
■■
■■
■■

■■

nutrition to the fetus during pregnancy;
ensuring sensory–motor stimulation in infants,
and using games and learning tools for cognitive
stimulation in toddlers;
optimizing the learning environment for schoolage children and teens;
providing health promotion activities for adults
that are targeted at encouraging healthy lifestyles, physical exercise, social activities and the
development of stress-management skills;
ensuring early detection of cognitive decline
or related degenerative or vascular disorders in
older adults.

The central tool used in this initiative is known as the
executive brain assessment. The tool assesses different competencies, emotional intelligence and cognitive function, and indicates which activities should
be offered to the person enrolled in the programme.
This initiative is notable in that it demonstrates a
life-course approach to building cognitive resilience
and resources, which are important in preventing and
delaying cognitive declines later in life. The Ministry of
Health has implemented the programme nationally.
Source: Trisa Wahyuni Putri, Centre of Health and Intelligence, Ministry of Health, Indonesia, personal communication, 24 September 2014.
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Because of their central importance, interventions to improve nutrition and encourage
physical exercise are likely to be included in most
multicomponent programmes (66). In particular, highly intensive strength training is the key
intervention necessary to prevent and reverse
frailty and sarcopenia; it also indirectly protects the brain against depression and cognitive
decline (Box 4.5) (84, 85). One systematic review
reported a 50% reduction in the relative risk of
developing functional limitations among people
aged 65–85 years who engaged in regular physical activity of at least moderate intensity (86).
Because a lack of strength is a major cause of falls
in people who are frail (87–89), strength training
can empower older people to maintain or regain
autonomy and independence.

People with a significant loss of capacity

Many people reach a point in older age where
they are no longer able to perform the basic tasks
necessary for day-to-day life without the assistance of others. This stage is characterized by
care dependency, which is primarily addressed
through long-term care systems (Chapter 5).
Nonetheless, health systems maintain important roles for people who have significant losses
in capacity, including providing ongoing management of disease, rehabilitation, and palliative
and end-of-life care. Health systems also need to
ensure that people have timely access to primary,
specialty and acute care when needed. There is
good evidence that specialist acute-care geriatric
wards deliver higher-quality care with shorter
lengths of stay and lower costs than general hospital care (54, 90, 91).
The integration of health-care and long-term
care services will be crucial to maintaining the
functional ability and dignity of older people
at this stage of life. Care coordination has been
shown to be beneficial, and care plans help prevent unnecessary hospital admissions, ensure
there are links with long-term care services, and
support people to remain at home (92).
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One option for delivering services for people
with a significant loss of capacity is through hospital-at-home services. These services involve a
team of health-care and long-term care professionals who provide treatment at home for people
who would otherwise be admitted to an acute care
hospital. Evidence has shown that these services
have high client and caregiver satisfaction, reduce
deaths and reduce readmission rates (93, 94).
Rehabilitation services are another crucial
component of health care at this stage. They
can help prevent permanent disability and care
dependency, and have been shown to reduce
avoidable hospital admissions and delayed discharges (92). Acute hospitals must play their
part in ensuring adequate inpatient rehabilitation, but most rehabilitation services can be
provided outside hospital settings, in communities or at home (85).
Palliative and end-of-life care strive to ensure
that people with advanced illness are treated with
dignity and respect, and according to their needs
and wishes (Box 5.8). Key health-care functions
for these types of care are communicating accurate information about treatment and prognosis,
initiating advanced care planning, and managing pain and symptoms. The availability and use
of analgesics – opioid and nonopioid – is important to minimize suffering. However, social support is also crucial during this last stage of life,
and health systems need to encourage and enable
this, even within hospital settings.
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Implement older-person-centred and
integrated care
Evidence suggests that older-person-centred and
integrated care is the best approach for implementing this complex spectrum of interventions
across older people’s lives (95–98). Care that is
centred on older people is grounded in the perspective that older people are more than vessels
of their disorders or health conditions. They are
individuals with unique experiences, needs and
preferences. Also, they are seen in the context of
their daily lives, as part of a family and a community. In contrast to ageist attitudes, their dignity and autonomy are respected and embraced
in a culture of shared decision-making.
At the level of clinical care, integrated care
refers to services that span the care continuum,
are integrated within and among the different
levels and sites of care within the health-care
and long-term care systems (including within
the home), and are offered according to people’s
needs throughout the life course (99). From the
perspective of the client, integrated care is seamless across diseases, settings and time. Important clinical-level elements of designing care for
older people with chronic and multiple conditions include using Healthy Ageing assessments,
engaging in care planning and providing a single
point of entry (Table 4.3) (48, 50, 51, 100).
The importance of integration is emphasized
by the WHO global strategy on people-centred

Table 4.3. Conventional care versus older-person-centred and integrated care
Conventional care
Focuses on a health condition (or conditions)
Goal is disease management or cure
Older person is regarded as a passive recipient of care
Care is fragmented across conditions, health workers, settings
and life course
Links with health care and long-term care are limited or
non-existent
Ageing is considered to be a pathological state

Older-person-centred and integrated care
Focuses on people and their goals
Goal is maximizing intrinsic capacity
Older person is an active participant in care planning and
self-management
Care is integrated across conditions, health workers, settings
and life course
Links with health care and long-term care exist and are strong
Ageing is considered to be a normal and valued part of the
life course
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and integrated health services (99). The strategy calls for shifting the way health services are
funded, managed and delivered, and proposes
five interdependent strategic directions that
need to be adopted for health services to become
more people-centred and integrated. However,
for each specific context, the exact mix of strategies that will be used needs to be designed and
developed, taking into account local contexts,
values and preferences (99).
This section presents the key elements of the
strategy that are most relevant to older people’s
health. Integration can occur at the level of the
health-care organization and the community, and
at the broader levels of policies, financing mechanisms and shared governance structures (101).
But integration between primary health care and
all other levels and settings of care is crucial (102).
Only a few countries have implemented integrated care for older people and evaluated its use
in their health systems. The limited amount of
documented research suggests a diverse range of
approaches can have benefits in terms of satisfaction, intrinsic capacity and reduced hospitalizations (Table 4.2).
Because systems around the world are so
different, no single organizational model can be
applied universally to integrate care (49). However, evidence suggests that integration can be
best achieved by bringing services together to
meet the needs of older people using a personcentred approach and by placing strong emphasis
on case management, support for self-management and support for ageing in place (by providing community-based care). These approaches
are outlined below.

Implement case management: one goal,
one assessment, one care plan

A strong case-management system is one in which
individual needs are assessed, a comprehensive
care plan is developed (Box 4.4), and services are
managed and driven towards the single goal of
maintaining functional ability (103). Case man-
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Box 4.6. Individualized care plans for
older people living in slum areas
in Rio de Janeiro, Brazil
In 2012, the Centre for Study and Research on Ageing
in Brazil piloted a new project in the Rio de Janeiro
neighbourhood of Rocinha, Brazil’s largest slum, with
a simple yet ambitious goal: to provide adequate
health care to frail older people. From the beginning, the centre’s interdisciplinary team collaborated
closely with three family health clinics in Rocinha.
The clinics’ staff received initial training in geriatrics,
and started referring older people to the centre using
standardized selection criteria and screening questions. People who were referred to the centre were
offered a comprehensive multidimensional geriatric
assessment, resulting in an individualized care plan.
This plan was sent to the person’s health clinic, which
could contact the centre at any time for discussion
or clarification. After 4–5 months, the older person
returned to the centre for a follow-up evaluation.
During the 1-year pilot phase, almost 3000 appointments resulted in more than 350 older people receiving individual care plans. An initial evaluation of the
programme demonstrated high levels of adherence
by clients in the areas of medication and nutrition;
recommendations regarding physical exercise and
environmental changes were followed by about half
of those who had an individual care plan. Over the
course of the pilot phase, additional clinics joined
the programme, and the centre now accepts referrals
from public-health clinics throughout the whole state
of Rio de Janeiro.
Since 2014, the centre has offered a broader range of
support services to health clinics and their patients,
including referrals to various specialists (dentists,
nutritionists, speech therapists, occupational therapists and physiotherapists), cognitive assessments,
support groups for family caregivers, and workshops
about issues such as preventing falls and ensuring
adequate nutrition.

agement generally translates into a single point of
entry and coordination via a case manager who
helps with assessment, shares information, and
coordinates services across multiple health workers and care settings (49).
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Systematic reviews have reported that case
management improves intrinsic capacity, different aspects of medication management and the
use of community services (16). It also improves
health outcomes for frail older people (16, 17)
and has clinical benefits for several chronic illnesses (104). Box 4.6 also shows that it is achievable in resource-poor settings.
Healthy Ageing assessments and care plans
can be particularly effective in three situations.
For people with multimorbidity, they can facilitate clinical management across different providers and unite them around one goal (105).
For people admitted to inpatient hospital care,
they can help to reduce the risks and prevent the
harms of hospitalization and can facilitate successful discharge back home (54). And for people
discharged from hospitals to long-term care programmes, they can ensure that the necessary
follow-up occurs and links are made between
health care and social care services (105).
Regular and sustained follow-up of older
people is part of most case-management
approaches. It promotes early detection of complications or changes in functional status, thus
preventing unnecessary emergencies and related
inefficiencies. It also provides a forum for monitoring progress against the care plan and a means
for providing additional support as needed.

Provide systematic support for
self-management

Offering support for self-management is another
tool for providing person-centred and integrated
care to older adults (106, 107). It consists of providing them with the information, skills and
tools that they need to manage their health conditions, prevent complications, maximize their
intrinsic capacity and maintain their quality of
life. This does not imply that older adults will be
expected to “go it alone” or that unreasonable
or excessive demands will be placed on them.
It does, however, recognize their autonomy and
abilities to direct their own care in consultation
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and partnership with health-care professionals,
their own families and other caregivers.
The Chronic Disease Self-Management Program (108) is the most extensively researched programme for providing self-management support to
older people. Working with groups of older people,
laypeople provide training in management of cognitive symptoms, advice on methods for managing negative emotions, and they also discuss topics
such as medications, diet, fatigue and how to interact productively with health-care workers. Layleaders teach the courses in an interactive manner
designed to enhance participants’ confidence in
their abilities to execute specific self-care tasks. The
goal is not to provide disease-specific content, but
rather to use interactive exercises to build self-efficacy and other skills that will help participants live
actively. A vital element is exchange and discussion
among participants and with peer leaders.
Chronic disease self-management programmes have been shown to improve a wide
range of outcomes among older adults. Improvements have been observed in levels of physical
activity (109–111), self-care (109), chronic pain
(112), and self-efficacy (109–112). Nonetheless,
the magnitude of measured improvements is
generally small, and longer-term outcomes have
not been well documented (113). In addition,
most of the research has not taken into account
older people who leave the programmes (113).
Older people’s participation in communitybased self-management programmes is generally
low, and those who do participate tend to be in
better physical health (114). These findings point
to the need for proactive outreach to community-dwelling older people, as well as the need for
additional formats to support self-management
that have fewer physical barriers to participation.
Although not as extensively researched, routine health-care visits provide excellent opportunities to build and reinforce self-management
skills. In this context, successful self-management
is not a standalone activity, but rather an ongoing
opportunity to encourage older people and their
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caregivers to take part in shared decision-making
and to share responsibility for the older person’s
health and well-being. Various clinical models
have been developed to guide these interactions
(115–117). Telephone or Internet-based self-management programmes offer other options.

Support ageing in place

Older people often identify a preference for growing old in their own homes or at least within the
communities where they live (118–120). This
allows them to maintain the relationships and
community networks that can foster well-being
and act as resources in times of adversity. Although
the focus of ageing in place has frequently been on
ensuring appropriate and affordable housing and
age-friendly built environments, as well as providing instrumental support, health services also
have an important role to play by providing care
that reaches people where they live. Thus, models
of care will need to be reoriented towards prioritizing primary care and community-based care.
This encompasses a shift from inpatient care to
ambulatory and outpatient care, to more homebased interventions, community engagement and
a fully integrated referral system (99).
Several approaches may be effective. For
example, home visits delivered by health professionals in the context of community-based
programmes have been shown to have positive
effects (80, 121), although the measured benefits
have been variable across studies and outcome
indicators. In 2014, a review of 64 randomized
trials found that home-based visits were effective
when they included multidimensional assessments and five or more visits (122). The greatest
overall effects were made in reducing the number
of visits to emergency departments, hospital
admissions, the length of stay, the number of falls,
and improving physical functioning (122). To be
maximally effective, home-based services must
be complemented by strong links with primary
health-care services, include scheduled followup, and target people at low risk of death (123).
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Box 4.7. Ageing in place: the role of
community health workers
Evidence and experience suggest that community
health workers in low- and middle-income countries
could be important resources for promoting Healthy
Ageing in place.
In WHO’s African Region, community health programmes are the backbone of the health systems.
Community health workers have become key to ensuring that primary health-care services meet the needs
of the community, particularly with regard to maternal
and child health, and their effectiveness is reflected in
reductions in mortality among mothers and children.
Interest has grown in potentially developing the roles
of community health workers to help control chronic
noncommunicable diseases. As the sole primary-care
provider offering community outreach, these health
workers are ideally situated to implement age-appropriate care for older people, case-finding (that is, identifying frail or dependent older people in the community
who have not sought help at the health facility) and
home-based assessment and intervention (127, 128).
Home visits delivered in the context of communitybased programmes for older people are included in
national policies in several high-income countries,
including Australia, Denmark and the United Kingdom. These programmes aim to delay or prevent
functional decline, care dependence and subsequent
nursing home admissions by providing primary preventive measures (for example, immunizations and
exercise), secondary measures (for example, detecting untreated problems) and tertiary prevention
(for example, improving medication use). Although
evaluations have suggested that some of these programmes have been effective, uncertainty remains
about whether they can prevent functional decline,
which programme components are effective, and
which populations are most likely to benefit (127, 129).

Home-based physical-activity interventions
for older people have also shown some promising results (124). Providing physical-activity
interventions in people’s homes addresses barriers to exercise that older adults commonly face: it
removes the transportation barrier and makes it
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easier to integrate physical activity into daily life
(125, 126). Home-based physical-activity interventions are most accessible when they do not
require a physician’s referral.
Community outreach and case-finding are
other important aspects that facilitate ageing
in place. These services can reach older people
who do not present to health centres, and can
facilitate the identification, monitoring and support of older people who need health services.
Community health workers hold promise for
fulfilling many of these functions in low- and
middle-income countries (Box 4.7).
At the population level, the health sector
can also be involved in designing and implementing other programmes to foster Healthy
Ageing, for example by advising on the design
of physical-activity programmes that are appropriate for older people.

Align health systems
Well-aligned health systems can enable the provision of older-person-centred and integrated
care. WHO has identified areas that need to
be focused on to build strong (or well-aligned)
health systems (121); they include service delivery; human resources; health infrastructure,
including products, vaccines and appropriate
technologies; information and data services;
leadership and governance; and financing. This
section will explore the actions that can be taken
in these areas to promote integrated and personcentred care for ageing populations (130).

Service delivery: creating age-friendly
health infrastructure

In addition to creating systems that deliver the
interventions that are important for older people,
primary health services should be located close to
where they live, and priority for services should
be given to vulnerable groups and underserved
areas (131). This is important generally, but especially for older people. Distances to health cen-
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tres that might be reasonable for the general
population can be insurmountable for older
people with significant impairments; accessible
and affordable public transportation is a related
consideration (Chapter 6) (132). Specialist health
services are likely to be more centrally located,
and thus may entail longer travel distances. In
these cases, it is essential that age-friendly and
affordable transportation options are available.
Across all service settings, the physical infrastructure of health centres and hospitals can be
designed in an age-friendly manner. This might
include elevators, escalators, ramps, doorways
and passages that are accessible to an individual
with significant loss of physical capacity or who
uses a wheelchair, suitable stairs (not too high or
steep) with hand railings, nonslip flooring, rest
areas with comfortable seating, and signs that
are large, clear and well lit (132). Age-friendly
procedures could be put in place (for example,
clinics could offer times specifically tailored to
older people, or preferential queuing) (Box 4.1),
and all staff, including porters and office staff,
could receive training in how to help make services more age-friendly.

Human resources: transforming the
workforce

WHO defines the health workforce as, “all
people engaged in actions whose primary intent
is to enhance health” (133). This includes various health professionals from the public and private sectors, as well as all other support workers
whose main function relates to delivering or
supporting the provision of health promotion
activities, and preventive, curative, rehabilitative
and palliative care.
Transforming the workforce to respond to
the priorities of the 21st century requires a broad
coalition of health-care and long-term care
workers to collaborate with community partners, older people and their families. The services they provide should be responsive to the
future needs and expectations of older people.
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To achieve this, health professionals of all types
must have the right competencies, but they also
must operate in environments that make the best
use of these talents. This will require that they be
organized into multidisciplinary teams and have
access to tools to help them provide good-quality
integrated care that extends beyond the realm of
health facilities to include home care (Box 7.1).
To fill the roles needed, health workers will
require several key competencies. They need to be
able to perform basic screening to assess functioning, including vision, hearing, cognition, nutritional status and oral health (Box 4.3), and they
need to be able to manage health conditions that
are common in older people, such as frailty, osteoporosis and arthritis. They should understand
how depression, dementia and harmful alcohol use
typically manifest in older people, and they should
know how to identify neglect or abuse. Additionally, health workers should be able to conduct
Healthy Ageing assessments and plan care because
these are key tools for implementing older-personcentred and integrated care. Beyond these specific
competencies, health workers need more general competencies in communication, teamwork,
information technology and public health.
Equivalent changes will need to be made to
preservice training models for the workforce;
these models have generally not kept pace with
the rapid epidemiological and demographic transitions that are underway. Changes to preservice
training might include adopting competencybased curricula that include the competencies
mentioned above, promoting interprofessional
education, and expanding training from academic centres into primary-care settings and
communities (14). The capacity of educational
institutions might need to be developed to make
it possible for them to reach established standards (134). WHO’s guidelines on transforming
and scaling-up health professionals’ education
and training present key recommendations for
expanding and reforming education and training to increase the quantity, quality and relevance of health professionals (135). It is equally
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important to foster skills that allow closer integration of health and social services.
For existing staff, in-service training and continuing professional development are essential for
consolidating knowledge and upgrading skills.
Proven approaches for consolidating new skills
include providing ongoing support and supervision for staff, and ensuring that generalists and
geriatric specialists engage in joint consultations.
Beyond training, health workers need to be
deployed in a manner that is consistent with the
objective of delivering older-person-centred and
integrated care, and multidisciplinary teams are
an essential part of this process. Multidisciplinary teams share responsibility and accountability for clinical processes and care outcomes both
for individuals and across defined populations.
To succeed, teams must meet regularly, share
information, explicitly define clinical roles and
perform complementary yet coordinated functions for the same people and populations (136).
Teams may be found within the same clinic or
setting, but may also be formed across multiple
settings; they may be connected by information
and communication technologies (ICT) and
supported by occasional face-to-face meetings.
The specific mix of skills needed on multidisciplinary teams depends on the staff within the
health system and their defined scopes of practice. That being said, nurses have been shown to be
central to providing integrated care. The involvement of, or leadership by, appropriately trained
nurses or other health workers who may complement physicians in key functions (such as assessment, treatment management, self-management
support and follow-up) has been shown repeatedly to improve health workers’ adherence to
guidelines and patients’ satisfaction, clinical and
health status, and use of health services (137–139).
Other core team members ideally would
include a general practitioner, a social worker, a
community-based worker and a geriatrician for
consultation and support. Further team members could include pharmacists, dietitians, rehabilitation therapists and psychologists, to name
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only some of the possible professionals who
might be involved. Finally, lay health workers,
sometimes known as expert patients, can share
knowledge and experience with other patients
who share a common illness.
In anticipating future demand, innovations
are needed in defining the educational requirements, competencies and career pathways for
the new types of health workers necessary to
respond to future needs. For example, designated care coordinators, who might be from one
of the professional groups listed above or from
another professional background, could oversee
the comprehensive care plan. In many low- and
middle-income settings, associate clinicians (for
example, clinical officers, health officers or medical assistants) have emerged as a new category in
response to shortages in health workforces and
challenges in retaining staff in rural and underserved areas (137, 140–142).
Finally, although this report emphasizes
that the needs of older people will be best met
if all professionals receive adequate training in
geriatrics, this cannot be achieved without a
critical mass of specialist geriatric expertise or
the availability of geriatricians to see and treat
complex cases. In many countries, there are startlingly low numbers of geriatricians, and many
more will be needed merely to meet current
needs. Furthermore, a much stronger academic
base will be required to identify the most effective interventions and services. Although not all
health services will need academic geriatric units
and specialists, these will be crucial in building
evidence and in raising the status of a field that
is often perceived as unattractive.

Health information systems and eHealth:
investments are key

Using ICT in health care, or eHealth, will be a
critical tool for transforming health systems
and services to deliver person-centred and integrated care that is appropriate to older people
and aligned with the Healthy Ageing agenda. The
strategic use of ICT will be essential to improv-
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ing the functional ability of future generations,
integrating and managing the care of older persons, assessing the impact of interventions and
ensuring accountability for services provided.
Advances in ICT are being used worldwide to
improve access to, and the quality and safety of,
health care, as well as to ensure the cost effectiveness of health-service delivery (143). In the European Union, for example, the introduction of ICT
and telemedicine is estimated to have improved
the efficiency of health care by 20% (144). In many
countries today, eHealth is changing how health
care is delivered and how health systems work.
Electronic health records and related healthinformation systems can capture, organize and
share information about individual clients and
clinical populations to help identify older people’s
needs, plan their care over time, monitor responses
to treatment and assess health outcomes. They can
also facilitate collaboration between health workers and between health-care teams and their clients, who may be located in diverse settings or
geographical locations. Health services such as telemedicine and remote consultation allow clients to
have access to diagnostic and therapeutic expertise
that might otherwise not be available locally. In
many ways, ICT has become fundamental to the
effective management of chronic diseases and the
implementation of care by multidisciplinary teams.
ICT is also used in a range of settings to make
up-to-date knowledge more easily accessible
and help health workers provide safe evidencebased care. For example, automated reminders,
prompts and warnings incorporated into clinical health-records systems can assist personnel
in meeting quality standards and systematically
documenting the results of diagnostic tests and
the care delivered.
Increasingly, eHealth is employed to improve
the quality of life of older people. For example, it
is used to link older people living at home with
their health-care team, as well as with community and social services, to combat their loneliness and isolation, support independence and
facilitate the self-management of their conditions.
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Research is underway on the use of ICT by
older people to monitor their health. For example, wearable devices could be used to collect
information on their physical activity, diet and
measures of capacity, such as gait speed.
Research on the genetic determinants of
capacity in older people and biomarkers of early
decline aims to allow personalized advice to be
given to people at a much earlier stage than is
now possible. Information systems need to be
developed in ways that can fully utilize the benefits of these innovations.
The usefulness of health information systems also extends more broadly to include monitoring, evaluation and planning at the policy
level, and to improve the care of older people,
ideally across health-care and long-term care
systems. However, for these uses to be realized,
common indicators must be broadly agreed
and consistently used. Indicators of underlying causes and domains of functional capacity
– such as undernutrition, mobility impairment,
cognitive impairment and sensory impairments
– must be defined and operationalized, and
routinely assessed in older age groups. Various
instruments for capturing functional capacity
may provide useful starting points for developing indicators across health-care and social-care
systems (145–147).

Medical products, vaccines and
technologies: ensuring access

Medical products, essential medicines and health
technologies are indispensable to helping older
people remain healthy, active and independent
as long as possible.
Medications for older people need to be
safe, properly prescribed, available and accessible; yet achieving these goals is a significant
challenge for most health systems. Older people
take more medications than younger people, and
they often take several medications at the same
time (known as polypharmacy). In addition, as
the body ages, the effects of medications also
change, and medication mismanagement can
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increase with age. Therefore, improving the use
of medicines in older people, including implementing appropriate prescribing, is an area that
requires urgent attention (Box 4.8).
Countries can consider taking action on
several fronts. For example, guidelines for
appropriate prescribing might be needed, and
programmes to ensure free access to essential
medicines for older people may be of additional
benefit. Brazil, for example, improved access to
medications by offering a free supply of five essenBox 4.8. Australia: involving pharmacists
in integrated care to tackle
medication-related problems
In Australia, older people at heightened risk for
medication-related problems are helped by a Home
Medicines Review service that uses pharmacists to
prevent, detect and resolve issues. The service consists of the following steps.
1. General practitioners identify at-risk older
people using standard criteria, for example
those who take five or more medications or
those who take a medication with a narrow therapeutic window, which must be administered
with great care and control to avoid adverse
effects. These older people are referred to their
preferred community pharmacy.
2. A pharmacist interviews the older person, usually at home, to obtain a comprehensive medication profile.
3. The pharmacist prepares a written report documenting the findings and recommendations;
this is sent to the person’s general practitioner.
4. The general practitioner and the older person
agree on a medication management plan
based on the report.
This service represents a key component of Australia’s
National Medicines Policy, which aims to ensure that
medicines are used safely and effectively. Since 2001,
more than 620 000 medication reviews have been
conducted across the country. The results of an evaluation indicate that the reviews optimize prescribing
for older people and thereby prevent unnecessary
adverse effects (148).

Chapter 4

tial medicines to older adults receiving treatment
through its public-health system; medicines for
chronic diseases are freely distributed to older
people through the public-health services and
the national family health programme (149).
Essential medicines lists likely need to
be reoriented to the health dynamics of older
people. For example, food supplements, vitamins
and micronutrients are not normally included
in these lists, yet they deserve consideration for
inclusion due to their impact on older people’s
functioning. Other conditions, such as dementia and sarcopenia, do not yet have a strong evidence base for pharmacological management,
and so more research is needed before including
medications to manage these disorders (150).
Ensuring access to assistive health technologies is another important area where action can
be taken within this domain. These technologies
can help older people maintain their ability in
the face of declines in capacity; they can improve
well-being and quality of life; they can reduce
falls and hospitalizations; and they can lessen
worries for older people and their families (151).
Integrating health-technology products and services into national health and ageing policies
would help ensure equity and provide the necessary policy and regulatory environments that
are conducive to increasing access to these technologies. Financial schemes for purchasing these
technologies would also need to be considered.
Near-term solutions do not need to focus on
new technologies but can be drawn from existing
technologies or the convergence between them.
Surveys of the assistive devices used by older
people suggest that it is the basic items that are
most widely used, including vision and hearing
aids, basic mobility devices (such as canes and
walking frames), toileting equipment, and cushions or other means of adjusting furniture or
beds (152). It should be a priority to make these
more widely available and affordable.
Future technologies should address the
needs and preferences of older people in addition to targeting specific physical impairments
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and noncommunicable diseases. Although these
traditional domains of health technology will
continue to be important, there is a need to
extend the scope of technologies and devices. In
an era when social isolation and loneliness dramatically affect older adults’ mental and physical
health, health technologies can play an important part in reducing the physical and emotional
distance among family members, and between
older people and their caregivers and other members of the community. Supporting home-based
care, a rising domain of health technology, will
continue to be important. Wearable devices will
create opportunities for the closer monitoring of
function and tailoring personalized care. At the
same time, there is a need to extend the scope of
technologies and devices to address issues such
as cognitive decline and frailty, where specialized human resources are scarce and training
is insufficient. However, computer interfaces,
robotic assistance and virtual social networks
can only complement basic human needs for
physical, emotional and social contact.

Leadership and governance:
making Healthy Ageing central to
policies and plans

Policy reforms are the linchpin for developing
and implementing integrated health-service
responses to ageing populations. Fundamental
to the success of these responses are commitments from governments, and formal policies,
legislation, regulations and financing that concretize these commitments.
For person-centred and integrated care for
older people to occur, health-care policies and
plans must consider the needs of ageing populations first (Box 4.9). All too often, older people
are rendered invisible in policies and plans. A
first step would be to review policies and plans
with this caveat in mind. Revisions of plans and
policies can address issues important to ageing
populations, such as care coordination, selfmanagement support, ageing in place and functional outcomes. Where relevant, policies and
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Box 4.9. Integrating ageing into Brazil’s
national family health strategy
In 2006, Brazil’s national ageing and health policy
called attention to the needs of the country’s ageing
population, which previously had been overlooked in
the country’s policies and health strategies. The new
policy has facilitated better care for older people by
using Brazil’s commitment to universal health coverage and its robust national family health programme
as the main vehicles for improvement.
A key feature of the family health programme is the
use of multidisciplinary teams, composed not only
of doctors and nurses but also physiotherapists,
psychologists, physical educators, nutritionists and
occupational therapists, among others. These teams
work together in a family-health support hub, which
provides health and social services, community
outreach, case-finding and home visits to a defined
geographical area.
All health professionals have learnt how to assess
older people’s functional status, including frailty, in
conjunction with conducting a psychosocial evaluation. This comprehensive assessment has become the
key tool for integrating care from diverse services and
providers. The development of a new guideline on
comprehensive primary health care for older people
has complemented this training.
Ageing considerations were then integrated into a
range of clinical-care procedures; in addition, new
interventions targeted especially to older people
were introduced. Some of these interventions are
delivered in the communities where older people
live through self-help groups, classes to encourage
healthy behaviours, and physical exercise and dance
classes. A strength of the programme has been the
engagement and participation of communities. For
example older people and volunteers are responsible for many of the social-care initiatives delivered
by the centre.
Source: Eduardo Augusto Duque Bezerra, City Public
Health Manager, Pernambuco, Brazil, personal communication, March 2015.

plans should reflect integration across care levels
(for example, across primary health-care and
hospital-based services) and also across health112

care and long-term care systems. Developing
joint budgeting, monitoring and accountability
systems can solidify integration.
Ageist policies and procedures need to be
identified and changed. These changes might
include, for example, adapting national health
indicators to include measurements of health
issues important to older people (for example,
dementia or sensory impairments), extending
the collection of health data to all ages, disaggregating data by age and sex in groupings of
5 years or 10 years rather than including older
people in a category of “over 70”, and mandating
that new medications brought to market for particular diseases be evaluated within the frame of
common multimorbidities.
Furthermore, attention is needed to address
health-care inequities among older people. Poor
and marginalized older people typically have
greater exposures to health risks, more health
problems and more difficulty accessing services.
Looking at differences between the richest and
poorest 20% of households provides insights on
40% of the population. Yet capacity and functioning, as well as risk factors, diseases and
access to services, differ across the entire spectrum of society, from the poorest to the richest,
and often by other social characteristics.
Health systems can contribute to reducing the huge and remediable differences within
countries, although doing so requires commitment and a clear understanding of the situation
(153). Those systems that successfully address
equity tend to share several broad features. They
aim at providing universal health coverage and
offer particular benefits to children and older
people, socially disadvantaged and marginalized
groups, and others who are often not adequately
covered. They use a comprehensive approach to
understand the broader determinants of health
and understand the differential exposures and
vulnerabilities of individuals and groups, and
they incorporate concerns about health equity
into public-health programmes (154). Both total
inequalities and social gradients are measured,
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and from that information inequities in health
can be identified and monitored. Systems that
successfully address equity involve population groups and civil society organizations that
advocate for older adults in decision-making,
particularly those working with socially disadvantaged and marginalized groups. And finally,
they possess leadership, processes and mechanisms that encourage intersectoral action to promote Healthy Ageing.
In some countries, ageing issues will be
incorporated within a general health policy
and plan, while in others it will appear as a
separate document. The ideal situation may be
one in which Healthy Ageing is incorporated
within the national health policy and plan,
with a supplementary, more comprehensive
plan on ageing and health policy providing
more details (24).

Health financing: alignment with Healthy
Ageing goals

Health services for ageing populations can be
supported by health-financing policies. An
important starting point is to ensure that good
information is available, which will allow both
the tracking of overall levels of spending as well
as a detailed analysis of how money is spent and
the outputs or outcomes it generates. As this
report has emphasized, expenditures on the
health of older people are investments in their
ability to do the things that matter. Ways of
measuring the economic benefit of this action
are urgently needed.
Health-financing policies should be aligned
with goals for universal health coverage of ageing
populations, which is defined by WHO as ensuring that all people have access to needed health
services – such as prevention, health promotion,
and treatment and rehabilitation – without the
risk of financial hardship associated with accessing services (155). Aligning health-financing policies with the goals of universal health coverage
would protect older people from foregoing essential health care because of the financial costs or
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from facing severe financial hardship and even
impoverishment due to their needs for care.
Practically speaking, health-financing policies encompass raising revenues, pooling and
allocating funds, and determining the way in
which services are purchased. In terms of raising revenues, ensuring that there are adequate
levels of public funding is critical to limit reliance on user fees for essential services and,
hence, to ensure financial protection. Pooling
resources across population groups ensures
efficient risk sharing, and is particularly important for ageing populations.
The goal of purchasing in person-centred
and integrated care aimed at older people is to
provide services that are affordable and accessible to all. Health-financing policies need to
ensure that systemic incentives lead to these
comprehensive services and do not encourage
ad hoc responses to be made to separate issues
in isolation. For example, health providers
should have a financial incentive to undertake
comprehensive assessments, provide preventive interventions to delay or revert declines in
capacity, and support long-term care (including
rehabilitation, and palliative and hospice care).
Home-based care also should be included in the
package of covered services.
Particular attention will be needed to ensure
not only adequate remuneration for health workers providing care to ageing populations but also
to ensure there are appropriate incentives, especially for those working in community-based and
primary health-care settings. Financial incentives
can support efforts to encourage health workers
to practise in underserved areas, and are increasingly used in the health sector in conjunction
with salaried and fee-for-service arrangements.

Reframing medical research

Much medical research is focused on disease.
This prevents a better understanding of the
subtle changes in intrinsic function that occur
both before and after the onset of disease and the
factors that influence these changes.
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Underlying changes in capacity and body
functions, and the frequent presence of comorbidities, mean that older people have physiological responses that can be quite different from
those of other age groups. Yet clinical trials routinely exclude older participants or those with
comorbidities, meaning that findings may not be
directly applicable to older populations (156, 157).
The design of clinical trials needs to be revisited to better identify how older people respond
to various medications and combinations of
medications (158). Specifically, more research is
needed that looks at how commonly prescribed
medications affect people with multimorbidity,
which is a departure from the typical default
assumption that the optimal treatment of someone with more than one health issue is to add
together different interventions (158). And outcomes need to be considered not only in terms
of disease markers but also in terms of intrinsic
capacity. Improved postmarketing surveillance
can help fill this gap until new approaches to
clinical trials that are more relevant to older age
have been developed.
Translational research into ageing and longevity will need to include more social science if
it is to produce interventions for slowing declines
in capacity. For example, understanding why
some older people do not take their medication
could boost adherence and, therefore, the effectiveness of medicines (159). Moreover, messaging and other strategies to encourage positive
health-related behaviours may need to be different for older age groups (160, 161).
Finally, for health systems to be sustainable,
it will be important to ensure that the strategies
adopted are cost effective. However, it would be
wrong to assume that cost-effectiveness findings from analyses of younger age groups can
simply be extrapolated to older people, where
risks may be more prevalent and adverse consequences more common (162). One outcome may
be that both screening and treatment are more
cost effective in older adults.
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However, perhaps the most important
change will need to be in the mindset of grantmakers and researchers. Not only will they need
to focus more concretely on trajectories of intrinsic capacity and functional ability as outcomes
but they will also need to overcome ageist attitudes and change their policies and procedures
to be more inclusive of older people in research
designs. This will require the reallocation of
budgets, which are currently relatively small in
ageing-related research (163).

Conclusion
To meet the needs of ageing populations, significant changes are required in the way health systems are structured and health care is delivered.
In many places, particularly in low- and middleincome countries, access and affordability are
key barriers to care. New services and approaches
will need to be developed in these settings.
But globally, the services that are available are often a poor fit with the health needs of
older people. They will have to be redesigned to
deliver the comprehensive and coordinated care
that has been shown to be more appropriate and
more effective. The starting point will need to be
to put older people at the centre of health care.
This will require focusing on their unique needs
and preferences, and including them as active
participants in care planning and in managing
their health states.
But changes are needed to the systems too.
Health services have to be better integrated
between levels and across specialist groupings.
Much better coordination is needed with longterm care systems, and possibly formal integration as well. Case management, support for
self-management, and support for ageing in
place need to be woven into the fabric of health
care for older people.
These changes appear to be both affordable
and sustainable. Although much of the debate on
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population ageing assumes it will be associated
with an unmanageable increase in the demand for
services, the evidence suggests it will be a much
less significant driver of inflation in health-care
costs than factors such as new technologies and
changes in clinical practice. Indeed, the integrated and person-centred approaches outlined
in this chapter have been shown to not only have
better outcomes for older people but also to be no
more expensive than traditional services.

Health systems

Although transforming health systems
requires action on several fronts, three key
themes emerge as priorities:
■ shifting the clinical focus from disease to
intrinsic capacity;
■ rebuilding health systems to provide more
person-centred and integrated care to older
people;
■ transforming the health workforce so that
it can better provide the care that these new
systems will require.
Key actions related to each of these themes
are discussed in Chapter 7.
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Joaquin, 80, Colombia
Thirteen years ago Joaquin was diagnosed with Alzheimer’s disease.
His wife Mara Leonor, aged 70, is taking care of him. Married for over
fifty years they have six children and seven grandchildren.
Mara Leonor says:
“The hardest thing has been to understand the disease. Once
we understood the illness everything became easier. We cannot
fight against the disease and less against Joaquín, he cannot be
blamed and it is the family that must understand and be trained
to live with this new situation. One of the doctors who attended
Joaquin recommended the Fundación Acción Familiar Alzheimer
(Foundation for Family Action on Alzheimer), and then
I started taking training courses for
caregivers, and we learned together in this way.”
“Twice a week Joaquin goes to a daycare center. It’s a break for me
to have that support, because there are things I must attend to. Pay
bills, request appointments etc. It also gives me time to visit families
that I have met in the foundation. Thanks to all that I have learned
I can help other families to learn to live with this disease, there are
many people who call me to organize some workshops. I have been
trained myself every day because it became a personal challenge.
I have learned about a disease that I had never heard of and now I
feel that the roles are reversed. Joaquín took care of me his whole
life and now it’s my turn.”
© Jonas Wresch / HelpAge International 2015
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Long-term-care systems
Introduction
Regardless of their age or level of intrinsic capacity, older people have a right to
a dignified and meaningful life. For people with significant losses of intrinsic
capacity, this is often possible only with the care, support and assistance of others.
The form that this long-term care takes varies markedly among, and even
within, countries. Responsibility often falls on families, and can present them
with significant psychological, social and economic costs. But governments,
particularly in high-income countries, are playing an increasing role. This has
led to lively debates in many countries on how care can be delivered in a sustainable manner and on what is the appropriate balance between families and
the government in providing care and support. Yet there is less discussion about
the nature and quality of the care and support provided, and little thought is
given to quantifying the benefits that might accrue from these investments. In
addition, older people receiving care are frequently stereotyped and marginalized as being burdens.
This chapter outlines an alternative way of dealing with this crucial challenge to Healthy Ageing. Although there are numerous definitions of long-term
care, this report uses the term to refer to:
the activities undertaken by others to ensure that people with or at risk
of a significant ongoing loss of intrinsic capacity can maintain a level
of functional ability consistent with their basic rights, fundamental
freedoms and human dignity.
In other words, long-term care is simply a means to ensure that older people
with a significant loss of capacity can still experience Healthy Ageing. As with
all stages in the life course, this can be achieved through two mechanisms:
■ optimizing the recipient’s trajectory of intrinsic capacity;
■ compensating for a loss of capacity by providing the environmental
support and care necessary to maintain functional ability at a level that
ensures well-being.
Two key principles underpin the definition of long-term care.
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First, even in circumstances in which older
people have a significant loss of functioning,
they still “have a life”. They have the right and
deserve the freedom to realize their continuing
aspirations to well-being, meaning and respect.
Second, as with other phases of life, intrinsic capacity during a period of significant loss is
not static, but rather declines in capacity are part
of a continuum and in some cases may be preventable or reversible. Fully meeting the needs of
someone at this stage of life therefore demands
that efforts be made to optimize these trajectories of capacity, thus reducing the deficits that
will need to be compensated for through other
mechanisms of care.
Framing the purpose of long-term care in this
way has several important implications. For example, potential recipients of long-term care include
not just those who are already care-dependent but
also those with significant losses of capacity and
at high risk of deteriorating to this state. Implementing simple interventions may avoid the need
for more intensive interventions later.
Furthermore, care dependence is not considered as a fixed, all or nothing, state. For example,
rehabilitation, good nutrition or physical activity might improve an older person’s capacity to
the point that the need for long-term care diminishes or even disappears.
Finally, making functional ability the ultimate goal of long-term care, rather than focusing simply on meeting older people’s basic
needs for survival, requires caregivers to focus
on other domains. These include older people’s
abilities to move around; to build and maintain
relationships; to learn, grow and decide; and to
contribute to their communities (Chapter 6). For
older people with significant losses of capacity to
achieve these things, caregivers will need appropriate knowledge, training, and support.
Achieving these goals is likely to involve a
variety of caregivers working in a wide range of
settings. This report uses the term long-termcare system to refer to all these caregivers and
the settings they may operate in, as well as the
128

governance and support services that can help
them in their roles. The long-term-care system
thus spans family members, friends, volunteers
who provide care and support, the workforce of
paid and unpaid caregivers, care coordination,
community-based services and institutional
care, as well as services that support caregivers
and ensure the quality of the care they provide
(for example by offering respite care, and providing information, education, accreditation,
financing and training). This system significantly overlaps with the health system and those
who provide health care.
This report argues that in the 21st century,
no country can afford not to develop a coordinated system for long-term care. However, this
does not imply that there is one system that is
appropriate for all settings. Rather, each country needs to take stock of its unique situation
to identify the best system for its context.

The growing need for
long-term care
Most estimates of the number of older people
in need of long-term care are gross underrepresentations because they assume that need arises
only when losses of capacity have occurred to the
point that people face difficulty performing basic
tasks, such as eating, bathing, dressing, getting
in and out of bed, or using a toilet. As described
in Chapter 3, this report uses the term caredependent to describe these very limited states
of functioning. So these estimates do not include
older people who have less significant losses but
who may still benefit from care and support. They
also serve to reinforce threshold perspectives on
declining functioning, which may be useful as
mechanisms for identifying those eligible for
services, but fail to account for the continuum
of trajectories of Healthy Ageing and the opportunities to influence them. Yet often there is no
stark shift between when an older person does
not need care and support and when they do.
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Nonetheless, survey data have revealed that
a significant proportion of older people are caredependent, and the prevalence increases with
age (Chapter 3). However, there is marked variation among countries, ranging from less than
5% of the population aged 65–74 years in Switzerland being care-dependent to around 50% of
people of the same age in many low- and middleincome countries (depending on how it is measured). Among people older than 74 years, the
prevalence is even higher.
This higher prevalence of care dependence in
low- and middle-income countries than in highincome countries is important because these are
generally the settings with the least infrastructure in place to meet this significant need. It is
also noteworthy that care dependence is more
prevalent among women than men of the same
age (1). This might be due to gender-based differences in specific health conditions and social
relations (Chapter 3) (2).
Global population ageing will significantly
increase the absolute number of older people
who are care-dependent.
Many low- and middle-income countries
will experience sharper increases due to the
more rapid pace of population ageing, with
some seeing a doubling in the absolute number
of older people who are care-dependent by 2050
(3). Indeed, this trend may be an underestimate,
given the higher prevalence of significant losses
of capacity among older people in these countries (Fig. 3.17). Sub-Saharan Africa may be confronted with particularly high increases (4).

In this report community-based care refers
to all forms of care that do not require an older
person to reside permanently in an institutional
care setting. This type of care can be provided
in older people’s homes, or in community or day
centres. Community-based care can facilitate
ageing in place and has the potential to delay
admission to a nursing home, reduce the number
of days spent in hospital, and improve quality of
life (5, 6).
Residential care is delivered in assisted-living
facilities and nursing homes, among other locations. In the second half of the 20th century, residential care was often based on a medical model
of service delivery, thus looking and operating
more like a hospital than a home. More recently,
alternative residential care concepts have been
receiving increasing attention. In countries such
as Germany, Japan, the Netherlands, Sweden
and the United States, some hospital-like institutional care settings are being redesigned into
smaller group homes that provide a more homelike atmosphere and offer around-the-clock
care. These innovative approaches aim to treat
residents as people first, not patients (7). Overall,
these new care concepts hold promise for older
people, family members and volunteers who provide care and support, and other care workers,
and for improving the quality of care (8–13).
Furthermore, many high-income countries
are in the process of shifting the emphasis of
long-term care services from residential care
to community-based care (14). In many OECD
countries, between one half and three quarters of
older people receive long-term care at home (15).

Current approaches
to long-term care

The long-term-care workforce:
often undervalued and lacking
support and training

Long-term care is provided in settings that range
from the recipient’s home to community centres,
assisted living facilities, nursing homes, hospitals and other health facilities. The scope and
intensity of the care and support provided can
differ in any of these settings.

The workforce providing long-term care comprises a diverse spectrum of people and skills. At
one end of the spectrum are unpaid, untrained
informal caregivers who receive no outside sup129
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port; they include family members, friends and
neighbours. At the other end of the spectrum
lie highly trained care professionals. Between
these two extremes are individuals who have
diverse training, expertise, status and remuneration levels. For example, large differences
exist between a caregiver who has no formal
training but is paid by relatives to look after a
care-dependent older person at home and a caregiver who has completed advanced, accredited
training and is licenced by the government and
participates in regular continuing education
activities. Furthermore, the distinction between
paid care workers and family caregivers is not
always simple. Family caregivers can be highly
skilled and experienced, and in some countries
they may receive cash benefits from the government or insurance schemes (14).
One common element across this diverse
spectrum is that women make up the majority of
caregivers, be they family members, neighbours
or friends who provide care and support, or paid
care workers (16). As can be seen in Table 5.1,
daughters and daughters-in-law provide a large
Table 5.1.

Characteristics of caregivers and care arrangements (%) for community-based caredependent older people, China, Mexico, Nigeria and Peru, 2003–2008

Characteristics

Caregiver
Spouse
Child or child-in-law
Non-relative
Female caregiver
Care arrangements
Caregiver has reduced work
to provide care
Additional informal
caregiver(s) provide help
Paid care worker helps with
care

China
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Mexico

Urban
(n = 183)

Rural
(n = 54)

Urban
(n = 114)

Rural
(n = 82)

38.8
43.2
16.4
67.2

38.9
59.3
1.9
50.0

16.7
73.7
3.6
83.3

15.9
65.8
0.0
81.7

3.8

48.1

25.4

7.1

22.2

45.4

1.9

Data collection for Nigeria was not complete.
Source: (17).
a

proportion of care for their family members,
although spouses, most of whom are likely to be
older people, also provide a substantial degree of
support. In some settings, such as urban China
and urban Peru, a substantial amount of care
provided in the home comes from paid caregivers, most of whom are untrained. This reliance
on paid home-care workers is made possible by
women with little formal education, who may
have migrated from rural to urban areas, and are
paid relatively little to provide care.
As people have fewer children and live
longer, and as countries develop economically
and women increasingly enter the paid workforce, relying on unpaid informal caregivers
without providing additional support is unlikely
to be sustainable. This is true not only for highincome countries (14) but also for low- and
middle-income countries, where changes are
happening even more rapidly (18, 19).
Due to the ageing of the population and the
expected decline in the availability of unpaid
informal caregivers, the demand for paid care
workers in the labour force is expected to at least

Nigeriaa
(n = 228)

Peru
Urban
(n = 135)

Rural
(n = 26)

13.7
68.0
1.4
63.2

18.5
40.0
25.2
85.9

26.9
50.0
3.8
88.5

36.6

39.2

16.3

23.1

55.3

58.5

66.5

45.9

57.7

3.5

1.2

2.1

33.3

7.7
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double by 2050 (15). However, many paid care
workers are unprepared for the demands placed
upon them, and lack adequate training (20–22).
Furthermore, health care and social-care students as well as faculty often have negative perceptions and beliefs about older people, together
with the persistent but incorrect belief that
caring for older people is simple (23). Moreover,
negative attitudes about providing long-term
care make it difficult to recruit paid care workers in many countries. This may reflect ageism in
the broader culture, the tendency to equate longterm care with poor-quality working conditions,
or the low status accorded to caregiving (24).

Financing long-term care:
it always has a cost
In many countries, discussions about long-term
care focus on the sustainability of current financing arrangements in the face of rapidly growing
demand. And these concerns are not unjustified: across the countries that are members of the
OECD, government spending on long-term care
grew by an average of 4.8% annually from 2005
to 2011 (15). European Union projections foresee
at least a doubling of current expenditure levels
by 2060 (25).
Despite these broad similarities, government
expenditures in the OECD are highly variable:
in 2011, spending ranged from more than 3.5%
of gross domestic product (GDP) in the Netherlands and Sweden to less than 0.3% in Estonia,
Greece, Hungary and Portugal (15). The main
cause of this variability is the comprehensiveness
of government support for long-term care, both
in terms of the range of services included and
the proportion of the total cost that older people
are required to pay (14). In addition, access to
services is sometimes means-tested.
Moreover, informal care is rarely included in
estimates of the costs of long-term care. These
nongovernment costs can be substantial and
include the costs of unpaid labour and forgone
educational and income-earning opportunities
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for family caregivers and cash payments made
by older people or their families for private care
(26). Family members who adopt unpaid caregiving roles often experience significant challenges to maintaining their employment or other
income-earning activities. Caregiving can be
incompatible with a full-time job and can constrain the usual career progression. For those of
working age, informal caring is associated with a
higher risk of poverty and it can reduce or totally
remove later pension entitlements (27).
Many countries rely on out-of-pocket payments to fund at least a portion of long-term
care. These payments often have a significant
adverse impact on the disposable income of older
people and their families. In many low-income
countries, where governments do not finance
long-term care, the entire financial burden falls
directly on older people or their families. But
even in Europe, older people’s out-of-pocket
payments account for 9.6% of their household
income on average, and can account for as much
as 25% (28). The poor, women and the very old
are particularly affected by these costs (29).
Finally, as described in Chapter 4, in highincome countries health-care utilization tends to
fall among people over the age of around 75 years,
provided long-term care is available for support.
Where long-term care is not available, other
costs are likely to arise from the inappropriate
use of acute health-care services. Thus, although
government expenditures on long-term care may
appear to be low, these are likely to have been
shifted, at least in part, to the health sector.
Hence, all long-term care – even that provided free by family members – has a cost. Someone inevitably pays for this care in one way or
another. A core policy issue is how these costs
can be equitably shared across societies.
Where it exists, public funding for long-term
care is generally derived from general taxation,
compulsory saving schemes, or a combination of the two. Most schemes and systems also
involve copayments from both public and private sources. As with health-financing schemes,
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long-term care that is financed via universal prepayment, risk-pooling and strategic purchasing
enables the financial burden to be spread among
all participants, and helps ensure access for
poorer older people (Box 5.1).
Regardless of the funding source, several
strategies have been used in higher-income settings to lessen the burdens on and costs to informal caregivers. In some countries, payments are
made directly to caregivers, both to support their
caregiving functions and to compensate them for
potential lost earnings. For example, the highincome Nordic countries (Denmark, Finland,
Norway and Sweden) employ family caregivers
via their municipalities (14); in Canada, tax credits are available for caregivers (14). These schemes
remain limited, however, and policy-makers
have expressed understandable concerns that
the fiscal demands of extending these benefits
to all informal caregivers would be high. Several
middle-income countries are considering similar
schemes, again on a limited basis. For example,
Chile has introduced payments for caregivers
of highly-dependent older people, although the
total number of paid caregivers is capped.
To help carers maintain a role in the workforce, some governments have passed legislation
that requires employers to provide leave from work
for family members so that they can care for older
relatives. There are variations, however, in the preconditions for and length of leave, and in whether
employers or employment insurance policies are
required to pay workers during their leave. In
2004, two thirds of OECD members required that
employers offer care leave unless there were strong
commercial reasons to deny requests. However,
survey data for the same year showed that only
37% of European employers offered this benefit
(14). In low- and middle-income countries, where
much paid work is in informal small-scale activities, and where the state regulation of employers is
often limited, the challenges of implementing paid
care leave will be particularly great and could lead
to discrimination against women in recruitment.
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Box 5.1. Financing long-term
care in Japan
In Japan before the 1990s, the state provision of
long-term care was limited and mainly funded at
the level of local government. Access was usually
means-tested, resulting in older people who were not
considered to be poor paying fully for their care (30).
In 2000, Japan’s government recognized that unmet
demand was escalating; in response, it introduced an
insurance system for long-term care with the objectives of reducing the burden on family caregivers and
integrating health care and welfare services into a
comprehensive plan for insured populations.
Since 2000, individuals’ benefits have been determined based on a needs assessment. Those using
long-term care services contribute 10% towards the
cost of care (although there is a ceiling for low-income
insured people), with the remaining benefits being
funded equally by insurance contributions and tax revenues. The system provides a generous set of services,
including community-based and residential care, as
well as free choice of services and providers (31).
This new insurance scheme prompted a substantial
increase in access to professional long-term care,
with the proportion of people aged 65 and older
using community services rising from 39% in 1999
to 61% in 2001.
Because local governments are responsible for managing the system, disparities have emerged among
different areas of the country. This has prompted
debate about how to encourage uniformity of access
to services across the entire country (32).
Increases in providing access to care homes has been
more modest because the government controls the
supply and older people are still required to pay a
portion of the associated costs. Concerns have been
raised that these payments may pose a significant
access barrier to older people from poor families.

In addition to leave from work, options for
part-time or flexible working arrangements have
been legislated in some countries. In many of
these countries, however, employers can deny
workers’ requests for flexibility on operational
or business grounds (14).
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Other countries pay care-dependent older
people in cash or vouchers to enable them to
meet their own long-term care costs. In Spain,
for example, an allowance is paid directly to the
person receiving care to help organize home care
from family members (14). A positive feature of
this approach is that it can potentially empower
older people and enhance their autonomy. In
practice, however, this approach can be quite
challenging, particularly for older people with
cognitive impairments or low levels of education. As with making payments to caregivers,
policy-makers are wary of the fiscal implications
of providing these benefits on a large scale.

Care provision: outdated
and fragmented
The quality of long-term care often leaves much
room for improvement, even in high-income
countries (33, 34). Quality is undermined by two
major factors: the type of care that is provided,
which is often at odds with the major objectives of long-term care, and in some cases may
even be abusive, and the lack of integration with
health-care services. The lack of effective regulations and standards, and the low priority given
to long-term care, further undermine its quality.
Although there are outstanding exceptions, significant threats to the quality of care
come from outdated ideas and ways of working,
which often focus on keeping older people alive
rather than on supporting dignified living and
maintaining their intrinsic capacity. Within this
paradigm, older people may be regarded as passive recipients of care, and services may be built
around the needs of service providers rather than
the needs and preferences of the older person.
Care may focus on meeting people’s basic needs,
such as bathing or dressing, at the expense of the
broader objectives of ensuring their well-being,
that their lives have meaning and that they feel
respected (34). Fragmentation and the inflexibility of responsibilities for care within residential
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settings can further exacerbate these problems
(35–37). For example, care workers who are
responsible for discrete tasks, such as cooking or
giving medications, may not be aware of an older
person’s needs and wishes.
In some cases, long-term care is outright
harmful to older people’s safety and dignity. For
example, although the prevalence of elder abuse
has been estimated at around 10% in the general
community, the physical abuse of older people
with dementia has been estimated to affect up
to 23% (Chapter 3). Human rights violations
can occur in both community and residential
settings. Examples include the use of physical
restraints to deal with challenging behaviours or
to prevent people from falling (38–40) and the
inappropriate prescribing of antipsychotic medications to control behaviour (41). Often, family
members and paid care workers may be unaware
of alternatives to these measures (42, 43). Thus,
elder abuse can further compromise the autonomy, dignity and safety of already vulnerable
older people. Moreover, in some circumstances,
the older person may not be the only victim
because abuse may be a consequence of burnout
in caregivers who feel overloaded (44).
A lack of integration between long-term care
and mainstream health care, both administratively and at the points of use, is another factor
undermining care quality. The strict separation of social care and support and mainstream
health services can result in fragmented coverage, gaps in the provision of long-term care and
the inappropriate use of acute health-care services. More and better coordination is required
at a systems level.

Responding to the challenge
of long-term care
Globally, long-term care will have to evolve in
radical ways if growing needs are to be sustainably met. This transformation will require a coor-
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dinated and multisectoral response that involves
a wide range of stakeholders, both within and
outside governments. More fundamentally,
mindsets about what long-term care might comprise must be completely reset. Entirely new
ways of thinking about long-term care – and the
systems for delivering it – need to be developed.
Without a major reorientation of policies,
many countries will fall even further behind
in providing what is needed. Formal services
for long-term care will continue to be in short
supply, and where they are available, outdated
models of residential care are likely to be perpetuated. Care-dependent older people will continue to be vulnerable to elder abuse. Long-term
care and mainstream health care will remain
disconnected. And the mainly female care workforce will continue to be exploited in inequitable
and unjust ways.

Moving towards an integrated
system: a revolutionary agenda
Changes need to encompass two broad areas.
First, long-term care must be recognized as a
public good both societally and politically. The
enormous social and economic costs of neglecting this challenge also need to be acknowledged.
Second, long-term care must be redefined.
Instead of thinking about long-term care as a minimal and basic safety net that provides rudimentary support to older people who can no longer look
after themselves, perceptions must shift towards a
more positive and proactive agenda. Within this
new framework, long-term care must be oriented
towards both optimizing intrinsic capacity and
compensating for a lack of capacity at a level that
maintains an older person’s functional ability and
ensures dignity and well-being. More broadly, longterm care must promote social cohesion and gender
justice, and ensure an acceptable level of well-being
for all members of society, including not only
dependent older people but also those who care for
them (Box 5.2). Furthermore, as with health care,
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Box 5.2. Community-based interventions
to support caregivers of
older people with dementia
in Goa, India
In Goa, as across India as a whole, formal long-term
care services are generally lacking. Nursing homes do
not admit people with dementia, and as of 2008, specialized dementia homes did not exist. The responsibility for people with dementia is placed largely on
family members, who experience high burdens and
high levels of psychological distress.
In response, a community-based intervention has
been developed to offer support and education to
families of people with dementia by making use of
locally available health and human resources. It provides basic information about dementia, the associated challenging behaviours and how to manage
them, and the availability of government services.
Information is also provided about how older caregivers can help with activities of daily living (ADLs),
how to obtain referrals to doctors or psychiatrists
for severe symptoms, and informal support groups.
This intervention has improved caregivers’ mental
health and reduced stress; in addition, limited evidence indicates that it may have enhanced the functional status of people with dementia and reduced
the challenging behaviours associated with the
condition (45).
The same intervention package has produced similar
effects in Peru and in the Russian Federation (46, 47),
indicating that this relatively simple and affordable
intervention could potentially be extended across
many low- and middle-income countries where
resources and infrastructure are limited.

wherever possible long-term care should be framed
in a way that maximizes the role of the older person
and enables their self-management.
Achieving these goals in an equitable, sustainable and socially just manner is likely to require fundamental shifts in models of national development.
These need to reflect the crucial role of long-term
care in maintaining social cohesion, the opportunities and economic growth that can accompany
reform, and the rights of vulnerable older people.
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General principles of an integrated
system of long-term care
All countries need a fully integrated system of
long-term care, regardless of their level of economic development or the proportion of caredependent older people within their populations.
Governments should take overall responsibility
for ensuring that the system works, but this does
not mean that governments must fund or provide all services.
Long-term care systems will necessarily
vary considerably among countries, reflecting the available resources; the current infrastructure, including health-care services; and
cultural preferences. In developing a comprehensive system, countries need to take these
differences into account, as well as considering
the current and future numbers of older people
and their needs for long-term care; existing
models of service delivery; and the availability and skills of informal caregivers and paid
care workers. Other factors that will need to
be considered include the presence and nature
of information and data systems, the existing infrastructure, the availability of assistive
technologies, the resources that are available
nationally, and care policies.
Despite this diversity, some general principles apply.
■ Long-term care must be affordable and
accessible. Special attention should be given
to ensuring that poor and marginalized
people are able to access services.
■ Long-term care must uphold the human
rights of care-dependent older people.
Care must be provided in a manner that
enhances older people’s dignity, and enables their self-expression and, where possible, their ability to make choices.
■ Wherever possible, long-term care should
enhance older people’s intrinsic capacities.
■ Long-term care should be person-centred.
It should be oriented around the needs of

■

■

Long-term-care systems

the older person rather than the structure
of the service.
The long-term care workforce, paid and
unpaid, should be treated fairly, and it
should receive the social status and recognition it deserves.
National governments must take overall
responsibility for the stewardship of longterm care systems.

Fig. 5.1 shows the main elements of an olderperson-centred system of long-term care. These
include the caregivers and settings that allow care
to be provided to the older person. But almost as
important are the support services that can be
provided to ease the burden of care (for example, through offering respite care) and to ensure
the appropriateness and quality of the care that is
provided (for example, by providing information,
training and accreditation to caregivers), and the
stewardship that will generate resources for the
system and allow it to function in a coordinated
and focused way. All countries already have at
least some elements of this system, but in many
cases these elements have been poorly articulated, do not comprise an integrated whole or do
not reflect the guiding principles outlined above.
Fig. 5.1.

Elements of an older-personcentred system of long-term care
Stewardship
Services

Caregivers

Older
person
Support
(e.g. information, training, accreditation,
quality assurance)

135

World report on ageing and health

Countries have considerable scope for diversity, innovation and flexibility in terms of how to
apply these elements. In all cases, however, effective
and integrated partnerships among governments,
families, volunteers, nongovernmental organizations, health and social care professionals and the
private sector are essential. Who actually provides
which services will vary across countries.
Flowing from the general principles outlined above, specific strategies can be identified
to guide the development of an effective system
of long-term care, whatever form that system
takes. These strategies include:
■ enabling older people to remain in or
maintain connections with their community and social networks – that is, enabling
ageing in place;
■ supporting and building the capacities of
paid and unpaid caregivers;
■ promoting integrated care through the use
of case management strategies and broader
collaborations;
■ establishing equitable and sustainable
financing for long-term care.
Underpinning all these strategies is a need for
more knowledge about what works in settings that
have different resource constraints and different
challenges in order to ensure equitable access
across low-, middle- and high-income countries.

Enabling ageing in the right place
As described in Chapter 2, ageing in place refers
to a common preference among older people for
remaining in their local community and maintaining their social networks throughout the
ageing process. There are many ways for older
people to age in place. Sometimes it means staying in place: that is, continuing to live in the
same home. For others, it means moving to a
home that is safer and more adapted to their
needs while maintaining vital connections with
their community, friends and family. In all cases

136

the focus should be on the older person ageing in
a place that is right for them.
Ageing in the right place may require a wide
array of services and a family of caregivers (48).
Together, these can broaden the options for
an older person from an all-or-nothing choice
between permanent residential care and living
at home without support. Innovative assistive
health technologies (Box 5.3) also hold promise
for helping to meet this aim.
One example of these principles being applied
in practice is the Republic of Korea’s insurance
scheme for long-term care, which was established
in 2008 (52, 53). The scheme includes individual
needs assessments, and offers a range of services
including home care, domestic help, public-health
nurses, day-care and short-term stay centres.

Building workforce capacity
and supporting caregivers
There are multiple challenges to developing and
supporting the paid and unpaid workforce that
provides long-term care. These include a need to
ensure a sufficient supply of caregivers, whether
paid or unpaid, as well as ensuring that they
are adequately trained and support, and treated
fairly in the workplace.

Ensuring supply

Supply can be optimized by taking action in several areas. Increasing the pay and benefits could
help with recruiting and retaining paid care
workers. Another important step would be to
improve their working conditions, whether by
providing training, career opportunities, appropriate workloads, flexible work hours and giving
care workers meaningful authority to make decisions (54, 55). Care workers whose work is valued
and appreciated, and who feel part of a clinical
team, have higher levels of job satisfaction and
are more likely to stay in their jobs (14).
Beyond this, the image and status of caregiving needs to improve. Modernizing the image of

Chapter 5

Long-term-care systems

Box 5.3. Innovative assistive health technologies can enable ageing in place
Innovative assistive health technologies for long-term care – such as remote monitoring and robotic carers – have
received a great deal of attention. They are often presented as highly promising means for enhancing the functional
ability of older people who have declines in their intrinsic capacity, for improving their quality of life as well as that
of their caregivers, and for potentially reducing individual and societal costs and enabling ageing in place (49).
The reality of innovative assistive health technologies is more nuanced. Solid research on the impact of various devices
and interventions is scarce, and new technologies can present threats to older people’s privacy and autonomy if
they are not deployed in a considered and person-centred manner.
Notwithstanding the need for more research, the use of particular types of innovative technologies should be
based on the needs and preferences of the older person or their caregiver. For example, using tracking and tracing
technology might be a good solution for someone with early dementia who wants to walk independently in their
neighbourhood. During the later stages of dementia, however, this technology might not offer the same advantages
and a different approach would need to be used (50).
Several additional ethical issues related to the use of innovative assistive health technologies bear consideration.
The impact of innovative technologies on older people’s privacy, autonomy and social participation must always
be taken into account. Certain forms of innovative technologies might have the unintended effect of isolating older
people or restricting their freedom of movement. These potential harms must be weighed against the benefits on
a case-by-case basis. Nonetheless, research indicates that older people have few ethical objections to using innovative technologies and often view them as an acceptable alternative to a lack of care or institutionalization (51).
Multiple stakeholders should be involved in developing sound policies for the use of innovative assistive health
technologies. Policy-makers, care providers, members of industry and academia, and, importantly, older people
must be involved in policy development. Technologies need to be developed that reflect the needs and preferences
of their end-users; and training for caregivers, health professionals and others is crucial. Finally, developing financing mechanisms for research and development, and to ensure equitable implementation requires careful attention,
especially in lower-income countries.

long-term care and reducing negative stereotypes
about caregivers’ roles would help attract more
people to this area of work. Providing opportunities for continuing education and career progression could further help change perceptions
that caregiving is a dead-end job. Providing academic opportunities for caregivers and establishing a serious research agenda may also shift
perceptions and the value placed on caregiving,
as well as fostering the rigorous identification of
effective practices and care models.
The overall pool of potential care workers would be increased if more men could be
attracted to this role. In several European countries, the share of male caregivers increases with
age, showing that men, most likely spouses,
already comprise the majority of informal caregivers aged 75 years or older; although in other

age groups and among non-spouse informal caregivers, they are much less well represented (56).
This suggests, however, that men may be more
willing to fill a caregiving role than is widely
believed. Collecting further information on how
and why men are engaged in caregiving would
help society tap into this resource (57).
Immigrants provide another potential
employment pool, but the practice of relying
on foreign-born workers to fill these positions
is fraught with legal and ethical considerations.
In countries with a high proportion of migrant
workers who provide care, efforts must be made
to ensure that the immigration of care workers does not drain skilled workers from lowerincome countries (58). WHO has put together a
global code of ethics that provides some guidance
in how issues on recruitment can be approached
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Box 5.4. Older people’s associations: harnessing the power of older age
Older people’s associations are an innovative approach to taking community-based action. These organizations
empower people in later life, using their skills, capacities and willingness to actively engage with and serve their
communities. Their importance in promoting the well-being of older people, including those who are poor and
disadvantaged, has been recognized by the Association of Southeast Asian Nations, the United Nations, WHO and
governments throughout Asia (61). For example, China recently issued a policy promoting the improvement and
expansion of their 490 000 associations to align them better with their development goals.
Older people’s associations are multifunctional and conduct a wide range of activities, the most common of which
focus on improving incomes through microcredit and income-generating activities; providing health and care for
older people, including through community-care programmes aimed at care-dependent older people; providing
social and cultural activities as well as disaster preparedness; and enabling social participation. The associations
may also provide social assistance in the form of money, food and labour for those in the community who are most
in need of them. The associations work closely with public authorities not only to ensure that their community
members are receiving the services they are entitled to, such as social pensions and health insurance, but also to
advocate for the development and expansion of the services and resources provided by the local authorities. The
associations also work to ensure their own financial sustainability, and in Viet Nam, associations have demonstrated
their capacity to fundraise.
Older people’s associations have great potential for fostering Healthy Ageing. For their members, they organize
regular health check-ups, carry out health-education activities and regular physical exercise sessions, as well as
conveying knowledge about healthy living and preventing and managing noncommunicable diseases. In South East
Asia the associations are developing a holistic community-care approach to support the increasing numbers of older
people who are highly dependent and need help with ADLs, have a limited income or lack adequate care from their
families. These activities include recruiting, training and managing home-care volunteers from the community to
provide personal-care assistance to older people who need it. The associations can also help pay for transportation
to health stations when required, and offer links to complementary services, such as those that provide assistive
devices or rehabilitation. Some associations also mobilize resources and labour to modify and repair homes, and in
disaster-prone areas they ensure that all at-risk older people have a designated emergency buddy to support them
in times of danger. Older people’s associations have been effectively drawing on the resources inherent in older
populations to mobilize entire communities.

(59). Furthermore, it will be crucial to ensure
that these care workers have adequate skills and
knowledge to fulfil the expectations of their roles.
There may also be an opportunity to involve
communities and neighbourhoods more directly
in supporting long-term care, particularly by
encouraging local volunteering (60) and enabling
the contribution of older community members.
Older people’s associations are one mechanism
by which this can happen (Box 5.4).

Training and accreditation

Ensuring that all care workers have skills and
knowledge commensurate with their roles is
another essential factor in building overall
capacity. Specific training requirements will
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vary according to where the caregiver lies on
the spectrum between unpaid family caregiver
and highly trained professional caregiver. For
example, unpaid family caregivers or volunteers
might be encouraged but not required to participate in basic skills courses or offered information through the Internet (Box 5.5). All paid
care workers, regardless of their roles, might
need to demonstrate knowledge of basic information and skills, such as exercise routines or
the monitoring of chronic conditions, or participate in continuing education courses either
in person or via the Internet. Professional care
workers (that is, those with formal qualifications in care-related disciplines) require much
more extensive and lengthy training, and might
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Box 5.5. An Internet-based intervention
for informal caregivers of people
with dementia
The Internet is a powerful tool for supporting family
caregivers, especially those who face barriers to
accessing in-person support. This group includes
caregivers in remote or rural areas, in low- and
middle-income countries, with time constraints, or
without access to transportation. Internet interventions have been shown to reduce caregivers’ depression, increase their confidence and improve their
self-efficacy (62).
One example is a guided self-help Internet intervention called Mastery over Dementia (63).
This programme was developed for caregivers of
people with dementia, and consists of eight core
lessons and one booster lesson summarizing what
has been taught. After each lesson, caregivers are
asked to do homework and to send it to their coach,
who has three working days to provide feedback.
Caregivers can proceed to the next lesson only after
they have opened and read their coach’s feedback.
Caregivers are also asked to keep a diary describing
daily events and their related thoughts and feelings. A
randomized controlled trial of this intervention found
that it decreased symptoms of depression and anxiety among caregivers (64). Being older than 75 years
was not a barrier to participation; however, more than
half (55.7%) of all participants did not complete all
lessons, indicating there is room for improvement in
the intervention (65).
Given the promise of this approach, WHO is working
with international partners to develop a comprehensive online support tool called iSupport http://
www.who.int/mental_health/neurology/dementia/
isupport/en. The portal aims at relieving burdens
and improving self-efficacy and mental health by
emphasizing self-help, skills training and support
for caregivers of people with dementia. This tool
will be available via personal computers, tablets and
smartphones through a secured Internet connection.
Providing access via smartphones is key to ensuring
access for caregivers in parts of the world (such as
Asia) where there are high rates of smartphone use.

be regulated via professional licencing boards.
All professional education programmes should
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be allied to robust and effectively implemented
accreditation mechanisms.
Education should cover not only specific conditions or health states but also ageist attitudes.
It should instil the necessary information, attitudes and skills to enable care workers to practise older-person-centred care. (See Box 5.6 for
an example of education for caregivers of people
with dementia.) These competencies encompass a wide range of areas and might include the
abilities to assist with ADLs and help maintain
intrinsic capacity, enable older people to make
decisions and live autonomously, and the ability
to work as part of a multidisciplinary team.
Once core competencies and other training
objectives have been determined, accreditation
can be used to help ensure that these are integrated into the basic or preservice curricula for
professional care workers. The capacity of educational institutions may need to be developed to
make it possible for care workers to receive this
type of training.
For existing care workers, engaging in continuing education and receiving ongoing supervision are important aspects of training. At the
managerial level, auditing and feedback can be
used to verify that continuing learning is happening and that caregivers’ knowledge is being
updated to meet changing needs. Some countries
may elect to formally licence care workers, which
would provide another mechanism for ensuring
the continual improvement of skills.
In addition to training, care guidelines must
be developed and made more widely available.
Multidisciplinary guidelines have been developed in several countries, spanning areas such as
nutrition, continence, alternatives to restraints,
dealing with challenging behaviours and preventing elder abuse. Research shows that systematic implementation is feasible (69–71).
Finally, it will be essential to ensure that
these guidelines and protocols are being followed. One mechanism to achieve this may be
through the licencing or accreditation of care
providers and facilities. Many middle-income
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Box 5.6. Person-centred care for people living with dementia
Person-centred care values older people as individuals with unique experiences, needs and preferences (66). They
are seen in the context of their daily lives and are helped to maintain relationships with their friends, family and
community. In place of ageist attitudes, their dignity and autonomy are respected and embraced in a culture of
shared decision-making.
People with dementia are often deprived of this approach to care and instead may be treated as non-persons, particularly in the advanced stages of dementia when their symptoms become most prominent.
Research indicates that providing training in person-centred care and offering ongoing support to caregivers can
change their attitudes and actions towards people with dementia. Studies also have reported that caregivers who
engage in person-centred interventions have lower job stress and increased personal and professional satisfaction.
Through training, caregivers can learn that people with dementia continue to experience a full range of emotions,
even during advanced stages of cognitive decline, and that they continue to communicate through their behaviours,
even when they have difficulty speaking. Although people with dementia may eventually lose their capacity to make
truly informed choices about complex matters, most can make reliable decisions about their preferences. Even if
their capacity for understanding language is severely impaired, the nonverbal behaviour that accompanies being
asked about their preferences or opinions will do much to convey to people with dementia that they matter (67).
In all interactions, caregivers can assess whether they are practising person-centred care by asking themselves the
following questions (68):

■■ Does my behaviour and the manner in which I am communicating show that I respect and value this person?
■■ Am I treating this person as a unique individual with a history and a range of strengths and needs?
■■ Am I making a serious attempt to see my actions from the perspective of the person I am trying to help? How
might this person interpret what I am doing?

■■ Does my behaviour and interactions help this person feel socially confident and supported?

countries have experienced a proliferation of
private agencies, which offer training to care
workers and then arrange placements with families. In many countries, these private agencies
are almost entirely unregulated. Similarly, in
low-income countries, residential facilities are
generally unregulated and the quality of care
is generally poor. Accrediting these facilities is
crucial for providing a higher quality of care.

Supporting unpaid caregivers

Various forms of support can be developed for
unpaid caregivers. Support may include providing education, training and respite care, as
well as offering flexible working arrangements
and cash payments.
Most informal caregivers need education
and training, typically about the older person’s health condition and its consequences, its
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expected progression, and ways to help the person
manage at home. Caregivers also need information on how to use a person-centred perspective
when providing care for older people and on how
to work within a multidisciplinary team.
Evidence indicates that providing caregivers with basic information about the older person’s health condition and teaching them how to
deal with challenging behaviours, such as those
seen in cases of dementia, alleviates their stress
(72, 73). In addition, caregivers might be taught
a range of practical skills, such as how to safely
transfer a person from a chair to their bed or how
to help with bathing. Information about community-based resources available to the older person
or to the caregiver might also be provided. Education and training can occur one-on-one, in a
classroom, via the Internet (Box 5.5) or as part
of a support group for caregivers. Extensive evi-
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Box 5.7. Respite care for people with dementia and their caregivers
Respite care mostly occurs in older people’s homes, but it can also be provided at day centres or residential facilities. Within these group settings, people with dementia are able to interact in a safe environment with others who
share similar problems.
In high-income countries such as the United States, day centres and the provision of short-term respite care in residential facilities were developed several decades ago to aid people with dementia and their informal caregivers.
Facilities that offer one or more days of respite each week or respite for up to several weeks enable family members
who act as caregivers to take a break while the person with dementia stays in a supervised and safe environment.
This contributes to the ultimate aims of supporting ageing in place for people with dementia, ensuring that they
receive high-quality care, and reducing the likelihood of health problems in family caregivers.
During the past decade, lower-income countries have increasingly focused on developing day centres. For example,
Alzheimer’s Pakistan has established its first day centre for people who have dementia with technical collaboration
from Alzheimer’s Australia in Western Australia (77). The centre is designed for people with all stages of dementia who need care and supervision during the day. It allows families to have a regular break from their caregiving
responsibilities and enables them to continue their employment. Care workers provide education, support groups
and counselling for families. They also offer a broad package of services for people with dementia, including doorto-door transportation to and from the centre; activities such as painting, cooking, gardening, reading the newspaper, and daily exercise; and help with personal care. Lunch and tea are provided. Also included are medical and
psychological services, as well as the provision of prescribed medication. The centre and its related services are
paid for by Alzheimer’s Pakistan and provided free of charge to clients, although people who can afford to pay are
encouraged to share the costs. Nonetheless, the centre’s financial structure is fragile because Alzheimer’s Pakistan
relies completely on private donations and other external fundraising.
Day-care centres for people with dementia have also been developed in Singapore. The local Alzheimer’s Disease
Association has established four centres throughout the city, with an emphasis on locating them near publiclyfunded housing. The centres provide care to people with dementia and other conditions, for example people who
are recovering from strokes, 5 days a week (Monday to Friday) and also on certain Saturdays. Transport is available
for those who need it. Activities include occupational therapy, encompassing physical, cognitive and social domains;
art therapy; and planned outings. One centre also serves as a day rehabilitation centre, and has a physiotherapist
on the staff. Individualized care plans and a well-being profiling tool are used to provide person-centred services
and monitor clients’ outcomes. Support groups are offered for caregivers, and those who require counselling or
additional respite care are referred to designated social workers. The centres are funded by the Ministry of Health
through subsidies given to people with dementia who qualify through means testing (78).

dence from high-income countries shows that
these types of interventions have a beneficial
impact on informal caregivers (73–76).
Respite care is another form of support. It
allows primary informal caregivers to have short
periods away from their responsibilities. The
main goal of respite care is to help reduce stress
among informal caregivers while still meeting
the daily needs of those who need care. Volunteers or professionals sometimes provide respite
care at the older person’s home. In other situations, the older person is admitted temporarily

to a residential facility. Adult day care is another
form of respite care in which older people spend
part of their day engaged in social programmes
(Box 5.7 provides an example of respite care
being provided for older people with dementia).
Although several studies have tried to establish
the impact of respite care on the burden and
well-being of caregivers, the findings have been
mixed (79–81): outcomes seem to depend on the
quality of care provided and how well the service meets the needs of family caregivers (82).
Research is needed to determine how respite-
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care programmes can be designed to be most
helpful. Where respite services are available, it
is important to ensure that family caregivers are
aware of them and that they are provided in a
culturally sensitive way (83).

Promoting integrated care
through case management
and broader collaboration
Case management is a key tool for ensuring that
older people’s care is person-centred and integrated across the health care and social sectors
(84, 85). Major functions include case-finding,
proactive care planning and monitoring, and
ensuring the ongoing involvement of a case
manager. Research has shown that case management has a beneficial impact on an older person’s
psychological health and well-being (86, 87), and
on the satisfaction and well-being of caregivers
(87, 88). It also has the potential to delay nursinghome placement, and to reduce admission rates
and shorten lengths of stay in nursing homes
(89–91). Cost savings have been found in the
medium-term (91).
Some case-management programmes target
not only older people but also their caregivers.
In the Netherlands, for example, case managers
have an important role in providing education
and support to older people and their informal
caregivers (92, 93).
Throughout the care continuum, casemanagement planning must enable older
people to make their own choices, thereby
supporting their autonomy. This holds true
for all older people, even for those with significant declines in capacity (94). For example, although people with severe dementia
might not be able to decide whether they need
surgery, they may still have the capacity to
choose what to eat or what to wear. Adhering to this principle can be challenging. Yet a
Healthy Ageing approach demands that people
who provide long-term care should help older
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Box 5.8. What is palliative care?
Palliative care aims to improve the quality of life of
people experiencing a significant decline in their
intrinsic capacity and who have a limited life prognosis;
it also aims to help patients and their families by preventing or relieving physical, psychosocial or spiritual
suffering. This concept has been evolving: previously,
palliative care focused mainly on people with terminal
cancer and on institutional and specialist care. During
the past decade, however, its scope has expanded
considerably to include a wider range of health conditions, care settings and caregivers’ groups. Now, it
also addresses the well-being of families.
WHO estimates that around 40 million people need
palliative care every year (98). Approximately 80%
live in low- and middle-income countries, and some
67% are aged 60 years or older. Yet health systems
in most countries address this need inadequately:
an estimated 42% of countries have no palliative care
services whatsoever, and services in a further 30%
reach only a small percentage of the population in
need (99). Training in palliative care is often limited
or non-existent; and a lack of access to opioid analgesics and other medications used in palliative care
affects 80% of the world’s population (99). Other
barriers include a lack of awareness of the need for
palliative care and misconceptions about the nature
of palliative care.
Palliative care uses an interdisciplinary approach to
address the holistic needs of recipients and their families (100). Ideally, this begins in primary-care settings
when the prognosis becomes clear. Those involved in
planning for palliative care aim to ensure that older
people make informed and autonomous decisions
that are consistent with their values and preferences.
Care is then delivered across a range of settings,
with an emphasis on community-based care; and it
is offered by a range of caregivers, including trained
community caregivers or volunteers. These principles
of palliative care can be applied in all health-care and
long-term care settings, and are embedded within the
approaches outlined in this chapter.

people make the choices they are capable of
(94), and caregivers must continually assess
“when advocacy is justified, and unjustified
patronizing starts” (95).
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In addition to case management, advance
care planning is an important part of caring for
people who have a significant decline in their
intrinsic capacity. It refers to formal discussions
that aim to assist people in establishing personal
decisions about their future treatment and palliative care (96, 97) (Box 5.8). The main aim of
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advance care planning is to uphold older people’s autonomy and personal decision-making,
after they cannot speak for themselves, by clarifying their wishes, needs and preferences before
they reach a point where they are unable to do
so. Skilled facilitators who engage key decision-makers and include older people and their

Box 5.9. An integrated home-health and social-care system for older people in Turkey
In Turkey, several institutions provide services and support to older people living at home. These services are provided free of charge and funded through a mix of expenditures from the general budget, taxes, municipal budgets
and premiums paid by employers and employees. The Ministry of Health provides health care at home, which is
offered by multidisciplinary teams of professionals; the Ministry of Family and Social Policies provides social support,
assistance and care across a range of settings, including in older people’s homes; and municipalities provide social
support and other services, such as home health care; psychological support; home repairs and maintenance; help
with housework, personal care and cooking; and social activities (102–104).
In 2015, the Ministries of Health, Family and Social Policies and the Interior, and the Union of Municipalities of Turkey
instituted a new protocol that called for electronic data sharing among the various institutions and organizations
providing home care (105, 106). The system will be piloted initially in nine provinces, followed by countrywide implementation. The government will use data-sharing software to help ensure that older people receive home health
care, social support and any other public services that they need. Data integration will also enable the delivery of a
holistic coordinated approach, thereby improving efficiency and reducing the duplication of services.
When an older person or a family applies for a specific service, their information will be entered in the database. If
the initial care team thinks that someone would benefit from another service, they will notify the relevant institution via the database. In this way, older people’s needs will be met quickly.
This protocol is a good example of how a country can enhance the delivery of comprehensive and integrated longterm care, which includes health care and social care and support. Turkey’s holistic, collaborative and multidisciplinary approach offers the following advantages.

■■ It improves access to services and the availability of professional care for older people.
■■ It is people-centred, coordinated and flexible, and adapted to each person’s circumstances and needs.
■■ It respects the rights and dignity of older people, enabling them to participate in decisions about their needs
■■
■■
■■
■■

and allowing them to receive many of the services in their own home.
It supports families who care for their older relatives, and it helps improve the social participation of older people.
It increases the quality of life for, and well-being of, older people.
It protects older people and improves their safety.
It makes the best use of facilities, people and other resources through data sharing, which enables the coordination of care.

Although this is a new system in Turkey and it has not yet been evaluated, the protocol demonstrates some general points.

■■ Even in a developing country with a fragmented system of long-term care, a comprehensive care and support
system can be provided free of charge.

■■ Multisectoral approaches are key to providing long-term care, and the pilot demonstrates how governments
can provide the stewardship necessary for collaboration between institutions and organizations.

■■ The government’s most important responsibilities within the system are to create the mechanism for coordination, determine who needs health care, social care and support, and to work with partners to help provide
the required services.
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caregivers can improve the effectiveness of
advance care plans (101).
Although care-management strategies and
the principles that underpin them will help
ensure that long-term care becomes more personcentred and integrated, health care and social
care and support also need to be aligned and
integrated at the administrative level. This calls
for a more unified approach. One option might
be for a single government agency, for example
a ministry of health or of social services, to have
the lead responsibility for the entire system of
long-term care not just part of it. However, these
formal governance structures are not the only
way to facilitate integration (Box 5.9).
Ensuring collaboration between informal
and professional caregivers is another aspect of
integration. Evidence indicates that the effective
transfer of information among different caregivers improves the integration and coordination of care (88). Therefore, establishing shared
information systems may be a critical strategy
for building truly integrated services.
Importantly, family care and professional
care are not mutually exclusive. Informal caregivers may be empowered by professional caregivers, and their work may be complemented by
the work of professional caregivers; equally, professional care workers may be guided by family
members and their care may be supplemented by
family caregivers.

Ensuring sustainable and
equitable financing
The costs of responding to age-related caredependency are already high and set to increase
substantially. And as described previously in this
chapter, when governments do not finance services, someone else must pay. Because the burden
of poor health in older age falls disproportionately on disadvantaged people, this burden of
care is likely to fall disproportionately on the
poor, as well as on women. Therefore, identifying
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equitable ways of sharing the burden of caregiving is critical. This will generally require either
risk-pooling or targeting resources specifically
to those most in need.
This does not mean, however, that governments must necessarily assume all expenses for
long-term care. To a large degree this is a political
issue, reflecting wider social choices about how
the overall cost of care should be distributed.
But even where the role of government is largely
limited to stewardship, this is not without cost:
effective governance requires strong and adequately resourced coordination and oversight.
As with health financing (107), the financing of
long-term care must consider three main targets:
how to generate sufficient financial resources; how
to ensure that care is both accessible and affordable, even for the poorest in society; and how to use
resources in a cost-effective and equitable manner.
If there is a strong social consensus that
long-term care is an important public good and
a high social priority, then governments can generate resources for long-term care by diverting
general tax resources from areas that are less of
a priority. Alternatively or additionally, governments may decide to establish compulsory saving
schemes or insurance for long-term care. Several
OECD countries have adopted universal insurance schemes to successfully generate financial
resources; they include Germany, Japan, Luxembourg, the Netherlands and the Republic of
Korea (14) (Box 5.10). For example, within 4 years
of the inception of an insurance scheme for longterm care in the Republic of Korea, it was providing care to 5.5% of the population aged 65 and
older, with an overrepresentation of poor older
people, women and those living alone, thus indicating that the scheme was reaching vulnerable
groups (110). Among those using the service,
89% reported that they were satisfied with the
quality of care, and 93% of families reported a
reduction in their burden of care (111).
However, in Latin America and sub-Saharan
Africa, the experiences with contributory insur-
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Box 5.10. Financing health care and long-term care for ageing populations: the Netherlands
In the Netherlands, older people receive health care and long-term care through different municipal schemes that
cover their health-care needs, inpatient long-term care and social care and support. In addition, the country’s welfare system provides income support to those who lack other means (108). In an effort to address rising costs and
changing needs, the Netherlands introduced far-reaching reforms to these various schemes in 2015 (109).
The health-insurance system (known as Zorgverzekeringswet), which covers basic health-care needs for the entire
population, is being implemented by private (mainly not-for-profit) health-care insurers. It will extend coverage to
include personal and nursing care. Health insurers are responsible for providing most intensive home-care needs,
such as help getting out of bed, showering and getting dressed, as well as providing community nursing.
On top of this health insurance, people have the option of enrolling in voluntary health insurance, which covers
services that are not included in the public schemes. Voluntary insurance covers dental care for adults and physiotherapy. Around 85% of the population is enrolled in these voluntary plans, including a relatively high proportion
of older people.
The accompanying scheme for long-term care has undergone drastic reforms. Previously, it was a compulsory
scheme that covered long-term care for older people, people with mental disorders and people with disability. The
new scheme (known as Wet Langdurige Zorg) will cover only the most intensive forms of residential long-term care
(and fewer people will be eligible for residential care). Outpatient personal and nursing care have been transferred
to the health insurance system, as described above.
Social support, including certain home-care services and respite care, has been devolved to municipalities under a
tax-funded appropriation (and is known as Wet Maatschappelijke Ondersteuning). This must be used to ensure that
people can live in their own homes for as long as possible and receive the assistance that they need to do so. With
these reforms, local authorities are being given a predominant role in providing community-based long-term care.
Older people may draw a personal budget from all three schemes but only for their long-term care needs. The
personal budget enables individuals to buy and organize their own care according to their preferences. As budget
holders, older people are free to hire their family members or anyone else to provide care.
The main lessons from the experience of the Netherlands are as follows.
1. Providing broad coverage for health care and long-term care has many benefits and contributes to social
solidarity.
2. Several different schemes might be necessary to cover all the needs of older people. In these circumstances,
it is crucial to ensure there is collaboration among the various schemes and that an integrated and holistic
approach is used.
3. It is important to respect the wishes of the older people who want to live at home for as long as possible.

ance schemes for pensions and health services
have been mixed (112). Schemes have often generated large financial deficits and required substantial bailouts from general revenue. One reason is
that there have been high levels of evasion, possibly reflecting low levels of trust in public insurance systems. If it is difficult to persuade people
to contribute to an insurance fund that offers
tangible benefits, such as retirement pensions, it
may be even harder to encourage them to make

lifetime contributions towards potential longterm care that many may never need.
In very poor countries, limited public
resources and competing priorities make it
unlikely that substantial government funds will
be devoted to long-term care in the foreseeable
future. However, opportunities likely exist to
raise awareness of financial commitments to
long-term care among development partners
and nongovernmental organizations. Even in
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the least-resourced settings, governments can
convene potential partners, make their case and
galvanize financial support.
Regardless of how revenue is collected,
broad-based risk-pooling helps spread the financial costs of long-term care across the whole of
society. This helps protect poor and marginalized people, and reduces the risk of financial
catastrophe for older people and their families.
Ensuring that interventions are cost effective helps ensure that resources are spent judiciously. For example, enabling older people to
remain at home both enhances their quality of
life and can be more affordable than residential
care, although this is not necessarily the case
(113).
Beyond this, initiatives such as older people’s associations (Box 5.4), which draw on the
human and social capital inherent in older populations to meet the needs of older people, might
offer sustainable and low-cost care options in
the near-term. Although currently largely limited to low- and middle-income countries, these
mechanisms for drawing on what is often an
overlooked resource may also be useful in more
developed settings.
Financing a universal system of long-term
care may appear daunting in low- and middle-income countries. Yet for several reasons
these settings have cost advantages over highincome countries. First, population ageing is less
advanced and so the demand for long-term care
is lower. Second, most forms of long-term care
do not require expensive equipment or specialist
technology: the primary and essential input is
human labour, and the costs for this are considerably lower in less-developed economies. Third,
these countries have opportunities to learn from
the past mistakes of high-income countries:
namely, they can emphasize the use of more costeffective services that support family caregivers.
In Chile, for example, it has been estimated that
the cost of a universal home-based social-care
system would be around 0.45% of GDP, which
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is roughly equivalent to 10% of the total health
budget (114).

Changing mindsets about long-term
care: a political and social challenge
The problems and injustices of current systems
of long-term care often do not receive the attention they should. In part, this is because many
of those who are directly affected lack political voice or organized representation. Caredependent older people, migrant care workers
and family caregivers confined to their homes
face many barriers to participating in political
debates. Most national governments lack a focal
influential agency that can highlight and champion these issues. In many cases, the division of
roles and responsibilities among national and
local government departments is unclear and
confusing. This hinders the coordination of an
integrated system of health care and social care
and support, and obscures lines of government
accountability. Where policy debate occurs, it is
often focused on fiscal concerns. Less attention
is paid to the important benefits provided by an
effective system of long-term care (Box 5.11).
Media representations of long-term care
issues are often ageist, narrow and ill-informed
(115). Increasing society’s awareness of the inaccuracy and destructive potential of common
ageist stereotypes is one way to confront these
negative attitudes (116). When physical and
cognitive impairment, depression and pain are
viewed as inevitable aspects of ageing, older
people are unlikely to be taken seriously and
will become marginalized, in particular in societies where independence and self-sufficiency
are highly valued (117). The widespread fear of
dying and personal discomfort in talking about
dying, including among health-care workers,
further perpetuate this problem (118).
The media, however, can offer solutions to the
problem it repeatedly reinforces by challenging
ageist attitudes and supporting informed debate
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Box 5.11. Key benefits of taking action on long-term care
1. Enables dignity in older age: the rights of older people are respected.
2. Reduces hospitalizations and associated costs: the use of long-term care shortens the length of hospital stays,
reduces readmission rates and supports older people in returning home. All of these reduce the associated
health-care costs. For older people over the age of around 70 years in countries with accessible long-term care
services, health-care costs decrease with age.
3. Reduces poverty: long-term care that is based on ensuring equitable access to and utilization of care services
provides a safety net for older people and protects them – and their families – from poverty in late life. It also
helps share the risk of catastrophic health-care costs, reduces burdens on families and promotes social cohesion.
4. Improves the quality of care and quality of life: a well-designed system of long-term care that offers different
options for care supports families in sustaining quality care at home, relieves the burden on caregivers and
improves the quality of life of older people and their caregivers.
5. Improves dementia care: home-based coaching and support enable family members who act as caregivers to
manage challenging behaviours at home and reduces crises and caregivers’ distress.
6. Improves end-of-life care: long-term care that is consistent with the principles of palliative care enables older
people to be free from pain and distress at the end of life. If provided in home-care or residential-care settings, it helps to avoid unnecessary, expensive and stressful admissions to hospitals for end-of-life care.
7. Enhances employment: if managed proactively, the demand for professional care workers creates jobs and
enhances access to long-term care services. As such, it is a win-win solution for governments and the public.
Also, lifting some of the burden from caregivers may free them to enter (or re-enter) the workforce.
8. Supports innovation and commerce: many innovative technologies are being developed to address the needs
of older people who have significant losses in capacity. These products help fill a gap for older people and in
turn become marketable to others with similar needs.

about long-term care. A study from the United
States, for example, showed that geographical
differences in media coverage of long-term care
were significantly associated with policy reforms
that prioritized community-based care (119).

Conclusion
This chapter has made the case that long-term care
needs to evolve in fundamental ways. In many
low- and middle-income countries, formal longterm care services are essentially non-existent. The
task of supporting care-dependent older people
typically falls to female relatives, who are mostly
untrained and unpaid for this work. In some highincome countries, comprehensive public services
are available, but sustainability is of great concern
as populations age. In all settings, the nature and
quality of care often fall short. The need to opti-

mize trajectories of intrinsic capacity and support
autonomy and dignity may be overlooked entirely.
Promoting new ways of thinking about
long-term care – including shifting to a central
objective of optimizing functional ability – is
an important first step. Beyond this, action is
needed on several fronts.
First, all countries need a fully integrated
system of long-term care. For most countries,
this implies the development of a national plan.
Governments can convene stakeholders to discuss and decide what needs to be done and who
will be responsible for what. At a minimum, the
plan should outline the services to be provided,
who will provide them, how these services will
be financed, how universal access will be facilitated, how quality will be ensured, and how the
system will be coordinated to ensure the provision of integrated and comprehensive longterm care.
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Box 5.12. National Dementia Strategy, Scotland
Scotland’s National Dementia Strategy: 2013–2016 has the following key outcomes (120).
1. More people with dementia will be living at home longer and with good life quality.
2. Communities will be accessible and supportive to people with dementia, which will contribute to improved
awareness of dementia and reduced stigma.
3. People should be assured of timely and accurate diagnosis.
4. There will be better post-diagnosis support for people with dementia and their families.
5. More people with dementia and their families and caregivers will be involved as equal partners in care.
6. There will be better respect for and promotion of the rights of people with dementia in all settings, together
with improved compliance with the legal requirements with regard to treatment.
7. People with dementia will be treated with dignity and respect in hospitals and other institutional care settings.
The strategy contributes to Scotland’s 2020 vision for health and care (121): that is, all people, including those with
dementia, will be enabled to live well and longer at home or in home-like settings. An integrated health care and
social care system is the key strategy for realizing this vision; supported self-management and community-based
health care are features of this integrated approach.
Both strategies are underpinned by Scotland’s Charter of Rights for People with Dementia and their Carers (122),
which sets out the existing human and other legal rights of people with dementia and their caregivers. At the centre
of this human rights-based approach is the right of people with dementia and their caregivers to be treated as equal
citizens within their communities, to be supported to live as well as possible and to be enabled to remain connected
to their communities and family and social support networks.
Alzheimer Scotland has been instrumental in moving this agenda forward. For example, its Five Pillars Model of
Post Diagnostic Support is the basis for the Scottish government’s commitment to provide every person diagnosed
with dementia with a guaranteed minimum of 1 year of post-diagnosis support (120). This model enables individuals and their families to develop robust personal plans designed to support each person with dementia to live well
and independently for as long as possible. More broadly, Alzheimer Scotland has spearheaded awareness-raising
campaigns and initiatives on dementia-friendly communities and becoming a friend to people with dementia to help
develop a better understanding of dementia and combat negative societal perceptions across the country. It also
has developed national standards of care for people with dementia (123) and a training framework that outlines the
knowledge, skills and behaviours expected of all health care and social-care workers. More than 500 dementia champions, supported by dementia nurse consultants, are working within the National Health Service as change agents to
promote best practices to improve the experience, care and treatment of, and outcomes for, people with dementia
and their families; their work aims to reduce the use of psychoactive medications and promote non-drug therapies.
Scotland’s National Dementia Strategy: 2013–2016 demonstrates several points discussed in this report.
1. A national strategy or plan is important for organizing stakeholders and agreeing priority areas for action.
2. Improvement efforts should span a wide range of services and settings – not only social services but also
acute health care provided in hospitals and in the community – including all organizations or settings that
older people are likely to visit.
3. A human rights-based approach is a key overarching strategy for improving long-term care.

The second priority is to find ways to create
and sustain a workforce prepared to provide
long-term care. This can be accomplished by
adequately preparing paid care workers for their
roles, paying them a fair wage and creating reasonable working conditions. Giving care work148

ers meaningful authority to make decisions and
meaningful career pathways are other ways to
improve recruitment and retention. Crucially,
family caregivers must be supported; this can be
accomplished by providing education, training,
respite care, legislation to support flexible work-
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ing arrangements or leaves of absence, and cash
payments for services rendered.
Third, actions must be taken to promote
the rights of older people and their caregivers. It is unacceptable to treat care-dependent
older people in a depersonalized, degrading or
abusive manner. Instead, long-term care must
be designed to facilitate older people’s dignity,
autonomy and personal wishes, while keeping
them connected to their community and social

Long-term-care systems

networks. Similarly, the mainly female care
workforce must be treated equitably and justly.
Countries have considerable scope for diversity, innovation and flexibility in deciding how
to take action in these areas (Box 5.12). Further
suggestions for action are provided in Chapter 6.
In all countries, a wide range of stakeholders will
likely be involved in the process. But only governments can establish and steward long-term
care systems as a whole.
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Yeun, 59, Cambodia
Yeun cares for two grandchildren and lives alone.
“I was born in this village and have lived here all my life. I have never
been to the capital Phnom Penh - only to nearby Battambang City.
The community organiser from HelpAge asked me if I wanted to start
a new business.
When I said yes, the older people’s association arranged for me to
undergo an apprenticeship with someone who knew how to fix
bicycles. Once I was ready, the older people’s association gave me
a grant of US$220 (880,000 Cambodian riels) to buy tools and an air
pump- everything I needed to start fixing bicycles.
I used to repair shoes, but I did not make enough money. At that
time, people used to wear a lot of second-hand shoes, but not so
much now. I like my bicycle repair business much more as I can make
two or three times as much money now. Using the profits from this
business, I was able to buy more tools and replace some of the old
ones. I was able to put a tin roof on my house to keep the rain out.
Also, because I live on the side of the river, my house can easily be
flooded, but using the earnings from my business I was able to raise
my house higher. Now, I even lend money to my children.
In the village, people bring me all kinds of vehicles - almost anything
with wheels. I get at least two to three customers a day. The most
difficult thing about repairing a puncture is removing the tyres. It
took me a while to master that skill, but now I am an expert.
I think older people should never give up and always keep hope.
Even if you are disabled as I am, you can live with your efforts, you
can live with your skills. With a little help I was able to set up this
business; I think others can do the same.”
© Mayur Paul / HelpAge International 2012
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Introduction
Chapter 4 and Chapter 5 outlined the importance of health care and long-term
care and what can be done to strengthen these systems. This chapter outlines
the crucial role of further aspects of an older person’s environments and how
other sectors can contribute to harnessing the opportunities and addressing the
challenges of population ageing.
The process of Healthy Ageing argues that all sectors share a common goal:
to build and maintain functional ability. Therefore, this chapter is structured
around five key domains of functional ability that are essential for older people to:
■ meet their basic needs;
■ learn, grow and make decisions;
■ be mobile;
■ build and maintain relationships;
■ contribute.
These abilities are essential to enable older people to do the things that they
value. Together they enable older people to age safely in a place that is right for
them, to continue to develop personally, to be included and to contribute to
their communities while retaining their autonomy and health.
Although the five abilities are treated separately in the text, they are strongly
interconnected. For example, participating in work may be essential for meeting basic needs. Meeting basic needs is a prerequisite for learning and growth.
Opportunities to learn and grow are also opportunities to develop relationships.
Three important considerations permeate these discussions. First, what
older adults can do physically or mentally – their intrinsic capacity – is only
part of their potential. What they are actually able to do (their functional ability) will depend on the fit between them and their environments. Second, a
paradigm shift is needed in the way that society understands ageing. Pervasive
ageist stereotypes of older people as uniformly frail, burdensome and dependent
are not supported by evidence (Chapter 1) and limit society’s ability to appreciate and release the potential human and social resources inherent in older populations. Yet these negative attitudes influence decision-making, choices about
public policy and public attitudes and behaviours (1). Third, the effect of envi159
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ronments will influence one older person differently from the next depending on factors such
as gender, ethnicity or level of education. This
may result in unequal access to material or psychological support, or limit behavioural options
and, thus, affect an older person’s ability to experience Healthy Ageing (2). Without considering
these inequitable relationships, policies in all
sectors risk widening the gaps demonstrated in
Chapter 1 and Chapter 3.
This chapter also builds on WHO’s approach,
used during the past decade, to develop agefriendly cities and communities. Much of this
work is built around key municipal-level services:
transportation, housing and urban development,
information and communication, and health
and community services. This chapter complements this approach by framing age- friendly
actions towards meeting the goal of enhancing
functional ability and by extending these concepts in a way that is relevant for all sectors and
that can encourage them to work together. The
discussion is therefore relevant for any level of
government or any sector, public or private.
The actions we discuss take many forms but
enhance functional ability in two fundamental
ways.
1. By building and maintaining intrinsic
capacity, by reducing risks (such as high
levels of air pollution), encouraging healthy
behaviours (such as physical activity) or
removing barriers to them (for example,
high crime rates or dangerous traffic), or by
providing services that foster capacity (such
as health care).
2. By enabling greater functional ability – in
other words, by filling the gap between what
people can do given their level of capacity and what they could do in an enabling
environment (for example, by providing
appropriate assistive technologies, providing accessible public transport or developing safer neighbourhoods). In doing these
things, it is important to acknowledge that
although population-level interventions
160

may improve environments for many older
people, many will not be able to benefit fully
without individually tailored support.
The purpose of this chapter is to provide
an overview of the five abilities and explore the
evidence about what works to foster them. It is
intended to help decision-makers reflect on current practices and to provide support for possible ways to move forward. The lessons learnt
and shared by members of the WHO Global Network of Age-friendly Cities and Communities
(Box 6.1) are reflected in many of the examples.

Ability to meet basic needs
Perhaps the most fundamental of abilities is the
ability of older people to manage and meet their
immediate and future needs to ensure an adequate
standard of living as defined in United Nations Article 25 of The universal declaration of human rights
(7).This ability includes older people being able to
afford an adequate diet, clothing, suitable housing,
and health-care and long-term care services. It also
extends to having support to minimize the impact
of economic shocks that may come with illness, disability, losing a spouse or the means of livelihood (7).
The inability of older people to meet their
basic needs can be both a cause and an effect of
reduced capacity (8–11). But their environments,
too, play a crucial part. “Poor social policies,
unfair economic arrangements [where the already
well-off and healthy become even richer and the
poor who are already more likely to be ill become
even poorer] and bad politics” (12) make meeting
basic needs in older age much harder and, hence,
decrease what older people can and could do.
The most important basic needs identified by
older people, beyond health care and long-term
care, are personal and financial security, and
adequate housing (13, 14). This section explores
briefly what we know about these three important areas, their implications for Healthy Ageing
and the potential for action.
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Box 6.1. Age-friendly cities and communities
An age-friendly city or community is a good place to grow old. Age-friendly cities and communities foster healthy
and active ageing and, thus, enable well-being throughout life. They help people to remain independent for as long
as possible, and provide care and protection when they are needed, respecting older people’s autonomy and dignity.
The WHO Global Network of Age-friendly Cities and Communities was established in 2010 to support municipalities
that wished to transform these ambitions into reality, involving older people in the process and maximizing their
opportunities at the local level. The network seeks to do this by:

■■ inspiring change and showing what can be done and how it can be done;
■■ connecting cities and communities worldwide to facilitate the exchange of information and experience;
■■ supporting cities and communities to find solutions by providing innovative and evidence-based technical
guidance.
The network builds on previous work by WHO, and by 2015 included more than 250 cities and communities in 28
countries. Network members commit to:

■■ engage with older people and other stakeholders across sectors;
■■ assess the age-friendliness of their cities and identify priorities for action;
■■ use the assessment findings to engage in evidence-based planning and policy-making across a range of fields
to adapt their “structures and services to be accessible to and inclusive of older people with varying needs and
capacities” (3).
Age-friendly interventions are responsive to local needs. For example in New York City, the Department of Transportation’s Safe Streets for Seniors programme has developed measures to improve the safety of older pedestrians
in particular areas of the city where older people had been involved in accidents that resulted in severe injuries or
fatality. Between 2009 and 2014, more than 600 dangerous intersections were redesigned and pedestrian fatalities
among older people decreased by 21% (4).
Initiatives in other cities, have focused on enhancing mobility by making transportation affordable for and accessible
to older people, including in rural areas. For example, in Winnipeg, Canada, Handi-transit provides transportation
for older people who are not well served by public transport or who can no longer drive (5).
To address the challenges of social isolation and loneliness, many communities have developed telephone hotlines
as well as befriending schemes in which volunteers visit older people. Another way of tackling social isolation and
loneliness is through schemes that offer activities of interest to older people. An example is the Men’s Sheds in
Australia and Ireland that target men at risk of social isolation, offering activities of interest to them, such as wood
turning, repairing vintage vehicles, compiling heritage memorabilia and classes on information technology (6). Further examples of local interventions are shared on the network’s portal (http://agefriendlyworld.org/en/about-us/).

Financial security, housing,
personal security
Lack of financial security in older age is a major
obstacle to Healthy Ageing and to reducing health
inequity (12). The prevalence of poverty among
older people compared with that in the general
population varies significantly across the world.
In Europe, one in every five older persons has an
income below the poverty line, with people older
than 80 years being the most severely affected.

Individual European countries, however, show
differences. In the majority of countries in the
European Union, older people are at higher risk
of poverty than the general population, but older
people appear relatively well protected from poverty in some of these countries, including the
Czech Republic, France, Hungary, Luxembourg,
the Netherlands and Poland (15). This suggests
that local policies make a significant difference.
In high-income countries in general, an individual’s level of financial security tends to change
161
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little across the life course – that is, those that
were affluent in early life remain affluent in later
years, and those who were poor remain poor (15,
16). In countries in sub-Saharan Africa households comprising only older people generally
have less financial security than households
comprising a mix of ages (17). In Latin America, poverty rates among older people tend to be
lower than among the general population (18).
Specific groups are at greater risk of not
being able to meet their basic need for financial
security. Across all contexts, women are more
likely than men to be poor, and less likely to
have gained pension rights during their working life. For example, older women in OECD
countries are 33% more likely to be poor than
men of the same age (15, 19). In sub-Saharan
Africa, older people living with grandchildren
(known as skip-generation households) are at
increased risk of poverty (17). In OECD countries older people living alone, who most often
are widowed older women, are at increased risk
of poverty, with rates exceeding 40% in many
countries, including Australia, Ireland, Japan,
Mexico, the Republic of Korea and the United
States (15).
Around the world, older people with low
incomes find it particularly problematic to meet
their basic need for adequate housing (Box 6.2).
For poor older people, housing is often the biggest
household expenditure and the main determinant of how much food is available and whether
the heat will be turned on when it is cold (21,
22). Ensuring that older people live in housing
that is an appropriate and manageable size for
their household, and that is affordable to heat, is
associated with improved health, and may promote improved social relationships within and
beyond the household (23). When older people
have a fixed income they are particularly affected
by the level at which rents are set and the costs of
utilities, maintenance or the modifications that
are necessary to accommodate a loss of capacity.
Making improvements to housing that result in
an increase in rent that is beyond older people’s
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Box 6.2. The right to adequate housing
The right to adequate housing requires more than just
four walls and a roof (Article 11.1 of the International
covenant on economic, social and cultural rights) (20).
It includes the right to have a safe and secure house
and community in which to live in peace and dignity.
The right to adequate housing encompasses a range
of concepts relevant to older people (21), such as:

■■ guaranteeing legal protection of tenure against
forced evictions, harassment and other threats;

■■ being sufficiently affordable such that the costs
■■
■■

■■
■■
■■

do not threaten or compromise the occupants’
enjoyment of other basic needs;
ensuring access to safe drinking water, adequate
sanitation, energy for cooking, heating, lighting,
food storage and refuse disposal;
ensuring habitability – that is, guaranteeing
physical safety, providing adequate space,
protecting against threats to health and against
structural hazards, and not being located in polluted or dangerous areas;
ensuring accessibility and usability, for example,
by taking into consideration declines in capacity;
facilitating access to transportation, shopping,
employment opportunities, health-care services
and other social facilities;
respecting the expression of cultural identity.

ability to pay can cause significant distress and
negatively impact their health (24).
Poorer people are also more likely to live
in deprived neighbourhoods where there is less
access to safe environments that might allow
them to be physically active; where there are
fewer resources, such as hospitals, that might
help them cope with adverse events; and where
there is less access to healthy food that might
allow them to eat a nutritious diet (25). The characteristics of neighbourhoods and communities
can also have an impact on crime and stress
levels, and result in older people restricting their
movements. When combined, these impacts
from personal and neighbourhood poverty have
been shown to increase the risk of symptoms of
depression (26). Those with the least financial
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security or poorest intrinsic capacity are often
least able to meet their need for adequate housing. For example, higher rates of disability occur
among those who are poorest and who are the
least able to pay for adequate housing or improve
their housing situation (27, 28). Therefore, their
disadvantages accumulate (29).
Personal security is another crucial issue
for older people. It, too, is more threatened in
deprived neighbourhoods but is nonetheless relevant to all, and its absence has significant consequences for health, well-being and survival (30).
Abuse and crime can cause injury, pain, stress
and depression. When older people, particularly
women, are victims of violent crime, the consequences are often more severe than for other age
groups: older women are more likely to have a
higher need for medical care, to be admitted into
a nursing home and to die as a result of an assault
(31). Victims of elder abuse have twice the risk
of death compared to those not reporting abuse
(32). The fear of crime, and actually having been
the victim of a crime, a disaster or abuse can
increase the risk of social isolation and feelings
of vulnerability, and seriously undermine both
older people’s ability to participate in their families and communities and community efforts to
improve their health (33, 34).
However, because older people do not form
a homogeneous group, their experiences and
the health implications of crime, fear and abuse
are not uniform. Factors such as age, sex, level
of physical or mental capacity, socioeconomic
status, ethnic or religious background, and being
part of a sexual minority, are all important influences on risk and how it is experienced. In general,
those who are more likely to experience threats to
personal security include older people with poor
physical and mental health, who are care-dependent, who are socially isolated and who are poor.
Disasters can make it more difficult for all
older people to meet their basic needs for food,
water, sanitation, shelter and health-care services. Older people who are less resilient and
who experienced difficulty meeting their basic
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needs prior to a disaster may be inadequately
prepared to mitigate the effects of a disaster (for
example, by hurricane-proofing their house) or
to cope afterwards. Disasters may also create or
exacerbate threats to their personal security, for
example, when older people are forced by a disaster to live in temporary shelters (35).

What works in improving
financial security
Having no significant money worries is important throughout the life course, but this is increasingly so in older age when the ability to generate
income often declines. Evidence suggests that
having up to a certain amount of money makes
people happier and reduces mental health problems, such as depression and anxiety (36, 37).
Money can also increase choices related to other
abilities, such as decisions about relationships,
learning options and work.
Financial security in older age can be accumulated from a wide variety of sources: pensions, social insurance benefits, earnings, assets
and intergenerational transfers. Research has
shown that in high-income countries, higherincome households are more likely to draw from
diverse sources, while poorer households have
greater reliance on income from social security
(27). In low-income countries, access to social
insurance benefits and other social safety nets is
particularly limited.
For older adults who have not been able to
accumulate sufficient income through contributory pensions, savings, intergenerational transfers or other sources, social-protection support
can enable them to meet their basic needs. Social
protection is a fundamental human right and
can be critical for older people, allowing them to
manage financial risks and protecting them from
poverty (7, 20). A range of approaches is needed
to ensure social protection, which can include a
social pension, means-tested benefits, and protection from the costs of health care and social
care. However, reliance on these approaches
163
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should not stigmatize older adults. The discussion that follows focuses on the strategies being
used in diverse contexts to provide support to
poor older adults, and reflects both universal
and targeted approaches. This section should be
read in conjunction with the section on the Ability to contribute which looks at, among other
things, how to support older people to remain
in the workforce in ways that do not undermine
Healthy Ageing.
Social pensions (that is, noncontributory
cash transfers to older people) can raise the
social status of older people within households,
enable older people to continue to have a role in
household decision-making, and improve access
to services (12, 38, 39). They can also contribute to gender equity because women tend to live
longer but often have less access to contributory
pensions. Especially in low-income countries,
social pension systems can also improve the
well-being of other household members, including children: the extra money that comes into
the household can, for example, help children
enrol in school and can be used to improve their
nutrition (40). Thus, a social pension given to
an older person can help to break an intergenerational cycle of poverty. A range of countries
have established social pension schemes that
can be used to provide care for vulnerable older
people. For example, in Chile poor women and
men receive a social pension if they are not provided for by the formal pension systems that provide benefits only after years of employment and
contributions. Older women tend to be poorer
than older men, so they benefit proportionately
more from the programme, especially in rural
areas (18). Thus, this is an example of a policy on
ageing that is effective in combating the inequities highlighted elsewhere in this report.
Both funding and financing instruments
can be strengthened to address these vulnerabilities (41). Namibia provides a universal pension to people aged older than 60, and it is not
means-tested. Approximatley 88% of eligible
persons receive the pension, and it is the main
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source of income for 14% of rural households
and 7% of households in urban areas. In addition to being an important means of reducing
poverty, it often indirectly benefits the children
who live in skip-generation households because
their parents are away working or have died
of AIDS (18). For example, a study conducted
in South Africa found that girls living with
grandmothers who received a social pension
had improvements in their height and weight
for their age (42). Nepal, despite conflict and
its aftermath, has also maintained and developed social pensions for older people (43). The
Republic of Korea introduced a basic old-age
pension in 2008, which is a means-tested noncontributory social pension, as one mechanism
for providing social protection. This pension
has improved older people’s ability to meet their
basic needs, such as for heating and nutritious
food, particularly among the oldest age group
(44). In Kazakhastan, pensions have also been
shown to have an important role in reducing
poverty among older people (45).
However, addressing the financial needs of
poor older people requires more than offering
pensions (Box 6.3). Different forms of direct and
indirect support are needed; these may include:
■ making available in the community programmes for retraining that are adapted to
the needs of older workers and can enable
them to work for longer;
■ changing employers’ attitudes about the
value and contributions of older workers;
■ providing social assistance within the home
and community for the poorest and the
oldest people (categories that frequently
overlap) and for those without family support. Women are often a large part of this
group (47). For example, in Jordan, targeted
cash transfers (that is, direct payments
of money to eligible people) favour poor
women and households headed by older
people, but this benefit is delivered within a
context of family and community networks
and the significant additional social support
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■

■

■

■

provided by religious organizations and
nongovernmental organizations (18);
providing essential health care at a nationally defined minimum level that meets the
criteria of availability, accessibility, acceptability and quality (Chapter 4) (48);
developing policies that provide unemployment insurance and health insurance,
including coverage for catastrophic health
expenditures (48);
connecting informal workers with different forms of social security and pension
coverage (49). In India, for instance, the
national pension scheme has been extended
to include informal workers (50);
providing assistance to families that care
for older family members (Chapter 5).
Box 6.3. Promoting accountability to
older people and uptake of
pensions in Bangladesh
In Bangladesh, the Resource Integration Centre, a
nongovernmental organization, has worked with
older people in 80 villages to form associations. The
associations elected members to monitor older people’s entitlements, such as the old-age allowance,
widow’s allowance and access to health services. They
found that significantly fewer people were receiving
entitlements than were eligible: less than 1 in 10 in
one area. The older people’s associations meet regularly with local governments to help people claim
pension entitlements; as a result, pension uptake has
increased fivefold, and banks have improved their
procedures for serving older people (46).

What works in ensuring
adequate housing
Older people want housing that enables them
to be safe and comfortable regardless of their
age, income or level of capacity. For some this
may mean the desire to age in place – that is, to
remain in their homes and communities as they
get older (28, 51–54). For others, ageing in place
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may not be desirable. For example, their housing may no longer suit them if their neighbourhood has experienced decline or gentrification
and if the community networks and services that
they relied on have been eroded. For others, their
housing may be so inadequate that it is detrimental to them, which may be particularly common
in resource-poor settings. In these settings, limited basic amenities, multiple safety risks and
overcrowded intergenerational households may
restrict both comfort and security (55) (Source:
I Aboderin, [African Population and Health
Research Center] Older men and women’s experience of older age in three sub-saharan cities
[unpublished data], 27 July 2015).
Policies need to enhance the fit between the
needs and preferences of older people and their
housing, and will require mechanisms to address
the inevitable changes that occur both in people
and places over time (56). Benefits of increased
fit can include improvements in mental health,
reductions in injuries, the ability to maintain
attachments to both home and community, and
increased autonomy and independence (54).
A discussion on general housing policies and
programmes, and what works in providing adequate housing and safe and secure neighbourhoods is important but beyond the scope of this
report. The focus here is on what could be done to
ensure that policies consider population ageing
and specifically focus on poor older people and
those who have lost capacity. The actions to be
taken will involve many different organizations,
governance arrangements, funding instruments,
types of accommodation and providers. Any
action that is chosen will depend on the context.

Facilitate older people’s choices

Older people in every income group and across all
contexts should have access to a range of options
for adequate and affordable housing. These may
include market-driven housing for those who can
afford it, social housing, assisted-living facilities,
continuing-care communities (which provide
residential options that are responsive to differ165
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ent levels of capacity, such as independent living,
assisted living or care homes) and shared-living
arrangements, including hostels and care homes.
The United Nations’ Convention on the rights
of persons with disabilities and optional protocol
recognizes the equal right of all persons with
disabilities to live in their community, to choose
where and with whom they want to live, and to
not be obliged to reside in a particular living
arrangement (57). Article 19 of the convention
also includes provisions for a range of in-home,
residential and other community services to support living and inclusion in the community, and
these may provide cost-effective options for enabling older people to age in place. For example,
telecare (that is, the remote provision of services)
has been shown to increase older people’s ability to stay in their homes, even people who have
dementia. In Bradford, England, a pilot project
that provided telecare to older adults found that
26% of those in the telecare programme were
able to stay in their own home, thus avoiding
an unwanted admission to a care home (58). A
further 13% of those in the programme avoided
hospital admission, and there was a 29% reduction in the number of hours needed for home
care. This was a pilot project, but if expanded to
full capacity it is estimated that the programme
would save significant resources (58).

Develop policies that support
housing modifications and access
to assistive technologies

The accessibility of housing and the usability
of modifications and assistive devices is of particular importance for older adults because they
are likely to spend more time in their homes
or immediate neighbourhood when compared
with younger people, and may have less intrinsic
capacity with which to navigate barriers such as
uneven floors or roads with potholes (59). Declines
in intrinsic capacity are the most common reasons why older people become unable to cope in
their existing residence and need to move (60).
Many older people live in housing that was built
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a long time ago and has features that may be hazardous – such as rugs, narrow doors, inaccessible
bathrooms or poor light – and act as barriers to
independence as people age and lose capacity (52,
61). When people experience a significant loss of
capacity, previously minor household barriers
may become major obstacles to managing their
daily needs. This may mean that older people are
unable to return home after being hospitalized
or that they need to transition to more supportive housing (62).
Home modifications (that is, conversions or
adaptations made to the permanent physical features of people’s homes to reduce the demands
from the physical environment) can have a
multitude of benefits: it may make tasks easier;
reduce risks to health, such as falls (Box 6.4);
provide better security; help maintain independence over time; and have positive impacts on
social relationships and networks, thus facilitating continued engagement with society (24, 61,
72). Home modifications have been found to be
cost effective (Box 6.5). They generally target one
or more of the following three issues:
■ physical accessibility – for example, by
removing obstacles (such as stairs to the
entrance) and providing mobility and
safety aides (such as grab bars in showers
and near toilets);
■ comfort – for example, by improving
energy efficiency, such as installing insulation and draught proofing (25);
■ safety – for example, by reducing airborne dust, or introducing and maintaining mechanisms to reduce injury, such as
installing nonslip flooring in bathrooms.
Older people can plan ahead and integrate
the changes needed to ensure accessibility – for
example, by adding handrails when they renovate the bathroom – or they can introduce
changes as their capacity declines. Because older
people’s capacity can decline rapidly, it is necessary to ensure that assessments are timely and
changes are made promptly so that older people
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Box 6.4. Reducing falls through
environmental intervention
The immediate environment plays an important part
in protecting older people against falls. A systematic
review of multifaceted population-level interventions
assessed in studies conducted in Australia, Denmark,
Norway and Sweden showed reductions of between
6% and 75% in fall-related injuries (63).
In addition to treating health conditions and controlling medications, a range of environmental interventions have been shown to be helpful in reducing risks
for community-dwelling older adults (64). These
include providing:

■■ education to individual older people to enhance
■■

■■
■■

■■
■■

■■

their knowledge and reduce their fear of falling
(63, 65, 66);
home visits by health professionals to highrisk individuals (65, 67, 68). Joint assessments
conducted by certified health providers and an
older person can be more comprehensive and
result in better follow-up action than either selfassessment alone or an assessment made only
by a health practitioner (69);
information about reducing hazards in the
home (65, 68);
training for municipal service providers,
health-care workers and new housing planners
about how to remove hazards in the home and
public spaces (70);
opportunities for physical activity (65), such as
community walking programmes (67) or Tai chi
classes (66) (Box 6.12);
improvements in the physical environment of
the neighbourhood, for example improving
lighting in public places and making roads and
walkways more accessible and safer (67);
community education about falls prevention
and management using brochures, posters, and
television and radio (68, 70, 71), and by engaging with local media, community agencies and
services (65, 67, 71).

can maximize their trajectories of functioning
and age in place (72). Because the home can be
an important base from which to foster connectedness, older people must have control over any
decisions about proposed modifications (61).
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The following are examples of policies or
programmes being implemented to assist older
people in making home modifications. Programmes should ensure that information about
the services available to help with modifications
is offered in formats that are accessible and easy
to understand.
■ Loans, grants or direct transfers (subsidies): these are made directly to older
people or to landlords whose older residents meet defined criteria, such as
income level, and landlords must agree
not to increase an older person’s rent as
a result of the adaptations (74, 75). These
have been used in many countries in
Europe, North America and the Caribbean and can specifically target older
people who are poor but own their house,
and landlords with low-income tenants.
For example, in Germany the Pflegeversicherung (national care insurance based
on the social code book XI) subsidizes
home modifications for all who require
long-term care at home including older
people and others. Individuals can apply
for up to €4000 to fund housing modifications. If an individual’s capacity declines
and needs change, individuals can reapply
for support up to the same amount. The
demand for home-modification subsidies has increased nearly fourfold, from
€39 million in 1998 to €143 million in
2013, and now represents 0.62% of overall
expenses under the Pflegeversicherung
(Source: B Hernig [Verband der Ersatzkassen] personal communication with Matthias Braubach, May 13, 2015).
■ Schemes to maintain housing in good
condition: cleaning and repair services are
offered by schemes in Australia (76), the
Bahamas and Barbados (77), and the United
Kingdom (78) to support frail or vulnerable
older people who may have concerns about
having strangers in their homes or managing the financial side of the repairs.
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Box 6.5. Money well spent: the
effectiveness and value of
making housing modifications
A study in 2000 examined the effectiveness of
using public funding to make housing modifications for older people and others with reduced
capacity in England and Wales (73). The study
interviewed people who had major adaptations
made to their homes, and used information from
postal questionnaires returned by those who had
minor adaptations, administrative records, and the
views of visiting professionals. The main measure of
effectiveness was the degree to which the problems
experienced by the respondent before adaptation
were overcome by the adaptation without causing
new problems. The study found that:

■■ minor adaptations (such as adding handrails,

■■

■■

■■

■■

ramps, over-bath showers, and entry systems)
produced a range of lasting, positive consequences for virtually all recipients – 62% of
respondents suggested that they felt safer from
the risk of accident, and 77% perceived a positive effect on their health;
major adaptations (such as bathroom conversions, extensions, or the addition of a lift) in
most cases had transformed people’s lives.
Before the adaptations, people used words
such as “prisoner”, “degraded”, and “afraid” to
describe their situations; following the adaptations, they spoke of themselves as “independent”, “useful”, and “confident”;
where major adaptations failed, it was typically
because of weaknesses in the original specification. For example, extensions were too small or
too cold to use, or failed to provide proper bathing facilities;
the evidence from respondents suggested that
successful adaptations keep people out of hospital, reduce the strain on carers and promote
social inclusion;
the benefits were most pronounced when careful consultations with users took place, where
the needs of the whole family had been considered, and where the integrity of the home had
been respected.

Adaptations appear to be a highly effective use of
public resources, thus justifying the investment.
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Efforts to improve the accessibility of housing may need to be accompanied by the provision of assistive technologies (79), such as canes,
walkers, shower chairs, bath boards, nonslip
bath mats, adapted toilet seats; or for people
with cognitive impairment, calendars that use
symbols. For devices to be appropriate, suitable
and of high quality they must meet the needs and
preferences of older persons, be suitable to their
environments, and adequate follow-up must
ensure they are used safely and efficiently (80).
Other technologies can also help increase an
older person’s safety and security in the home.
For example, sensors and cameras can monitor
the home and analyse data to determine whether,
for example, an older person has fallen, set off
a smoke alarm or wandered away. One systematic review of smart-home technology found that
older people were open to having these technologies in their homes if there were tangible benefits
and if their privacy concerns were addressed (79).
Research has shown that providing a comprehensive package of housing adaptations and
assistive technologies for older people would be
cost-effective because of the resultant reductions
in the need for formal care (81).

Develop policies that expand options
for adequate housing for older adults

Older people around the world vary enormously
in their needs, preferences, living arrangements
and financial situations. Policies aimed at ensuring that they have adequate housing therefore
need to offer a range of solutions (51). Because
housing for older people with low incomes poses
a particular challenge to Healthy Ageing, this
section looks specifically at affordable and social
housing. Strategies to make housing affordable
require that either the ability of older people to
pay for adequate housing is improved or that
social housing is provided. These strategies are
likely to require collaboration among governments, social services and the private sector.
Different countries have approached affordability in varied ways, but consideration has been
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given to both supply and demand. Strategies that
enhance demand include increasing the money
available to older people to rent or buy adequate
housing. Uruguay, for example, provides housing benefits that are based on a person’s income
and that can be used to pay part or all of the rent
(77). Other countries in the region also provide
direct subsidies for home improvements. Governments can also influence the cost of rent or
its impact on older people. Countries such as the
United States have provided subsidized housing
vouchers to help renters age in place. For older
homeowners with low incomes, property tax
relief programmes are an option (27). In South
Africa, subsidies are available for recipients of an
old-age grant that enables them to build or buy a
house. Other strategies to increase older people’s
disposable income include using an unencumbered house as an asset that can be traded for
cash or against which a loan can be raised (82).
Implementing a policy that supports older
people in moving into more suitable housing
may be an option. For example, the Netherlands
provides a specific housing allowance to assist
older people in moving to more adequate housing
(25). In Nicaragua a law provides older people, or
households with an older person, with preferential access to social housing projects (77).
Ensuring there is an adequate supply of appropriate and affordable housing – which may include
market-based housing, low-cost housing or housing in assisted-living rental villages – is increasingly difficult, especially in many regions where
the stock of social housing has been reduced (83).
However, there are a range of financing options,
such as loans, subsidies and incentives, that can
be used to increase the availability of affordable
and social housing (27, 53, 84).
Policies and programmes can also be put in
place to improve the existing stock of housing or
neighbourhoods so that they meet the conditions
for adequate housing. Across the life course,
improving housing in disadvantaged areas may
provide a population-based strategy for improving health and reducing health inequalities.
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Efforts that go beyond housing to improve distressed areas may be more cost effective than
strategies that move people from lower socioeconomic backgrounds to better-off areas (25).
It is cheaper to build new housing that is
accessible and energy efficient than it is to retrofit
housing. In many countries, laws and standards
on disability and accessibility stipulate the need
to provide access to all people. Even if the renewal
rates for housing stock are low and a focus on
building new housing is not feasible in the short
term, it is important to ensure that state-supported
housing adheres to universal design principles, is
energy efficient and is capable of harnessing innovations in housing design that can support people
as they age. Building codes that require accessible
features can also be used to ensure that developers of market-rate houses build more age-friendly
homes and arrange for age-friendly renovations.
Architects, builders and town planners must be
sensitized to the importance of ensuring accessibility. This is particularly relevant for large-scale
urban renewal projects and during reconstruction after a disaster.

What works in meeting the
need for personal security
Older people need to be and to feel safe (that is,
able to avoid injury) and secure (that is, able to
avoid harm) in their homes and in their communities. Injuries, elder abuse, crime and disasters
all undermine older people’s personal security.
This section describes three issues that challenge
an older person’s personal security: crime (for
example, robbery, assault and homicide); elder
abuse (for example, physical, sexual, psychological, emotional, financial and material abuse, and
abandonment and neglect); and disasters. Safety
related to road traffic injuries and falls is addressed
in the sections on the Ability to be mobile and
What works in ensuring adequate housing.
Although the evidence is limited about what
works to safeguard the personal security of older
adults, the following discussion draws on evi169
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dence that suggests that certain strategies benefit older people and also have a limited risk of
unanticipated negative effects.

Box 6.6. Older people getting to know
their local police officer: New
Delhi, India

Crime

Sangam Vihar in South Delhi, India, is one of the largest
unauthorized settlements in India and has no government services, including water, electricity and sewage.
A community survey revealed that older adults were
especially concerned about safety, and that they had
very little contact with local law enforcement.

Although older people are more likely to have
fears about crime than younger members of a
community, they may be less likely to be actual
victims of crime and related violence (85). However, the lower prevalence of crime observed
against older people may not reflect an agerelated decline in risk so much as an increase in
fear-driven behaviours that reduce exposure (for
example, older people may spend more time at
home) (30). The fear of crime is heightened by
greater inequalities, negative intergenerational
attitudes and relationships, and a media culture
that sensationalizes crimes (86).
Increasing older people’s personal safety and
the security of their property requires taking
action at home and within the broader community. Measures such as fitting locks or alarms
should be accompanied by efforts to maintain the
home so that it does not appear neglected or easy
to enter. For example, the Security and Advice
For the Elderly project, in Nottinghamshire,
England, found a 93% decrease in residential
burglaries among low-income older people who
had been provided with stronger locks and who
took other precautionary measures (87). Decisions taken about town planning and land use
may also enhance older people’s personal safety
if measures include designing safe well-lit and
accessible structures and landscapes. To increase
older people’s safety it is important to ensure that
local authorities provide safer spaces and identify
and respond to security problems (Box 6.6).
It is important to reduce older people’s fear
of crime while encouraging them to maintain
vigilance in the face of real risks. Older people
who are active and involved in their communities and who are made to feel involved are less
likely to fear crime. Isolated individuals are more
likely to lose confidence and trust, and they can
be specifically targeted when facilitating com170

With local political support, a programme to facilitate
contact between older adults and community police
officers was implemented in six wards in Sangam
Vihar; it included around 1800 older adults. With the
support of two local police stations, older adults met
their local police officers, and were given cards with
the phone numbers of all street-patrol police officers.
To encourage older adults to use the phone numbers
when necessary, they practised by calling their local
police officer. The police stations created a register
of the participating older adults so that they would
be recognized if they called. In addition, the police
officers identified older adults living alone, and periodically visited their homes. A small follow-up study
conducted 4 months after implementation indicated
that more than 50% of older adults still had their contact card. Although this programme shows promise,
further research is needed to understand the impact
on personal security.
Source: B Grewel, L Warth, personal communication,
June 2015.

munity involvement with the aim of reducing
fear. For example, in Queensland, Australia, the
Department of Health and Ageing produced an
information kit on crime and safety, and trained
community organizations to use the kit to dispel
myths and fears about the extent of crimes perpetrated against older people (87). Another strategy includes engaging the media to minimize
sensationalist reporting of crimes against older
people and to promote positive images of older
people participating in their communities (86).
Strategies to prevent crime and reduce fear
may best be implemented at the level of local
government and as part of a community safety
strategy (87). Programmes that draw on the abili-
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ties of all stakeholders – such as the government,
private sector, nongovernmental organizations,
older people’s associations and the police – may
be most effective (87).

Elder abuse

At least 1 in 10 older people living in the community appear likely to experience elder abuse,
with women being most vulnerable (Chapter 3)
(88). This is likely to be an underestimation as
only one in 24 cases of elder abuse is reported
(89). The prevalence in care settings and among
people with dementia is likely to be much higher.
The public-health response to elder abuse is
limited by the almost complete absence of reliable evidence on the effectiveness of prevention
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programmes. The strategies below draw on considerable evidence from case studies and from
clinical evidence, and require engagement with
local media, community agencies and services:
■ multidisciplinary teams – professionals
from various disciplines pool their expertise
and assist in resolving cases of elder abuse;
■ helplines – these can provide information to anonymous callers and referrals for
actual and potential victims;
■ bank use – this can be monitored to detect
suspicious patterns and may help to identify older people at risk of financial abuse
(Box 6.7);
■ support for caregivers of older people at
risk of abuse – in the form of training,

Box 6.7. Fighting elder financial abuse in California
The financial abuse of older people (also called senior fraud) spans a broad spectrum of conduct. Unusual transactions are the most obvious indicator, such as a client who usually withdraws US$ 2000 and then suddenly withdraws
US$ 30 000. Other more subtle forms of financial abuse may be more difficult to identify. These include phone or
Internet scams that target older people, an older person being forced to sign a deed or will, an older person’s property or possessions being used without permission, or even someone making a promise of providing lifelong care
in exchange for money and then not following through on the promise.
In the United States, the financial abuse of older people is considered to be one of the fastest growing crimes, with
older adults losing an estimated US$ 2.9 billion annually, and only 1 in 6 cases being reported (74). According to a
large study on the financial abuse of older people in the United States, the most common perpetrators are not outsiders, but family members (58%), most often the adult children of the older person (25%). Other common perpetrators
include friends and neighbours (17%) and paid home-care workers (15%). Financial abuse was found to disproportionately affect older African American adults and those living below the poverty line. Older adults who struggle
to live independently were also found to be at higher risk of being exploited. When older people need assistance
with shopping and meal preparation, potential perpetrators may gain access to their finances (90). In California, the
government, elder-care organizations, and business and private citizens have successfully implemented a series of
coordinated measures to counteract the financial abuse of older people.

■■ A new state law was passed mandating that banks report the suspected financial abuse of older people in the
same way that teachers are mandated to report suspicions of child abuse.

■■ A civil-society organization produced a guide for non-professionals who help manage the finances of older
adults to provide standards of practice and tips on how to protect older people’s funds from financial
exploitation.
■■ A major older people’s organization sponsored a series of events to raise awareness about the financial abuse
of older people as a key factor affecting their health and well-being.
■■ A new national Consumer Financial Protection Bureau was opened with an Office for the Financial Protection
of Older Americans, which supports state-level efforts and helps to protect all older Americans.
The California experience has demonstrated that a multisectoral approach involving a variety of actors at different
levels is essential to address the complex challenge of the financial abuse of older people.
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■

information and respite care that can help
reduce caregivers’ stress and enable them to
manage their responsibilities better;
emergency shelter – provided for victims
of elder abuse.

Further research is urgently required on the
magnitude of abuse and the risk factors as well
as what works in prevention and care.

Disasters

The number of disasters is increasing worldwide
and places older people at particular risk, both
of reductions in capacity and ability (Chapter 3).
Disasters undermine older people’s capacity and
chance of survival as a result of disaster-related
injuries, poor basic surgical care, emergencyinduced mental health and psychological problems, the breakdown in services for preventing
and managing chronic conditions and for providing social support. In addition, older people
who experience disasters may be more susceptible to communicable diseases and to a worsening
of their existing conditions. For example, adults
aged 60–79 years were four times more likely to
die (rising to 11 times more likely for those aged
older than 80) than younger adults during recent
cholera outbreaks in Haiti and Zimbabwe and
were twice as likely to experience severe dehydration (91).
Disasters can also seriously limit the full
range of older people’s abilities even in comparison with younger individuals experiencing
the same circumstances; this is because older
people may lose essential assistive devices, such
as spectacles, hearing aids and mobility devices;
or they may be left behind or given inadequate
support when a community is forced to evacuate
or when the capacity of care settings is reduced
(92). The vulnerability of older people with limitations in capacity becomes even more acute
during emergencies when they are separated
from their families and their usual sources of
informal care and support (93).
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Although older people vary significantly in
their health status as well as their ability to cope
during disasters, they are also an important and
often untapped resource. In general, the knowledge older people have of their culture and community, their experience with past disasters, as
well as their positions of respect within their
families and communities, can be drawn upon
during emergencies and disasters (33). Indeed, in
Sri Lanka a study of persons affected by the Indian
Ocean tsunami in 2004, found that older people
were more frustrated by the lack of work than
by their perceived vulnerabilities: “Many older
people expressed a strong desire to go back to
work, especially because the tsunami had pushed
their family deeper into poverty” (94). Providing
sustained psychosocial support to older people
was also important to aid recovery (95).
To respond to this diversity among older
people, all sectors need to include, assist and support them to harness their potential contributions where possible and to support them when
assistance and protection are required. This will
require a range of specific activities, such as
those outlined in Table 6.1, but will also require
a range of changes to systems to ensure that the
long-term needs of the community are met.
A priority for action is to ensure that issues
related to older people are included in policies for
emergency risk management, funding appeals
and budgets, legislation and programmes.
Where there are policies on ageing, they should
also cover emergency risk management (92).
Older people should be involved in the development of policies, legislation and programmes,
and in monitoring implementation. This may
require capacity building of older people and
their organizations (Box 6.8).
Mechanisms for ensuring intersectoral coordination that include older people in decisionmaking can facilitate their involvement before,
during and after disasters. It may be particularly useful to consider developing coordination
mechanisms between health care and long-term
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Table 6.1.

Specific actions that can improve older people’s access to a range of basic services
during disasters (35, 92)

Area
Health services

Nutrition and food
security
Shelter, facilities and site
planning
Water and sanitation

Protection
Emergency preparedness (including early
warnings)
Recovery and
rehabilitation
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Examples of possible actions
Enable older people living in the community and in institutions to access primary health-care services, and prevent secondary conditions and comorbidities, as well as benefit from services needed
to manage capacity loss, such as rehabilitation, including the provision of assistive devices.
Ensure that older people have access to appropriate food and nutritional support (for example, access
to supplementary feeding sites for those who have difficulty standing).
Include accessibility considerations when planning sites and developing facilities and shelters to
ensure the safety and dignity of older people and the ease of use.
Specifically consider people with disability to enable safe and appropriate access to water and sanitation for all people (for example, consider providing adapted water containers or ensuring that help is
available from the community). This can be important for older people who have difficulty accessing
water pumps or toilets, or carrying water supplies for cooking.
Raise awareness about elder abuse and follow the actions listed in the section on Elder abuse. Ensure
that caregivers and older people are reunited.
Raise awareness and provide guidance on emergency preparedness to older people, their caregivers
and the broader community. Preparedness may include, for example, understanding safe evacuation
routes or having a buffer stock of drugs for chronic diseases or spare batteries for hearing aids. Include
older people in analyses of potential hazards, as well as in response and recovery planning measures.
Facilitate poor older people’s access to livelihood programmes and include access considerations
when built environments are reconstructed.

care systems. For example, nursing homes may
be useful sites for sheltering community-dwelling individuals who require care during and
immediately following a disaster (96).
Identifying and recruiting older people, and
staff and volunteers, who understand ageing and
the local culture, and providing orientation and
training for aid workers on Healthy Ageing can
help strengthen human resources. For example,
during the 2006 conflict in Lebanon, older people
were regarded as a valuable source of social support for families and communities because of
their knowledge and experience that “allow[ed]
them to make contributions across areas of care,
coping strategies, counselling and rehabilitation” (97). Involving older people in making
decisions about their community can also help
them to overcome any sense of separation and
associated psychological trauma (Box 6.8).
It is important to ensure that information
reaches older people before, during and after
disasters, and information about older people

Box 6.8. Older people supporting their
own recovery and that of their
communities: Mozambique
After flooding in Mozambique in 2000, councils representing older people were organized in each village,
and older people were included in the planning and
implementation of all community activities aimed
at recovery, including the distribution of animals,
agricultural seeds and tools, and credit for incomegenerating activities. Older people also worked with
community groups to identify others in their age
group who were vulnerable, carry out home visits to
identify problems, and provide access to food, blankets and clothing. In this way older people supported
their own recovery, the recovery of their peers and of
their communities (33).

should inform any responses. When communicating to older people it is important to consider those with low literacy and sensory loss,
and ensure that information and communica-
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tion can reach them about early warnings, risks,
impacts, responses (including specific support
available for older adults), recovery efforts and
their legal rights. Gathering data that are disaggregated by age and capacity level and consulting
older people during participatory assessments
and during monitoring and evaluation activities can ensure that better responses are made.
Providing community education about disaster
risk-management through brochures, posters,
television and radio can be used to increase the
visibility of older people and highlight both their
needs and capacities (33).
It will also be important to consider the
different needs of individuals and subgroups;
applying a human rights-based approach to all
actions can help to identify, monitor, prevent
and respond to threats during and after disasters, such as an increased risk of elder abuse.

Abilities to learn, grow
and make decisions
The abilities to learn, grow and make decisions include efforts to continue to learn and
apply knowledge, engage in problem solving,
continue personal development, and be able
to make choices. Continuing to learn enables
older people to have the knowledge and skills to
manage their health, to keep abreast of developments in information and technology, to participate (for example, by working or volunteering),
to adjust to ageing (for example, to retirement,
widowhood or becoming a caregiver), to maintain their identity and to keep interested in life
(98). Continued personal growth – mental, physical, social and emotional – is important for enabling older people to do what they value, and the
ability to make decisions is key to older people’s
sense of control (99).
Age is associated with positive and negative changes in capacity (or the perceptions of
it), which influence these abilities. Research has
shown that with age a number of cognitive pro174

cesses deteriorate, including the speed of processing (the slowing of which can be minimized
with use), working memory, executive functions,
attention and inhibition. In contrast, automatic,
intuitive cognitive processes remain stable or
even improve. Likewise, social and emotional
growth typically increase with age because of
the self-knowledge, skills in self-regulation and
stable social relationships that older people have
developed over the years (100).
Investing in these abilities can have positive impacts on all aspects of life: health, recreation, relationships, and civic and work life. Older
people who continue to learn report heightened self-confidence and self-actualization, and
learning keeps older people more involved in
community activities, reduces their dependency
on family and government-funded social services, and enhances their health and well-being
(101, 102). It does this by building the knowledge,
experience and skills of older people both within
and outside the workforce, extending social networks and by promoting shared norms and tolerance of others (101–103). There is also good
evidence that ensuring that learning remains
a lifelong pursuit helps to combat stereotypes
and ageism (102), can help increase levels of
trust between generations and provide a sense
of common identity and respect for differences
while ensuring that the talents of every individual are put to best use (104). Beyond learning,
being able to control their lives is also central
to older people’s well-being (99). The abilities
to learn, grow and make decisions are strongly
associated with older people’s autonomy, dignity,
integrity, freedom and independence (105, 106).

What works in fostering the abilities
to learn, grow and make decisions
Hence, learning and personal growth are important areas for investment by both governments
and individuals, alongside learning for paid
employment (section on the Ability to contribute). Thus, policy-makers need to consider how

Chapter 6

resources are distributed across the life course
and not only to younger populations, which is
currently the case (104, 107). For example, in
the United Kingdom only 1% of the 2009 education budget was spent on the oldest one third
of the population (104). The diversity of learning opportunities needs to be adapted to the
diversity of adult learners and to recognize their
strengths. As such, the ability to learn is equally
relevant across the spectrum of older people and
just as important, for example, to older people
who are illiterate yet wish to maximize their
health as it is to older people who can’t independently decide what they would like to wear or eat
because of the effects of a health condition, or
those who finally have time to undertake study
for an academic degree.
There are however a number of barriers that
need to be addressed to facilitate older people’s
involvement in lifelong learning. These barriers
include (108):
■ their own attitudes – older people may have
negative attitudes about returning to learning because they see themselves as too old,
lack confidence or motivation, fear competition with younger adults or in some cases
fear that their limited educational background may be exposed;
■ physical and material barriers – these may
include the costs of educational opportunities,
a lack of time, a lack of information about what
is available, the location where educational services are available and problems with the availability and accessibility of transportation;
■ structural barriers – these may include a
lack of opportunities for pursuing their
interests, instruction that is delivered
in ways that are not acceptable to older
people, and problems with inaccessible and
unfamiliar locations.
Strategies for addressing these barriers are
numerous and outlined below.
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Challenge negative attitudes
and stereotypes

Stereotypes of older people as forgetful and less
able to learn and decide remain prevalent across
diverse stakeholders (100), whether they be older
people themselves, family members, friends,
health care and other care providers, teachers
or instructors (106). However, these are generally social constructs and not consistent with the
capacity of older people. For example, a study
in the United States on memory performance
that compared older adults aged 60–75 years
with younger adults aged 17–24 years showed
there were no real differences when participants were encouraged to learn compared with
when they were encouraged to remember (109).
In another study, priming older adults with a
positive account of memory enabled them to
identify effective memory strategies, thus significantly reducing the gap between older and
younger participants in a memory task (110).
Older people also have more to remember, and
their experiences can lead to better judgement
in making some decisions.
It will be important to challenge stereotypes through communication campaigns that
increase knowledge about and understanding of
the process of ageing, in the media and among
the general public, policy-makers, teachers and
service providers (Chapter 7, Box 7.3).

Improve literacy in older adults

Literacy levels, including levels of health literacy, are lower among older age groups than
other sections of the population (24, 102, 111).
Levels of health literacy relate to the capacity to
obtain, interpret and understand basic health
information and services, and to have the competence to use such information and services to
enhance health (24). Older people with low levels
of health literacy are more likely to report not
receiving vaccinations or cancer screening, and
health literacy is a more meaningful predictive
factor than educational level for older people’s
use of preventive services (24).
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Basic literacy and health literacy provide
important foundations for learning and decision-making. Literacy can be improved by formal
individual programmes, but innovative population-based approaches may also help. For example, in India, where illiteracy is high among older
people, particularly among older women living
in rural areas, regular television screenings of
Bollywood movies with same-language subtitles
have been shown to have a positive impact on
reading skills in adults as well as children (112).
Health programmes focusing on health literacy have been shown to improve eating habits and
increase physical activity (24), encourage better
management of chronic and degenerative diseases (111), and enhance a person’s ability to cope
when negative health events occur. Health literacy
can be improved by working with older adults to
enhance their self- management skills, improve
their links to clinical care, and by providing ongoing social support (Chapter 4 and Chapter 5).
If the health information given to patients
reflects real-life situations and is tailored to
sociocultural contexts, it is more likely to have
an impact on people with lower socioeconomic
status (113). Educational leaflets written in
simple language aimed at those with low levels
of literacy can help older adults better discuss
their problems with health practitioners, and
they have been shown to increase the uptake of
preventive health interventions, such as pneumococcal vaccination (114).
However, outreach to older people is often
needed. This may be achieved by identifying and
nurturing the networks that support older people
or by specifically targeting older people (113,
115). In Ireland, for example, the Adult Education Guidance Initiative specifically targets older
people who are already taking part in literacy
programmes and provides them with additional
guidance on personal development, stress management and interview techniques (102).
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Invest in accessible opportunities
for lifelong learning and growth

Lifelong learning comprises learning across
all phases of life and includes the spectrum of
formal, non-formal and informal learning (107).
Hence, it is a process that can occur at any time
or place and addresses both an individual’s needs
and those of the community.
Learning opportunities, which historically
have focused on the first two decades of life, need
to be made more inclusive to enable older people
to develop new skills and knowledge and to maintain a sense of self, identity and meaning. Expanding learning opportunities will require that public
policies fully engage with the implications of population ageing, and acknowledge that for some
people ageing can mean an extension of their
working life and for others a phase in which they
spend up to one third of their lives in retirement.
To address the material and structural barriers to learning, media and approaches will
also need to be adapted to older learners, and
making reasonable accommodation can ensure
that older people with disability can effectively
participate in learning opportunities (57). A
variety of media can be used to design courses
and foster learning, including providing open
universities (that is, universities with no entry
requirements) for older people, developing older
people’s groups and having them act as partners
in health promotion activities, and using massive open online courses (known as MOOCs),
which have the potential to reach people across
countries and socioeconomic divides.
Working within groups and with peers, and
being able to share experiences, are important
parts of learning for adults. Self-management
skills can be improved by using peer-to-peer support and longer-term group involvement (lasting 3 years or longer); for example, these have
been shown to help people who have lost their
sight, and also to reduce falls (116). In Britain,
peer mentors for ageing south Asians have used
their language skills and community knowledge,
to encourage their peers to take up and sustain
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physical activity programmes (P Ong, unpublished paper on Older people as a resource for
their own health, 2015).
Older adults tend to be committed learners who are less focused on assessments (117).
However, taking on a new learning challenge
requires an older person to be motivated, to have
information about opportunities, and to have a
supportive environment. Making the physical
locations for learning attractive and accessible
will facilitate broader participation. To address
declines in capacity, for example in hearing and
vision, information should be available in alternative formats (such as, large print, or electronic
books) that adhere to clear print guidelines; additionally, using microphones in classes, ensuring that only one person speaks at a time, and
using accessible websites can all facilitate learning. Training approaches and materials should
be developed to enable participants irrespective
of their capacity to learn. A range of bottom-up
and top-down legislative and policy mechanisms
that are already used in many countries may also
apply to learning for older adults, such as consumer protection policies, and nondiscrimination legislation that applies to public buildings,
educational settings or ICT (80).
Lastly, the perspective of time associated with
a person’s age may also affect goals for learning
and personal development. Perhaps because of
this perspective, learning may be more desirable
if it is relevant to an older person’s life and can
be used in the present rather than accessed in
the future. Older adults particularly value experiential learning if it enables them to build on the
past experiences that they value.

Facilitate choice and control

The process of Healthy Ageing demands that
older people take or share in making decisions
that affect their lives, including how to spend
their time, what treatments they have, what they
learn and where they live (99). However, choices
about health care and where and how to live can
be complex, and this complexity can influence
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the desire of older people to maintain responsibility for decision-making. Ensuring that information is easy to understand and relevant will be
critical to overcoming concerns about decisionmaking and enabling older people to make the
right choices for themselves (Box 6.9). It is also
essential that caregivers or family members do
not provide or withhold information to control
older people rather than enabling them to make
decisions (119).
Significant losses in capacity, particularly
mental capacity, can present operational and
ethical challenges to the right to self-determination for older people. When individuals do
not have the capacity to exercise choice independently, then support for decision-making
may be required (57, 120). The use of supported
decision-making strategies emphasizes that an
individual does not lose legal capacity but may
need support to take decisions (57). Supported
decision-making is not substituted decisionmaking. The person or persons providing support must attempt to take decisions that are
deeply in the character of the older person and
that take account of their past and present values
and preferences. It is important to build mechanisms within families and communities to
support decision-making and to establish safeguards regarding duties of care, the process of
designating support persons and mechanisms to
adjudicate disputes (80).
Less severe declines in capacity can also
make it more difficult for an older person to make
their own decisions, shape their environments
and create opportunities. Although family and
friends, appropriate housing and safe communities can make a difference, there are a number of
policy strategies that can be considered, including developing older people’s organizations,
using innovative financing mechanisms, such as
personal budgets, or providing support to plan
ahead in the case of illness or disability.
Older people’s organizations have been
established in many countries and can facilitate
older people’s participation in community deci177
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Box 6.9. Health promotion for older people: not business as usual
Ageing often requires the need to make significant lifestyle changes, such as taking new medications, following a
different diet or changing an exercise regimen. Older people may also have unique motives for making these lifestyle changes. For example, they may not wish to be a burden to their family and this may provide an additional
incentive for maintaining their physical capacity. They may also want to live to see their grandchildren grow up so
that they can influence the next generation. Unlike younger adults – who may not see the impact of their negative
behaviours until the future– older adults may see immediate and potentially life-threatening effects (100).
Ensuring that health messages reach older people in ways that they can accept is essential for changing attitudes
and behaviours. The implications for health-promotion messages are as follows (118).

■■ Use communication processes that rely on heuristics and intuition. These processes may be more effective
than those that rely on large amounts of information processing and thinking.

■■ Make messages more relevant to older people. Targeting messages (for example, about the importance of
physical activity in later years) can make the message appear more relevant and appealing.

■■ Trial positive messaging for older adults. Many older adults are motivated to avoid processing negative information. Emphasizing gains to promote preventive behaviours, (such as eating a healthy diet) and the use of
testing (such as screening for cancer), may be more effective in older adults.
■■ Tailor messages to specific older people. Matching information to an individual’s characteristics can influence
how older people think and feel about a health issue; this can be more effective especially if the message
addresses how by modifying behaviour an older person may become more emotionally satisfied.
■■ Manage emotional distress. Emotional distress can be both a catalyst for and a saboteur of change; hence, it
needs to be managed successfully to encourage behavioural change and maintenance of that change.
■■ Consider an older person’s social support. As people age, their social networks decrease in size and the networks
may be more effective at promoting stability than change. Social support can facilitate or endanger behavioural
change – for example by providing emotional support and helping to manage emotional distress – or by discouraging change – for example if one person in a couple wants to stop smoking and the other does not.
Further research that examines the role of different factors in the older person and the environment, to motivate
older adults to make and sustain positive behavioural changes, offers much promise.

sion-making (121, 122), help older people access
resources, and ensure that they are actively
engaged in public policy debates and the development of their communities (123) (Box 6.10).
For example, the advocacy of older people’s
associations in Serbia resulted in the development of age-friendly systems of health care and
social care, while older citizen’s monitoring programmes in Bangladesh and Ghana increased
older people’s awareness about the policy environment and placed older adults at the forefront
of decision-making and monitoring in their
community (121, 126, 127).
Personal health budgets (that is, cash payments given to individuals, usually by the government, to pay for services) can also give older
people greater choice and control over the way in
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which their needs are met (128). The United Kingdom’s national personal budget survey in 2013
found that personal budgets may benefit older
people in many ways, including improving their
physical health, feeling independent, adequately
supported, respected and safe both inside and
outside their home. They can also enable choice
and the maintenance of relationships (128).
Older people can also be enabled to influence decisions about their lives that may arise
when they have lost the capacity necessary to
make informed choices. Advance care planning, including advance directives and living
wills, allows older adults to discuss and document their wishes for decisions about future
treatment and end-of-life care should they lose
their capacity to make those decisions (129, 130).
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Box 6.10. Intergenerational clubs:
improving the lives of older
people in Viet Nam
Viet Nam’s National Action Plan on Ageing (2012–
2020) aims to improve the care and support provided
to older people. Intergenerational self-help clubs are
a promising intervention. The model for these clubs
was refined through a series of pilot programmes led
by HelpAge International between 2005 and 2012. The
clubs help develop and build the capacity of local civil
society organizations to:

■■ engage in community development processes;
■■ represent community members’ interests in dialogue with local and national governments;

■■ address the community’s needs, ranging from
health care to access information and services to
improving older people’s abilities to build and
maintain relationships and to actively participate in community life.
Yen Thang village in Thanh Hoa province, Viet Nam,
established an intergenerational club in March 2014
to encourage disadvantaged community groups to
take a leading role in local development. The club
has had a positive impact on older people, who have
been encouraged to take regular physical exercise,
conduct self-care activities and have health checkups. Club members reported that over a period of 9
months they had increased their knowledge about
noncommunicable diseases and self-care; they had
improved their awareness of and access to information about their rights and entitlements; and that
they took regular physical exercise and had regular
health check-ups (124). A total of 45 of 49 members
of the club obtained health insurance as a result
of their membership. Furthermore, club members
reported having greater confidence in participating
in or leading activities to help themselves or their
communities (124).
This club is one of nearly 700 that exist across 13 provinces in Viet Nam. National targets that are part of the
plan require that, by 2015, 15% of the country’s communes establish these clubs or similar communitybased models that provide both care and support
to older people, with the proportion to increase to
50% by 2020 (125).
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Evidence suggests that advance care planning
can facilitate the delivery of long-term care that
is aligned with a patient’s wishes and improve
a patient’s satisfaction with care. Factors that
contribute to success in advance care planning
include an older person having health literacy,
preparing plans before any cognitive decline
has developed, allowing an older person sufficient time with their health care providers to
ensure that the provider understands the person’s wishes, having good documentation, and
reviewing plans regularly with health providers
to update the plans as required (131). For example, in a randomized controlled trial in Australia
that compared advance care planning with usual
care, 86% of older people had their end-of-life
wishes respected compared with only 30% in the
control group (132). In the United States, another
randomized controlled trial that included 139
patients newly admitted to a nursing home
found that only two patients in the group that
had developed an advance care plan received
treatment that was not in accordance with their
wishes compared with 17 patients in the control
group (133). Even though these are small studies,
the results are encouraging.

Ability to be mobile
The ability to be mobile is important for Healthy
Ageing. It refers to movement in all its forms,
whether powered by the body (with or without
an assistive device) or a vehicle. Mobility includes
getting up from a chair or moving from a bed to a
chair, walking for leisure, exercising, completing
daily tasks, driving a car and using public transport (134). Mobility is necessary for doing things
around the house; accessing shops, services and
facilities in the community (such as parks); and
participating in social and cultural activities.
The changes in physical and mental capacities
that are common in older age can limit mobility.
However, capacity can be built, and the power of
environments to extend what a person can do is
179
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perhaps most easily illustrated by the ability to
be mobile. For example, using a walker or wheelchair can enable older people to move around in
and outside their home; providing public transportation that is accessible both physically and
financially can enable older people to get where
they need to go; and ensuring that buildings have
ramps, handrails, elevators and appropriate signage can make it easier for older people to use
them regardless of capacity loss. If these adaptations or supports are not available, then declines
in mobility can result in further decrements in
health, such as increasing the risk of falls (64)
and depression (135); these decrements can have
negative consequences for older people’s autonomy, social engagement, civic participation and
well-being, thus affecting all other domains of
functional ability (136–140).
The losses associated with declines in mobility extend beyond the individual. When older
people are not able to move around, their social
networks are also affected and the community
may lose valuable contributions, as well as need
additional resources to support older people in
their daily lives (141). Facilitating the ability of
older people to be able to get around when and
how they choose, and at an affordable cost, are
important provisions of the United Nations Convention on the rights of persons with disabilities
and optional protocol (57). Public health has a
crucial part to play in maximizing the mobility
of older people.

What works to maintain
mobility in older age
Mobility is influenced not only by an older person’s intrinsic capacity and the environments
they inhabit but also by the choices they make.
Decisions about mobility are, in turn, shaped by
the built environment, the attitudes of the older
person and of others, and having both a motivation and the means to be mobile (such as by
using assistive devices or transportation) (142,
143). If older people perceive there are barriers
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to being mobile – for example, a lack of respect
from drivers or conductors on public transportation – and believe that the risk of injury is heightened by physical activity, then they may restrict
their movements. Overprotective caregivers
who do not allow older people to move around
very much, either for fear that they might fall or
because they want to spare the older person the
effort, can also reduce older people’s movements
(137, 144).

Strengthen what older people can
do: their capacity to move

Physical and cognitive capacities are both important for getting around, whether by walking or
by driving or by using other means of transportation, and there is good evidence about what
works to help maintain capacity.
Physical activity is crucial. The loss of muscle
mass, decreased flexibility, and problems with
balance and coordination can all make getting
around more difficult. WHO provides recommendations on engaging in physical activity to
maintain health that consider different starting
points and levels of capacity (145). Box 6.11 summarizes the evidence about what works to help
maintain physical capacity, taking into consideration interventions made at the level of the individual and the environment.
Rehabilitation may be helpful in restoring
and maintaining capacity in older adults who
have declines in mobility associated with conditions such as a stroke, a cardiac event or injury
(157). Such services may include medical rehabilitation and therapy, such as training, exercises,
education and counselling. When introducing
rehabilitation services in contexts where they
have not been available, the focus should be on
prioritizing cost-effective approaches and delivering them in locations that are as close as possible to where people live (80).
A key determinant of declines in mobility
in automobile-dependent societies is ceasing to
drive in older age. Physical and cognitive capacities – both perceived and actual – impact on
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Box 6.11. Maintaining mobility through physical activity
Older people’s participation in physical activity is increasingly linked to the environment in which they live (146–148).
Individual, social, and physical-environmental factors have been found to be equally important influences on the
amount that older people walk (149). Environmental characteristics associated with increasing the physical activity
of older people include providing safe spaces for walking (such as footpaths and parks); ensuring easy access to
local facilities, goods and services; seeing other older people exercising in the same neighbourhood; and regularly
participating in exercise with friends and family (149–152).
Older people can maintain mobility by making simple changes in their lives (24, 153).
They should try to stay as active as possible. Engaging in moderate-intensity exercise effectively increases strength,
aerobic capacity, flexibility and balance for walking and standing among older adults. Even short walks can help
maintain physical and cognitive functions. Aerobic exercise and exercises used to strengthen muscles and to improve
balance are all important; however, resistance training is particularly important if capacity is declining.

■■ Older adults should meet the recommended physical activity guidelines for their age and any health conditions.
(For additional information, see http://www.who.int/dietphysicalactivity/factsheet_recommendations/en/.)

■■ Older people should engage in physical-activity programmes that target visual attention, limb flexibility,

coordination, the speed of movement and executive functions because these can also improve driving performance and driving safety (154, 155).
■■ In the event of losing the use of their lower extremities, older adults should be trained to use adaptive equipment, such as hand controls.
Policy-makers can create environments that promote physical activity (153, 156) by:

■■ addressing barriers to activity and promoting changes that facilitate safe walking for recreation, transport and
physical exercise;

■■ creating community events to promote physical activity and raise awareness of the benefits;
■■ providing exercise programmes to address cardiorespiratory fitness, muscle strength and balance, and resistance
training programmes, particularly for the oldest old people and people recovering from acute health events.
When these programmes combine prescribed exercise and adherence interventions they may be more effective;
■■ promoting counselling interventions in clinical settings;
■■ promoting positive attitudes towards physically active ageing and older people’s participation in physical activity.

decisions about mobility (142). Including mobility as part of disease-prevention and healthpromotion activities is important for ensuring
coordinated action (150).
Building cognitive capacity shows particular promise for extending safe mobility among
older adults who drive (158, 159). Other options
for prolonging the ability to drive include physical interventions, such as increasing physical
activity (154); providing driver education training; and occupational therapy interventions,
such as improving transfers into the driver’s seat
or improving the position of seating. Knowledge
about safe driving and driving performance
can be improved by raising awareness about

common problems encountered by older drivers,
especially when this is accompanied by on-road
driver education (160). Training to maintain or
enhance the cognitive speed of processing has
also been shown to enhance the performance
of everyday abilities, including driving (159).
Counselling may also be helpful in developing
a gradual transition plan for safer driving, such
as driving only during daylight hours or at times
when there is less traffic and only on well-known
routes (160).
In identifying when older people may
no longer have the ability to drive safely, it is
important to judge each situation on its merits,
and consider a range of options. Restrictions or
181
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screening based on chronological age should be
adopted only with caution, given the wide range
of capacity experienced by older people and
the importance of mobility to them. It is worth
noting that the rate of involvement in motor
vehicle accidents in the United States shows
little increase before the age of 75 years at which
time these adults are still less likely than younger
adults to be involved in a traffic crash, and most
of the increased deaths observed in older people
from car crashes arise from their increased physical vulnerability (161).

Provide assistive technologies
to aid mobility

The availability of appropriate mobility devices
has a significant influence on older people’s
mobility (162, 163); devices include walking
canes, walkers, white canes for those who have
lost vision, and wheelchairs. When assistive
devices are available, affordable and appropriate
to older people’s needs and their environments,
their mobility, independence and participation
can be greatly enhanced. Guidance on how to
increase and improve the provision of assistive
devices is outlined in WHO’s position paper on
mobility devices (164) and the World report on
disability (165).

Reduce barriers in the built environment

Physical activity and patterns of mobility among
older people are influenced by land-use patterns,
aesthetics, the accessibility and connectivity of
urban design, as well as the perceived level of
safety (163). The effect of these factors differs
across communities and studies, and the effects
of specific variables, such as housing and population density, are not clear or consistent (156).
However, adhering to the principles of universal
design can help (Box 6.12). Other potential ways
to facilitate mobility include ensuring that:
■ neighbourhoods are free from signs of
decay, such as litter and graffiti;
■ environments are pedestrian-friendly
by using features such as high-visibility
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■

■

crossings, raised medians or pedestrian
refuge islands; by reducing speed limits
and installing traffic-calming measures;
by keeping footpaths and kerbs well maintained (including using kerb cuts); by
ensuring that overpasses and underpasses
are accessible; by ensuring that signals at
street crossings allow adequate time for
crossing; and by providing auditory aids at
crossings (Box 6.1 and Box 6.13) (170–172);
aesthetically-pleasing features are
included in streets and parks, such as
trees, gardens or vegetation;
neighbourhoods are designed to allow easy
access from homes to a large number of
destinations, such as shops, health services, community centres, and religious
organizations;
there are a large number of intersections,
thus enabling more options for crossing
roads, and adequate facilities for older
people, such as places to rest and public
toilets.

Improve the availability and
accessibility of transportation

Improvements to transportation may include
developing national and local transport policies that promote access to public transportation, affordable private transport or transport
provided by family, friends and neighbours
(Box 6.1). Operational differences are likely to
exist between rural and urban settings, but generally improvements can be made in terms of:
■ improving the physical accessibility of vehicles, stations, stops and their staging areas;
■ increasing the relevance and convenience
of public transport by making changes to
routes or timetables, or both;
■ improving financial accessibility by offering
free or reduced-price fares;
■ ensuring that information about the system
is accessible (for example, schedules) (80);
■ providing priority seating for people with
reduced capacity;
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Box 6.12. Universal design: making it work in Ireland, Norway and Singapore
Universal design is a process that increases usability, safety, health and social participation through the design and
operation of environments, products and systems to be usable by all people, to the greatest extent possible, without
the need for adaptation or specialized design (57, 166, 167).
Making universal design work requires a high level of political commitment, resources and capacity development,
as illustrated by the following examples from Norway, Singapore and Ireland.
Norway is working towards the ambitious goal of achieving universal design by 2025 (168). High-level commitment,
and shared responsibilities for planning, implementation and monitoring across different sectors and levels of
government are key strategies being used to ensure success. Three government bodies share the responsibility for
delivering on this goal: the Ministry of Children, Equality and Inclusion (specifically the National Resource Centre
for Participation and Accessibility); the Ministry of Climate and Environment; and the Ministry of Local Government
and Modernisation. During the past two decades, increasingly inclusive legislation has been passed, culminating
in 2008 when Norway made inaccessibility a form of discrimination by introducing the Anti-Discrimination and
Accessibility Act. In 2010 the act was extended to include the concept of universal design, and an action plan was
developed that targeted the built environment, public transportation, the accessibility of information and technology, and the refurbishing of municipal housing.
Funding is needed to transform policy into practice, in particular where the retrofitting of existing structures is
required to ensure access. The Singapore government’s Accessibility Fund (financed with 40 million Singapore dollars) supports public departments and private businesses by lowering the financial burden of modifying existing
structures to make them accessible to older adults and people with disability (169). For example, the fund covers
the costs of constructing or refurbishing elevators in older buildings or providing bathroom facilities that are accessible to people using wheelchairs. Businesses in buildings built before 1990 complete a simple application form to
become eligible for support from the fund. The fund is also being used by the government to ensure accessibility
across all public spaces and essential facilities by 2016.
Sensitization and training of product designers, service providers and urban planners is important for enhancing
the accessibility of products, services and the built environment. Ireland’s Centre for Excellence in Universal Design
supports professional development by integrating universal design principles into curricula to sensitize a range of
professionals to universal design, including architects, urban planners and designers (2). Efforts to raise awareness
also include an annual competition for college students to find the best innovation or invention using the principles
of universal design, and funding and publicizing relevant research.
Around the world, other institutions have also taken on the task of expanding the use and awareness of universal
design principles, including an ongoing 5-year collaboration between the Center for Universal Design at North
Carolina State University in the United States and the Beijing Institute of Technology to translate materials about
universal design, share curricula and facilitate exchanges among faculty and students.

■

educating transport operators to consider that some passengers may require
help or more time to get on or off public
transport.

Furthermore, improving older people’s
mobility requires considering accessibility
throughout the entire travel chain. Subsidized
on-call transportation services or taxi vouchers may fill some gaps in the coverage of public

transportation or meet the needs of those who
have a more significant loss of capacity (3).

Create opportunities for older
people to participate

Being employed and taking part in civic activities, as well as in leisure and entertainment activities, can motivate older people to stay mobile and
socially connected. Being involved in activities
outside the home encourages older people to walk
183
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Box 6.13. Making sure older people get
where they want to go: Sri Lanka
The level of accessibility of public buildings is important in ensuring that older people can gain access
to services and for social participation. The Wellawaya Age- and Disabled-Friendly City project in Sri
Lanka is helping to ensure accessibility by providing
ramps, tactile paving and accessible toilet facilities
to improve access not only to community centres
for older people, which are popular meeting places
for peers to socialize, but also to places of worship,
such as the mosque of Wellawaya and two Buddhist
temples, and to public services, such as the police station, the bus station and community medical centres.

more and exercise, and can contribute to improved
intrinsic capacity (Box 6.1 and Box 6.14). Participation can be facilitated by ensuring that a variety
of events are available, affordable and physically
accessible as well as catering to the diverse interests of older people (3).

Abilities to build and
maintain relationships
Maintaining relationships is often identified by
older people as central to their well-being, and
as people age, they may give increasing priority
to this ability (178). A broad range of relationships are important to older people, including
their relationships with children and other family
members, intimate relationships, and informal
social relationships with friends, neighbours, colleagues and acquaintances, as well as more formal
relationships with community-service providers.
This ability is also strongly interconnected
with, and can have an impact on, all other abilities
(179–185). For example, the quantity and quality
of interpersonal relationships, and the levels of
trust within, and feeling of belonging to, a network of people with shared interests can influence
the enjoyment of other abilities, such as being
mobile and contributing to the community (186).
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Box 6.15 summarizes some of the mechanisms
and pathways by which social networks may
affect older people’s health and well-being (187).
Social relations are an important component
of Healthy Ageing because when they are positive
they can yield resources, such as trust and social
support. Relationships with family are differentially important to those with friends and neighbours. Family relationships are typified by both
solidarity and ambivalence (188). Older people
benefit directly from positive interactions with
social networks and indirectly by residing in a
community with a high degree of social cohesion
and participation (186, 189, 190). Strong social networks can enhance older people’s longevity and
quality of life, protect against functional decline
and promote resilience (179–185). Notwithstanding the benefits of relationships, older people may
find some of them burdensome. For example,
providing long-term care for a spouse may affect
the mental health of caregivers and their ability
to take advantage of other opportunities, such as
learning (191). Raising their grandchildren can
place additional financial, emotional and physical strains on grandparents (192).
The abilities to build and maintain relationships and social networks are closely
related to a range of competencies, including
the abilities to form new relationships and to
behave in ways that are socially appropriate.
It is also closely related to levels of intrinsic
capacity. When faced with declining capacity, older people may find it harder to maintain social networks, which consequently often
shrink (179–185).
Loneliness – that is dissatisfaction with
the quantity and quality of social relations and
social isolation (193) – that is lack of social
contact are likely to indicate the absence of
strong social networks. These are associated
with decreases in health status and quality of
life, although loneliness and social isolation
are distinct characteristics and may have independent impacts on health (194). Estimates of
the prevalence of social isolation among com-
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Box 6.14. Older people helping children read and learn: the United States of America
Experience Corps is a volunteer programme in the United States that places older volunteers in public elementary
schools, giving them meaningful roles that are designed to help schools meet the needs of their students as well
as increasing the social, physical, and cognitive activities of the volunteers. The programme is designed to have an
impact in areas such as improving:

■■
■■
■■
■■
■■

children’s interest in reading and discovering books;
children’s literacy;
children’s ability to solve problems;
children’s ability to play nonviolently;
school attendance.

Teams of 7–10 volunteers are assigned to each school, thus ensuring that sufficient volunteers are available to have
an effect across all grades within the school. Volunteers commit to spending at least 15 hours each week at the
school for the duration of the school year; they receive training and a stipend to reimburse the costs of travel and
meals. Volunteers receive 30 hours of skills training that encourages mental flexibility, coordination, visual–spatial
learning and problem-solving. The volunteers meet regularly to plan, solve problems and socialize. Physical activity is stimulated by virtue of participating in the programme, and includes commuting to the school and moving
around the school, for example, by going up and down the stairs.
This programme has demonstrated positive effects on the health of older people. A number of randomized trials
have evaluated the impact of participating in Experience Corps. Benefits for participants compared with controls
have shown:

■■
■■
■■
■■
■■

an increase in physical strength and capacity (173, 174);
increased cognitive activity;
maintenance of walking speed;
improvements in social networks – that is, volunteers had people that they could turn to for help (174);
fewer depressive symptoms (173).

Volunteers are attracted to Experience Corps by the chance to make a meaningful contribution to society and assist
children in achieving academic success. Satisfaction levels among volunteers are as high as 98%, and 80% of those
surveyed returned during the following school year (175). Traditional health-promotion programmes that focus
explicitly on physical activity tend to have significantly lower retention rates.
Initiated in 1996 in five cities in the United States, the programme has expanded to 17 cities and inspired similar
initiatives internationally. For example, in Japan a programme called REPRINTS places teams of 6–8 older volunteers
in kindergartens and elementary schools to read to young children. A follow-up assessment found that those who
volunteered most intensively had a significantly higher frequency of contact with their own grandchildren and other
children in their neighbourhoods, as well as better self-rated health compared with those who did not volunteer
or only did so minimally (176).
Volunteering opportunities, if well-designed, can be a win-win for older people and their communities. Programmes
like Experience Corps and Reprints, need not be costly to put in place, and they have the potential to yield positive
returns in terms of health gains and social benefits for the older and younger generations alike (145, 177).

munity-dwelling older people range from 7 to
17%, depending on the definitions and outcome
measures used; approximately 40% of older
people report feeling lonely (195). The causal
links are difficult to determine but loneliness,

social isolation, behavioural risk factors, and
poor health weave an interdependent web that
can have a significant impact on an older person’s risk of functional limitations, disability
and death (186, 190, 196).
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Box 6.15. Older people’s access to
resources through social
networks
Older people can obtain different types of support
through their social networks. There are four primary
types of support (179):

■■ instrumental support to help with the activities
of everyday life, such as shopping, getting to
appointments, household chores and paying bills;
■■ appraisal support, for help with decision-making,
getting appropriate feedback or problem solving;
■■ informational support, which includes advice or
information about particular needs;
■■ emotional support, which includes love and
friendship, understanding, caring and recognition.
Networks can also exert social influence. The values,
norms and attitudes prevalent in a person’s network
may influence individuals in ways that either promote
or damage health; for example, excessive alcohol consumption may be accepted or encouraged within a
social group or friends may discourage older people
from leaving the house for fear of falling.
By offering opportunities for social engagement, social
networks define and reinforce meaningful roles within
the family, community and beyond, which in turn
provide a sense of value, belonging and attachment.
Networks further facilitate access to income and
material goods. This access may include cash loans
to pay for medical treatment, help in paying for longterm care or by providing access to accommodation,
food or income.
Social networks are embedded within larger social
and cultural contexts that determine their structure
and function. In communities with limited social
protection and access to health care, social networks
may have a comparatively stronger role in providing
access to essential resources and services.

What works to build and
maintain relationships
Identify and tackle loneliness
and social isolation

Evidence supports the use of interventions to
address loneliness and social isolation, although
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these cannot focus on simply one aspect of the
complex web connecting these distinct characteristics without considering the contributing
role and impact on other characteristics. Given
the prevalence of loneliness and social isolation, it
may be important to identify people at risk, such
as those who have recently retired or become
bereaved. Identifying individuals, through
health-care or social-care services, is more
straightforward than answering the question of
how to assist older people who are lonely and or
socially isolated. Research in this area is limited
but some principles of effective interventions
have emerged from the research (195, 197–199).
■ Group interventions (for example, providing social support, community-based exercise programmes or skills development)
tend to be more effective than individual
interventions, perhaps because they provide
opportunities for social engagement and
developing new social ties (Box 6.1).
■ Both in-person and technology-assisted
interventions (for example, using the phone
or Internet) can be effective (Box 6.16).
Box 6.16. The Telephone Rings at 5:
Portugal
The Telephone Rings at 5 offers a reliable source
of companionship and mental stimulation to older
adults in Setúbal, Portugal, who have difficulty leaving their homes. The programme, which is free and
requires only that participants have a telephone,
connects four older adults each day with a volunteer
moderator from the community. Topics discussed
vary depending on the day and the expertise of the
volunteer, and include current events, culture, health
and sport. In addition, the programme offers what are
known as guided tours, in which pictures of a local
area of interest are mailed to participants in advance
and the moderator leads the group through a virtual
visit and discussion (200). This programme ran as a
successful pilot from 2011 to 2013, and others like it
continue to provide service through Senior Centers
Without Walls in communities such as Manitoba,
Canada (201), and Oakland, California (202).
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■

■

It is important to identify and nurture
the types of networks that support older
people, for example in managing their own
care (113, 115).
Participatory interventions are more effective than nonparticipatory interventions, and
interventions with a theoretical foundation
tend to be more effective than those without.

■
■
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Access to appropriate assistive devices helps
(164, 203).
Facilitating access to and confidence and
competence in using ICT has also been
shown to be effective (204).

Box 6.17. Reviving the principles of give and take between the generations: Germany
Multigenerational centres in Germany are reviving the principles of give and take between the generations that were
common in extended families in the past. They provide young and old with a public space in the neighbourhood in
which all generations can meet, build and maintain relationships, and benefit from their different competencies,
experiences and interests.
Since 2006, more than 450 multigenerational centres have been established and subsidized by the German government, creating an infrastructure for social cohesion in cities and communities across the country. The services and
activities offered include informal care for older adults who are care-dependent, education, help with accessing
domestic services and opportunities for volunteering.
At the heart of each multigenerational centre is the “Offener Treff”, a public living room, in which generations can
connect in a relaxed atmosphere. For many it provides a first informal contact with the services on offer as well as
volunteering opportunities. Intergenerational activities that facilitate connections and mutual support are emphasized. These are particularly valuable for children and youth who have limited opportunities for meeting and sharing
with older generations, for example when grandparents live far away. In multigenerational centres older people
may teach adolescents traditional crafting techniques or recipes, and the younger people might, in turn, tutor older
people in the use of computers or smartphones.
About 15 000 volunteers participate in the programme and are central to the success of the centres. Volunteers help
with 60% of the activities that are offered, and 20% are run exclusively by volunteers. These activities include, for
example, preparing meals, reading stories to children and mentoring youth in their occupational choices. For many,
the centres are the first point of contact with volunteering opportunities and they often open doors to reconnection
with the labour market. This dynamic is actively supported by the training, counselling and networking opportunities available to volunteers.
The multigenerational centres further act as points for the coordination of information and services in the community. Each is oriented towards the needs of the local community. For example, a counselling service for people
living with dementia was established in the Groß-Zimmern multigenerational centre to inform families providing
care at home about support services. Others centres provide childcare or care services for older people, for example
offering flexible services that complement general day-care services and make it easier for parents to continue to
work and to care for their relatives. The centres foster connections and cooperation with local businesses, service
providers, cultural and educational institutions, and the media. In the centre in the city of Bielefeld, young retirees
offer a volunteer service to their older peers, undertaking small repairs, such as changing light bulbs, which complement services offered by local business.
Multigenerational centres provide support across all stages of the life course, and for older people in particular they
provide supportive services and information that can facilitate active participation in community life and provide
opportunities for engaging meaningfully in the community, but they also support activities of daily living that can
enable older people to stay longer in their homes and communities. By fostering relationships between the generations, these centres also contribute to overcoming negative stereotypes and ageist attitudes in the community (206).
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Create opportunities for meaningful
social roles and reciprocal relationships

eliminated, and policies used to create supportive environments. Transport policies that include
accessible public transport and the development
of nonmotorized transport (for example, cyclopousse in Lyons, France) (208), the use of universal design principles in the built environment
and the development of walkable neighbourhoods, and the availability of assistive devices
(see the section on the Ability to be mobile) can
all contribute to fostering social networks (156,
199, 209–211). Neighbourhoods that facilitate
social interaction and mutual support can be
achieved both through implementing appropriate urban design and developing social services,
such as senior centres (Box 6.18).

Consider the impact of public
buildings, transport, housing and
medical facilities on social networks

Improve access to information and
communications technologies

Reciprocal relationships are important for an
older person’s sense of self-worth and as a motivator for continued social engagement (205).
Box 6.14 and Box 6.17 describe successful programmes that encourage reciprocal relationships. Time banks, through which people trade
their time and services for other services, have
also been shown to foster reciprocal relationships
and build social capital in communities (207).
Creating opportunities for social interaction by
introducing dedicated facilities, special events,
classes and gathering places can also enhance
social connections (Box 6.1 and Box 6.17).

Older people’s need for social support tends to
increase with declines in capacities (cognitive,
mental, social and physical) and when environments, such as social venues and transport, are
not accessible. Barriers need to be identified and
Box 6.18. A city for seniors: Switzerland
Cité Seniors in Geneva, Switzerland, is an information
and meeting centre for older adults, offering a space
to socialize, learn and access information about a
wide variety of topics. Cité Seniors provides events
year-round, including seminars, debates, cultural outings and a variety of training courses. More than 25
courses and hands-on workshops are available about
topics such as computer skills, creative arts and overall well-being. A new programme is available each
semester, and an on-site registration day provides the
opportunity to learn about activities and to sign-up
for events. Cité Seniors also provides meeting space
for Geneva’s platform of older people’s associations
– la Plateforme des associations d’âinés de Genève –
which has a membership of more than 35 000 people.
The facility is used by around 25 000 people each year
and welcomes all generations. Cité Seniors forms part
of a wider infrastructure of neighbourhood-based
senior meeting centres (212).
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Communicating by telephone or Internet is
important for maintaining relationships (213–
215). A range of interventions has been shown
to strengthen older people’s access to these
resources, including the use of appropriate assistive devices to compensate for sensory impairments that might have a negative impact on
communication and relationships, increasing
the coverage and affordability of ICT services
and improving the availability of accessible
information, especially by advertising events
and facilities that provide opportunities for
social interaction.

Ability to contribute
This ability covers a myriad of contributions that
older people make to their families and communities, such as assisting friends and neighbours,
mentoring peers and younger people, and caring
for family members and the wider community.
The ability to contribute is closely associated
with engagement in social and cultural activities, which are discussed in terms of other abilities in the sections about the Abilities to build
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and maintain relationships and the Abilities to
learn, grow and make decisions.
Volunteering and working are two important ways that adults use to find fulfilment in
older age and are used in this section to illustrate
the ability to contribute. The term “work” is used
in its broadest sense, and includes unpaid work
in the home or in a family enterprise, paid work
for another person or organization in the formal
or informal economy, and self-employment
(165). Volunteering is unremunerated work that
older people choose to do for people outside their
household and for the wider community (216).
Although the evidence is limited, research
from high-income countries suggests that
working and volunteering in later life can have
positive health outcomes (217). For example,
age-related changes in physical, mental and cognitive capacities can be reduced by the physical
and intellectual activities associated with work
(127). A longitudinal study in Japan of older
men who worked, found that engaging in paid
work for less than 35 hours per week contributed
to older people maintaining their physical and
mental health (218). Older people in high- and
middle-income countries may value work more
once they have retired, and many older people
desire to return to work after retirement, particularly if the work is not physically demanding
and they can reduce the number of hours that
they work (219, 220).
Thus, facilitating different types of work
for older people may have significant benefits
if capacity allows and if the conditions are met
for decent work (221). However, these are big
ifs. As described in Chapter 1, there is also evidence that, for example, most older people in
the United Kingdom experience some form of
disability well before the current retirement
age, and the risk of disability before retirement
age is far greater for people living in disadvantaged areas. Moreover, not only are disadvantaged older people more likely to experience a
lower level of intrinsic capacity, they are less
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likely to have the skills or levels of education
that provide the flexibility and opportunity for
work that is health-promoting. Work environments in low- and middle-income countries are
likely to be too hazardous and exhausting to
have positive effects.
Health and volunteering have a reciprocal relationship. Older adults who are in better
health are more likely to volunteer, and people
are healthier and happier because they volunteer (222, 223). Researchers have argued that the
altruistic nature of volunteering contributes to
its beneficial health effects (224, 225). Because
volunteering is socially valued, publicly recognized and provides more choice than working
or caregiving, it may have even stronger positive
impacts than other forms of social contribution
(226, 227). Studies among older adults have demonstrated that volunteering enhances self-rated
physical health (228–230), reduces hypertension
(231), increases physical strength and gait speed
(232, 233), and reduces depressive symptoms
(234–236). The positive effects of volunteering on
physical and mental health have also been seen
in those older than 80 years (229). A longitudinal study of Americans aged 60 years and older
found that the greater the time spent in productive activities, the greater the gains in well-being
(237). Volunteering benefits older people in a
variety of other ways: they report gaining a sense
of control, feeling appreciated, having a purpose,
and having an opportunity to learn and to give
something back (238).
Although the emphasis of policies in many
countries is on extending older people’s abilities to contribute, this requires other abilities
to be enhanced as prerequisites. It also requires
a range of policies and practices that facilitate
older people’s ability to work and volunteer in
ways that promote Healthy Ageing.
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What works in facilitating
the ability to contribute
Older adults’ decisions to work are influenced by
their interests, financial need, health, the nature
of the work being offered and the implications
for their pensions.
Making policies work requires approaches
that create opportunities for older adults who
can and want to contribute, and that support
employers willing to recruit, train and retain
workers and volunteers. Policies should also
tackle inequities: for example, in general, women
have less accumulated financial resources and
across their lifespan are likely to spend more
time providing care to elders and children than
their male counterparts.
The following policy options may not be generalizable to older people who have always taken
part in the informal labour market.

Challenge ageism and create inclusive
environments that embrace age diversity

Employers often have negative attitudes towards
older workers (239). Age discrimination persists
even though older workers are not necessarily
less healthy, educated, skilful or productive than
their younger counterparts (240, 241). Older
women face particular challenges in employment because of their sex and age.
Strategies to combat ageism can include
introducing laws that make age discrimination
illegal, increasing opportunities for intergenerational teams, and introducing campaigns to challenge the myths and inaccurate stereotypes that
hinder older people’s ability to participate (242).
A number of studies have focused on exposing
young people to older adults in order to combat
negative stereotypes. Extended contact has been
found to decrease negative attitudes and to moderate perceptions (243). Exposure to positive
examples of older workers can improve implicit
beliefs about older adults (244). An intervention
that provided information about the myths and
realities of ageing, which was followed by a dis190

cussion about ageism aimed at changing attitudes, was found to successfully change younger
people’s perceptions about ageing (245).
Numerous high- and middle-income countries have implemented anti-discrimination laws
to combat ageism. For example, for countries
within the European Union, the Employment
Equality Framework Directive 2000/78/EC aims
to combat discrimination in the workplace that
is based on disability, sexual orientation, religion
and age, and all European Union member states
are required to implement this in their national
laws (246). The United States, which has one of the
highest rates of labour participation among people
older than 65 years, has some of the strongest antidiscrimination laws and enforcement; for example, the 1967 Age Discrimination in Employment
Act prohibits employment discrimination against
people aged 40 years and older. Other countries,
such as the Netherlands, have gone so far as to
proactively screen vacancy announcements to
prevent age discrimination (247).

Abolish mandatory retirement ages

Age is not a reliable indicator when judging workers’ potential productivity or employability. The
OECD has recommended the eventual elimination of all mandatory retirement policies in order
to benefit workers, employers and economies (247).
Many countries, including those that have taken
actions to increase workforce participation among
older people, still have mandatory retirement ages
or support industries with mandatory retirement
ages. Organizations of the United Nations also
have mandatory retirement ages. Policies enforcing mandatory retirement ages do not help create
jobs for youth, as was initially envisaged, but they
reduce older workers’ ability to contribute and
reduce an organization’s opportunities to benefit
from the capabilities of older workers.
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Reform pension systems that
incentivize early retirement or
penalize a return to work

The availability and design of pension systems
can either increase or decrease participation in
the labour force. In low-income countries, many
adults need paid work (also in the sense of agrarian or subsistence work) throughout their lives
because there is no social safety net and they
cannot afford to retire (248). In contrast, wealthier countries that have expanded the coverage
and generosity of their pension system enable
older workers to withdraw from the labour force
at earlier ages (249). Policies requiring mandatory retirement reduce the opportunities for and
motivation of older people to continue working.
For example, in Japan if all other factors are held
constant, mandatory retirement has been found
to reduce by 20% the probability of men aged
60–69 years remaining in the workforce (86).
Participation in the labour force is likely to be
reduced if older people are eligible for a pension
but the system restricts earnings while drawing a pension (86). Pension systems that do not
incentivize early retirement or do not penalize
retirees who return to work can be particularly
influential on older adults’ willingness to work.
In Sweden, for example, individuals can stop
receiving all or part of their pension and continue to work at any age, without constraints on
their earned income (250).

Support gradual retirement options
and flexible work arrangements

One of the desired options that people approaching traditional retirement ages have identified is
the flexibility of part-time work. Phased-retirement schemes remain to be evaluated but have
the potential to allow companies to retain experienced employees (251, 252). Policies that provide
the option of partial retirement – that is, a gradual move from work to retirement – and remove
financial barriers can allow individuals to move
in and out of work. Pathways towards gradual
retirement may include older people changing
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the industry in which they work, moving to selfemployment or reducing the number of hours
that they work. Japan, Norway and Sweden,
for example, have been particularly successful at implementing formal partial-retirement
schemes and training programmes to help older
workers improve their skills and remain longer
in the labour force (242, 253).
Older employees may want flexible working
arrangements for a number of reasons. For example, they may need or wish to take on caregiving responsibilities for their parents, partners
or grandchildren. Flexible work arrangements
may include allowing people to work part-time
or to have flexibility in their working hours, or to
work from home or outside an office. They may
also include flexible pay practices; for example,
as older employees change their responsibilities, their pay may change consistent with their
contribution to the workplace. Particularly progressive employment programmes consider the
work–life balance as well as caregiving responsibilities (86), and help societies achieve a better fit
between the desires of older people for work and
what employers offer. The experiences in Finland and other European countries suggest that
improving the fit between the preferences and
abilities of older workers and their jobs requires
not only the active intervention of policy-makers
but also of human resource managers (254).

Consider incentives that encourage
employers to retain, train, hire,
protect and reward older workers

Many countries with labour shortages, high
rates of long-term unemployment and overstretched pension systems, offer incentives to
employers to hire older workers. The incentives
differ from country to country but typically
involve exempting employers from certain taxes,
offering bonuses, or providing access to government contracts. Wage subsidies that are used as
an alternative to private or public job-training
programmes for older workers have been proposed as a cost-effective option but they require
191
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evaluation (255). Some countries offer incentives
for hiring specific populations of older workers,
including women, those with lower incomes
and those who have been incarcerated. Some
countries have employment-protection acts
that specifically incentivize employers to hire
unemployed women who are older than 50 years
and unemployed men who are older than 55
(248); these countries include Austria, Bulgaria,
France, Greece, Hungary, Lithuania and Slovakia. France, which has one of the lowest jobmobility rates for older workers in the OECD,
provides financial aid and access to government
contracts for employers who hire unemployed
people who are older than 50. Singapore implemented an incentive programme that did not
constrain wage levels, and companies benefited
from state incentives but older workers were paid
below market-level wages.

Help older adults plan for the second half
of life and invest in lifelong learning

Increased life expectancy has great significance
for both the length of people’s working lives and
how they may choose to reinvent themselves
over that time. Offering appropriate and accessible advice about careers throughout the life
course can help people to make informed decisions about life transitions, including engaging
in lifelong learning and work.
Although each generation of older adults
becomes better educated than the preceding
generation, a critical ingredient in helping workers remain employable and employed is lifelong
learning, particularly for older workers and most
particularly for those in less-skilled jobs (247).
Employers need to invest in older employees
to ensure that they remain engaged, that their
knowledge is up to date and that they can remain
flexible and responsive to work requirements. In
addition to providing education and training,
consideration can be given also to providing
mentoring, buddy programmes and job rotation.
Although different approaches have been under-
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taken in a number of countries, it is still not clear
which work in policy and practice (49, 247, 256).

Invest in health and functioning

Across all countries, poor health is the most frequent reason why people are forced to retire, followed by layoffs and the inability to find a new
job (257). Ensuring that the workforce is healthy
is a precondition for enabling older adults to
work longer and an essential consideration for
any proposed changes in retirement age or access
to pensions. Absenteeism for health-related reasons occurs less often in older workers, but when
it occurs the duration is often longer. Investing in
activities that promote Healthy Ageing, including
making attitudinal and behavioural changes, will
be crucial to maximizing the health of all workers.
Workplaces that encourage workers to maintain their capacity through physical activity
and nutritious food can promote their workers’
health (Chapter 3). When employees’ capacity
declines, the availability of assistive technologies and other reasonable accommodations can
enable them to continue to work.
Another tool for maintaining the health,
productivity and employability of older workers
is to support workers before they are exhausted
or lose motivation. Changing their tasks or the
sequence of tasks, specifically, if these are mentally or physically exhausting over a long period,
can help workers avoid illness and loss of motivation (248). Workers can perform a given job
until they have reached their optimal productivity and then, before they lose this level of productivity, they can be moved to a new set of tasks
that require a similar level of qualification or an
increased level, depending on the individual’s
capacity (258, 259).

Create the conditions for volunteerism

The factors that influence volunteering are broad,
but the desire to help, previous exposure to volunteering, having worked but being retired,
becoming a caregiver, experiencing declines in
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health, or the death of a partner are important
(260–264). However, older adults are most likely
to volunteer because of their desire to help others
and to stay active (265, 266).
Generativity – that is, the desire to work with
the young and pass on knowledge – becomes
more salient with age (221, 263). This report is
unable to explore all the diverse ways that organizations can support older volunteers. However,
research suggests a number of important considerations, including those described below.
■ Encourage people to have the self-confidence to volunteer. Training is crucial in
bolstering the confidence of older people
and enabling them to become effective leaders. Older people may be concerned that if
they volunteer they may become locked into
large commitments of time and energy. At
the same time, it can be costly for organizations to have a high turnover of volunteers.
Providing clear information about an organization’s requirements and ensuring that
support is available are essential for helping
volunteers make informed decisions.
■ Provide opportunities for organizations
and volunteers to meet. There are many
ways to raise awareness about the availability and skills of older people and to create
mechanisms for accessing their knowledge
and skills, such as Thailand’s “brain banks”,
which provide information about, and facilitate connections to, experienced, skilled
retired workers for a range of organizations.
■ Ensure that the type and nature of the
work provide satisfaction. Ensuring personal satisfaction is essential to retaining
volunteers. When volunteer workers were
compared with a matched sample of paid
employees performing identical tasks within
the same organization, autonomy (that
is, having choices and control over one’s
actions) and relatedness (that is, being able
to develop and maintain secure and respectful relationships with others) were most
positively related to volunteers’ intentions to

■

■

■
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remain with the organization, and this relationship is mediated by satisfaction with the
task being done by the volunteer (267).
Ensure the “fit” between the motivations
of the volunteer and the role. Matching
the motivations of potential volunteers
with the messages used for recruitment
has been shown to be important (268).
Volunteers whose roles matched their
motivations have been found to derive
more satisfaction and more enjoyment
from their service and to be more likely
to intend to continue to volunteer (268).
Matching volunteer opportunities to volunteers’ motivations could thus increase
satisfaction and lessen the rate of turnover
in the volunteer labour force.
Provide compensation to encourage retention. Although providing cash compensation is difficult for many organizations,
turnover may be reduced by providing
cash or in-kind compensation to meet the
expenses of volunteers. The use of stipends
has also been linked to the ability to involve
diverse populations, increase retention and
to ensure that the volunteers have the best
possible experience (269).
Management matters. The ways that volunteers are contacted, selected, trained
and supervised influence recruitment and
retention. For example, the most effective
recruitment method is what is known as
the personal ask (264, 270). Although older
adults are less likely to be asked to volunteer, those who are asked agree to volunteer
at rates five times higher than those who
are not asked (271). The meaning attributed to the voluntary work, the support
and guidance of staff, and relationships
with other volunteers are all important to
the quality of the volunteering experience
(221). A study in England showed that the
more appreciated the volunteers felt, the
more satisfied they were with their lives in
general (272).
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-- Provide
access to
adequate
housing

-- Ensure
that older
people have
information
about
housing
options

-- Assist with
home
modifications

-- Ensure that
front-line
transportation
operators are
trained about
the needs of
older people
and nondiscriminatory
practices

-- Ensure
that public
transport is
accessible to
older people
and people
with disability.
-- Ensure that
older people
have priority
seating

Learn,
grow and
decide

Be mobile

Housing

-- Ensure safe
transport
options for
access to basic
services, food
and healthcare services

Transport

Meet
basic
needs

Abilities

-- Ensure that
specialized
transport
options are
available

-- Promote
advance care
planning

-- Implement
social
insurance to
provide income
security.
-- Provide
assistance
to families
that care for
older family
members

Social
protection and
assistance

-- Ensure safe road
conditions for
driving and for
pedestrians
crossing streets.
Provide
priority parking
for older people
with disabilities.
-- Provide clean
public toilets

-- Develop
pedestrian
infrastructure
that uses
principles
of universal
design.
-- Support the use
of nonmotorized transport

-- Ensure that
structures and
landscapes
are accessible,
safe and well
designed

Urban
development

Sector

-- Ensure that
information about
transport options
and timetables are
available in
accessible formats

-- Provide educational
programmes that
introduce older
people to new
technologies that
can help them
combat loneliness
and isolation

-- Ensure that clear
and accessible
information is
provided about the
health and social
services available
for older people.
-- Ensure that emergency planning
considers the needs
of older people

Information and
communication

-- Provide access to
computers and the
Internet at minimal
cost (for example, in
libraries or
community centres).
-- Ensure that captioning is available for
television broadcasts
for people who are
hearing impaired
-- Ensure that
workplaces are
adapted to the needs
of older people

-- Provide retraining
programmes adapted
to older workers

Education and labour

-- Provide early
assessment of
housing needs

Provide personal
budgets

-- Ensure that
an adequate
range of
healthcare
and support
services are
available for
promoting,
maintaining
and restoring
capacity

Health and
long-term care

Table 6.2. Examples of interventions that contribute to achieving the five abilities essential to Healthy Ageing, by sector
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Transport

Build and
maintain
relationships

-- Ensure that
public
transport
provides
sufficient
stops and
stations to
allow older
people to
access senior
centres,
religious
buildings and
to visit their
families
Contribute -- Ensure that
transportation
is available to
take people
to work or
volunteer
opportunities

Abilities

-- Support
voluntary
organizations
to facilitate
older people’s
access to social
activities

-- Provide
unemployment
insurance

-- Ensure that
housing is
located near
services and
opportunities for
work or
volunteering

Social
protection and
assistance

-- Design
housing that
facilitates
community
integration.
-- Ensure
that housing is not
overcrowded

Housing

-- Facilitate safe
walking for
transport (for
example, to get
to work) and
recreation

-- Provide locations
in the
community
where people
can meet, such
as community
centres, senior
centres, and
public parks

Urban
development

Sector

-- Provide information on volunteer
opportunities.
-- Implement
communication
campaigns to
discourage ageism
in the workplace
by employers and
younger employees

-- Provide accessible
information on
leisure and social
activities

Information and
communication

-- Ensure that there are
a range of
opportunities for
older workers.
-- Ensure that
retirement is a choice
and not mandatory.
-- Implement policies
to prevent
discrimination
based on age

-- Ensure that older
workers have the
opportunity to share
their expertise with
other workers

Education and labour

-- Provide health
insurance
that includes
coverage for
catastrophic
health
expenditures

-- Support
older people
to build and
maintain
their intrinsic
capacity

Health and
long-term care
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The way forward
Ensuring functional ability in older people is
important in addressing population ageing.
Relevant to all countries is the consideration of
older people’s abilities, which emphasizes personal and environmental resources as well as
intrinsic capacity. Priorities for action will vary
and countries will need to tailor actions to their
specific contexts, but improving the fit between
older people and their environments is universally achievable.
Placing an emphasis on maximizing functional ability supports governments, civil society
and other partners in increasing their focus on
results and impacts. Concentrating on abilities
moves the focus from the inputs – for example,
transportation – to outcomes – such as accessibility and mobility. In doing so, it focuses both
on what is important to older people and the
agendas of various sectors or agencies, which is
a win–win approach. Also, this focus on functional ability moves beyond using only checklists, which have limitations because they do not
consider the role of environments in nurturing
capacity and fostering ability, they assume everybody will benefit equally from a particular
resource, and they do not acknowledge that one
factor might cancel out another, for example,
making housing modifications may reduce the
need for long-term care.
In times of heightened concerns over the
implications of population ageing, increased
national austerity and scarce aid dollars, the
focus on abilities provides a way for all sectors at
all levels of government to decide together how
to most efficiently add health to years.
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Each section of this chapter has provided
options for actions that can be taken to enhance
different domains of abilities. Table 6.2 illustrates
the contributions that different sectors can make
in enabling functional ability. The following three
approaches are key to addressing these cross cutting issues, and are discussed in Chapter 7:
1. combating ageism;
2. enabling autonomy;
3. supporting Healthy Ageing in all policies
and at all levels of government.
Engendering change requires collaborating
across various levels of government and among
government and nongovernmental actors,
including, for example, academics and older
people’s organizations. Actions that can support
intersectoral action on Healthy Ageing include
(273, 274):
■ raising awareness about Healthy Ageing;
■ tailoring advocacy messages to particular
sectors about how they can contribute to
Healthy Ageing;
■ drawing on previous successful experiences
of intersectoral action;
■ setting up organizational arrangements
that promote ongoing collaboration to
ensure Healthy Ageing across sectors;
■ institutionalizing the goal of enhancing
functional ability;
■ measuring outcomes on ability and documenting specific measures or interventions
that have been taken;
■ addressing research gaps.
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Ruth, 101, Norway
Ruth has been a regular participant in the Oslo “Walker
Rally” . The annual event, organized by the City of Oslo in
collaboration with non-government organizations and the
Council for Senior Citizens, celebrates Healthy Ageing with
a focus on accessibility, participation, volunteering and
different generations working together.
Older people with walking sticks, walkers and wheelchairs
take the centre stage with prizes awarded for the best
decorated walker as well as the distance travelled.
“Staying active makes me forget about my back pains!” says
Ruth who still lives at home at the age of 101 and praises her
local day care centre for organising activities that help her
stay active and socially connected.
©City of Oslo 2014
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Next steps
Introduction
Comprehensive public-health action on ageing is urgently needed. Although
there are major knowledge gaps, we have sufficient evidence to act now, and
there are things that every country can do, irrespective of their current situation or level of development.
The first step will be to focus on optimizing functional ability: the goal of
Healthy Ageing. For individuals, this will require policies, systems and services
that can optimize trajectories of ability across the life course. At a population
level, strategies will need to look not just to raise overall levels of ability but
also to narrow the distribution of ability by paying particular attention to those
with the least resources or lowest level of functional ability.
Key opportunities for taking public-health action are outlined in Fig. 7.1, which
builds on the public-health framework for Healthy Ageing described in Fig. 2.4. As
described in Chapter 2, fostering the functional ability that enables well-being in
older age requires strategies aimed at building and maintaining intrinsic capacity across the life course. But action will also be needed to enable older people to
be and to do what they have reason to value, regardless of their level of capacity.
Chapters 4–6 have outlined many actions that can help achieve this.
Choosing which of these are most appropriate or urgent, and how they are
implemented, will vary according to the context. Although the health needs
of older people are fairly consistent the world over, the preparedness to meet
them varies among and within countries. One important consideration is a
country’s level of socioeconomic development. However, even among countries
with similar resource levels there is great variation in how the needs of older
people are currently met. For example, although many high-income countries
provide universally affordable health care, the provision and financing of longterm care in these same settings varies considerably. In some it is sustainably
financed through universal risk-pooling, but in others it remains the responsibility of individuals and their families, with the associated risks that have been
highlighted in this report.
Thus, each country or region needs to assess its current situation and what
is likely to work in its context before mapping the specific next steps that will
be most appropriate.
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Fig. 7.1.

Opportunities for taking public-health action to ensure Healthy Ageing
Functional ability

Goal

High and stable
capacity

Prevent chronic conditions
or ensure early detection
and control
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Declining
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Reverse or slow
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Significant loss
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Manage advanced
chronic conditions

Support capacity-enhancing
behaviours

Ensure
a dignified late life

Promote capacity-enhancing behaviours

Priority areas
for action
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Remove barriers to
participation, compensate for loss of capacity

Align health systems to the older populations they now serve
Develop and ensure access to services that provide older-person-centred and integrated care
Orient systems around intrinsic capacity
Ensure a sustainable and appropriately trained health workforce
Develop long-term care systems
Establish the foundations necessary for developing a system of long-term care
Build and maintain a sustainable and appropriately trained long-term-care workforce
Ensure the quality of long-term care
Ensure everyone can grow old in an age-friendly environment
Combat ageism
Enable autonomy
Support Healthy Ageing in all policies at all levels of government
Improve measurement, monitoring and understanding
Agree on metrics, measures and analytical approaches for Healthy Ageing
Improve understanding of the health status and needs of older populations and how well their needs are being met
Improve understanding of Healthy Ageing trajectories and what can be done to improve them
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However, four priority areas for action can
be identified:
1. aligning health systems with the needs of
the older populations they now serve;
2. developing systems for providing long-term
care;
3. creating age-friendly environments;
4. improving measurement, monitoring and
understanding.
The first three of these points mirror the
focus of Chapters 4–6 of this report. The fourth
priority reflects the stark gaps in knowledge that
confront decision-makers and the urgent need to
fill them.
Taking action in these four areas can help
ensure that Healthy Ageing becomes a possibility for all older people, no matter what their level
of capacity. But this will also require attention
to the three different subpopulations of older
people described in Chapter 2. For those with
relatively high and stable capacity, the key objectives will be to breakdown the barriers that limit
participation, to facilitate capacity-enhancing
behaviours and self-care, and to prevent chronic
conditions as well as to ensure their early detection and effective control. For those with declining capacity, the objectives extend to reversing
declines, preventing further declines and enabling functional ability despite these decrements.
For those with, or at high risk of, a significant loss
of capacity, the objectives shift to a greater focus
on enabling them to live with dignity and providing them with the health services to manage
advanced chronic conditions. These subgroups
are not rigid, nor do they cover the course of
every older person’s life. However, if the needs of
these subgroups are addressed, most older people
will find their functional ability enhanced.
Some of the key areas for action for achieving these outcomes are described in more detail
below. Shortly after the release of this report,
WHO will be working with its Member States
to develop a global strategy and action plan on
ageing and health. The strategy will draw on this
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report and other sources to identify global priorities for action and to identify the groups responsible for their implementation.
How action might be financed will vary
among settings. Some may be financed by adapting current services to the changing demographic and epidemiological contexts. However,
ensuring access to universal coverage for health
care and long-term care is still a distant ambition in many countries. In these settings, concrete steps need to be taken and investments
made to ensure that all older people have access
to needed services – prevention, health promotion, treatment, rehabilitation and long-term
care – without the risk of the associated financial
hardship that may affect them or their families.
Where this cannot be achieved immediately for
the whole population, the initial target should be
those with the greatest needs and with the least
resources to meet their needs. Where countries
are limited by resource constraints, some of the
key areas for action, particularly those requiring technical assistance and capacity-building,
can be included within the framework of international cooperation.

Key areas for action
on Healthy Ageing
Align health systems to the needs of
the older populations they now serve
As people age, their health-care needs tend to
become more chronic and complex. Responding to these needs requires integrated care built
around a common goal of optimizing trajectories of functional ability, with a specific focus on
maximizing intrinsic capacity. Yet many existing
services were designed to cure acute conditions
or symptoms; health issues are often managed
in a disconnected and fragmented manner; and
coordination is frequently lacking across care
providers, settings and time.
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Transforming health systems from these
outdated approaches requires action on several
fronts. The following three approaches are crucial if alignment is to be achieved:
1. develop and ensure access to services that
provide older-person-centred care;
2. orient systems around intrinsic capacity;
3. ensure a sustainable and appropriately
trained workforce.

Develop and ensure access to
services that provide older-personcentred and integrated care

The best way to reorient health systems towards
achieving the goal of optimizing functional
ability is by placing older people at the centre
of service delivery. Practically, this means that
systems are organized around older people’s
needs and preferences, and that services are ageBox 7.1. Teams supporting ageing in
place in Singapore
The Alexandra Health System in Singapore uses
a comprehensive ageing-in-place programme to
reduce avoidable hospital admissions and to improve
the quality of life of older people. Older people who
have a high utilization of hospital services (including
care in the emergency department) receive home
visits from a community nurse to review their needs
and determine which of them may be unmet, develop
a care plan and coordinate necessary follow-up (1).
Depending on a person’s needs, follow-up visits
might be conducted by nurses, physiotherapists,
pharmacists, dietitians, occupational therapists or
other community partners. For example, community nurses might teach an older person how to use
a blood glucose monitoring kit; physiotherapists
might teach simple strengthening exercises to
foster independence; and pharmacists might review
medications. The frequency of visits depends on a
person’s needs.
Through this approach, the health system has
reduced hospital admissions by 67% and optimized
the use of hospital resources.
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friendly and coordinate closely with the older
person and, when agreed and appropriate, with
family and community members. Although the
mix of strategies may vary, integration is crucial
both among levels and across services, as well as
between health care and long-term care services
(Box 7.1). Key actions to take to achieve olderperson-centred and integrated care include:
■ ensuring that all older people are given
a comprehensive assessment and have a
single service-wide care plan that looks to
optimize their capacity;
■ developing services that are situated as
close as possible to where older people live,
including delivering services in their homes
and providing community-based care;
■ creating service structures that foster care
by multidisciplinary teams;
■ supporting older people to self-manage by
providing peer support, training, information and advice;
■ ensuring the availability of the medical
products, vaccines and technologies that
are necessary to optimize their capacity.

Orient systems around intrinsic capacity

If a health system is truly aligned with the needs
of older populations, all its components will
have a primary focus on intrinsic capacity. This
orientation requires a significant transformation of the current systems that underpin service delivery. This might include changing the
health and administrative information that the
systems collect, the things they report, the way
performance is monitored, the financing mechanisms and the incentives that are put in place,
the training they offer and the behaviours they
reward. Several actions are likely to assist this
transformation:
■ adapting information systems to collect,
analyse and report data on intrinsic capacity;
■ adapting performance monitoring, rewards
and financing mechanisms to encourage
care that optimizes capacity;
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■

creating clinical guidelines to optimize trajectories of intrinsic capacity and updating
existing guidelines so that their impact on
capacity is clear.

Ensure a sustainable and appropriately
trained health workforce

Ensuring a sustainable and appropriately
trained health workforce for the 21st century
will require careful consideration of the human
resources that will be needed to deliver olderperson-centred and integrated care. It will be
important to ensure that service providers have
basic gerontological and geriatric skills, as well
as the more general competencies needed to
work in integrated systems, including communication, teamwork, ICT and other technologies.
But strategies should not be limited to current
delineations of the workforce. Key actions that
might be taken include:
■ providing basic training about geriatric and
gerontological issues during preservice training and in continuing professional development courses for all health professionals;
■ including core geriatric and gerontological
competencies in all health curricula;
■ ensuring that the supply of geriatricians
meets population need, and encouraging
the development of geriatric units for the
management of complex cases;
■ considering the need for new workforce
cadres (such as care coordinators and selfmanagement counsellors) and extending the
roles of existing staff, such as community
health workers, to coordinate the health
care of older people at the community level.

Develop systems for
providing long-term care
In the 21st century, no country can afford not to
have an integrated system of long-term care. In
high-income countries, the challenges to achieving
such a system are likely to revolve around the need
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to improve the quality of long-term care, develop
financially sustainable ways to provide it to all who
need it, and to better integrate it with health systems.
In low- and middle-income countries, the
challenge may be to build a system where one
does not already exist. In these settings, the
responsibility for long-term care has often been
left entirely to families. Socioeconomic development, population ageing and the changing roles
of women mean that this practice is no longer
sustainable or equitable.
Regardless of the setting, comprehensive
systems of long-term care will be essential to
meet the needs of older people, reduce inappropriate dependence on acute health services, help
families avoid catastrophic care expenditures,
and free women to play broader social roles. The
central goal of these systems should be to maintain a level of functional ability in older people
who have or who are at high risk of significant
losses of capacity, and to ensure that this care
is consistent with their basic rights, fundamental freedoms and human dignity. This includes
acknowledging their continuing aspirations to
well-being and respect.
Only governments can create and oversee
these systems. But that does not mean long-term
care is solely the responsibility of governments.
Although the appropriate system for each country or setting will be different, it must be based on
an explicit partnership with families, communities, other care providers and the private sector.
The role of government (often implemented
through ministries of health) will be to steward
this partnership, train and support caregivers,
ensure that integration occurs across various
services (including the health sector), ensure the
quality of services and directly provide services
to those most in need (either because of their low
intrinsic capacity or their socioeconomic status).
These goals are achievable even for countries that
are the most resource-constrained. Indeed, in
these settings innovative action is already taking
place (Box 7.2).
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Box 7.2. AgeWell: community based peer-to-peer support in Cape Town, South Africa
Older people can be an ageing community’s greatest resource, drawing on their own experiences to identify and
respond to issues faced by other older people. This is the premise of AgeWell, a pilot project to develop communitybased peer-to-peer support in Cape Town, South Africa.
To improve the health and well-being of older people in Khayelitsha – South Africa’s largest township and one of
the poorest areas of Cape Town – 28 older community members were trained as peer supporters. Working in pairs,
they made home visits to 211 older people in their community. The visits aimed to foster companionship and social
support, and generate a sense of community; they were also used to identify health and social needs. Where needs
were identified, older people were referred to health-care providers or social services.
Referrals were generated using a smartphone loaded with a screening instrument that included basic questions in
addition to the observations made by the peer supporters during the home visit. The peer supporters became an
important link between peers and community services.
A study assessed the benefits of this pilot project, and found that there were multiple benefits.
Older people who received home visits showed significant improvements. There was a 60% improvement in
scores on measures of well-being; mean scores of satisfaction with social support improved by 50% over the study
period. Peer supporters also reported their own health benefits while participating in the programme, including
improved flexibility, agility, stamina, better sleep and decreased stress levels.
Older people’s ability to meet their basic needs was enhanced. Peer supporters had greater financial security
because they were paid a salary comparable to government-employed community health workers for 20 hours per
week. Facilitating older people’s access to community-based health and social services enabled them to meet their
basic needs for health and social care. Referrals from AgeWell were credited with an increase in the use of clinic
services, from 30 older clients to 200 during the study period.
Peer supporters’ abilities to learn, grow and make decisions were enhanced through the training offered to
them. They demonstrated improved self-esteem and self-efficacy, and a renewed sense of purpose and hope that
were attributed to the training. They also described feeling a sense of empowerment and excitement about learning to use technology, such as smartphones and social media.
Older people’s abilities to build and maintain relationships were strengthened, both for the peer supporters
and the clients whom they visited. Membership in the local senior club tripled due to increased participation by
AgeWell clients. Peer supporters reported feeling more connected to one another and their community, and that
they had created stronger bonds with their neighbours, friends and other community members. They reported
no longer feeling ”isolated” and “alone” and saw their fellow peer supporters as “family” and clients as “friends”.
The programme also enhanced older people’s ability to contribute to their communities. Findings from focus
groups of peer supporters demonstrated that the programme afforded a level of empowerment that stemmed from
learning new skills and helping others. Becoming economically active again was described by many as “life-changing”.
Source: M Besser and S Rohde; World Health Organization, Kobe Centre; Case study in South Africa: AgeWell, a peer-support service in a community setting to improve well-being and health among older persons living in a peri-urban township of Cape Town; 2015; unpublished data.

Three approaches will be crucial to realizing
an accessible system of long-term care:
1. establish the foundations necessary for a
system of long-term care;
2. build and maintain a sustainable and
appropriately trained workforce;
3. ensure the quality of long-term care.
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Establish the foundations necessary for
developing a system of long-term care

Building an integrated system of long-term care
that is oriented around enabling older people’s
ability requires a governance structure that can
guide and oversee the system’s development
and clearly assign responsibility for progress.
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Designing the system to fit the social, cultural
and economic environments will be helped by
a transparent process that draws on the knowledge and experience of older people, caregivers
and researchers, considers current approaches,
and assesses their strengths and weaknesses.
This process can help define the key services and
roles that are required, the barriers that may
exist, who is best placed to deliver services, and
who might best fill other roles, such as training and accreditation. A key focus should be on
developing the system in ways that help older
people to age in a place that is right for them
and to maintain connections with their community and social networks. Ensuring access to
this care, while reducing the risk that recipients
or their caregivers incur financial hardship, will
require adequate resources and a commitment to
prioritizing support for those with the greatest
health and financial needs.
Key actions that might be taken include:
■ recognizing long-term care as an important public good;
■ assigning clear responsibility for the development of a system of long-term care and
planning how this will be achieved;
■ creating equitable and sustainable mechanisms for financing care;
■ defining the roles of government and
developing the services that will be necessary to fulfil them.

Build and maintain a sustainable
and appropriately trained longterm-care workforce

As with health systems, it will be crucial to
develop a sustainable and appropriately trained
workforce to provide long-term care. Many of
the actions outlined in relation to health systems,
will also be relevant for paid long-term caregivers. However, the field of long-term care has traditionally been undervalued. A crucial strategy
for ensuring a sustainable workforce in the future
will be to provide paid caregivers with the status
and recognition that their contributions deserve.

Next steps

Furthermore, unlike the health system, the
majority of caregivers in the long-term-care
system are currently family members, volunteers, members of community organizations,
or paid but untrained workers. Most of them
are women. Providing the training that allows
them to do their job well, while relieving them
of the stress that arises from being insufficiently
informed about how to cope with challenging
situations, will be central to building a longterm-care system. Providing concrete support
to family caregivers by offering respite care or
cash payments may also ease their load. It will
be important also to look at how the responsibility for caregiving can be shared more equitably
between the sexes and generations.
Exciting opportunities are arising in
low- and middle-income countries from the
empowerment of older volunteers in the form
of older people’s associations or organizations
that advocate for the rights of older people and
provide the care and support they may need.
These concepts may be transferable to higherincome settings.
Key actions that can help build and maintain a sustainable and appropriately trained
long-term-care workforce include:
■ improving their salaries and working
conditions and creating career pathways
to allow them to advance to positions of
increased responsibility and remuneration;
■ enacting legislation supporting flexible
working arrangements or leaves of absence
for family caregivers;
■ establishing support mechanisms for caregivers, such as offering respite care and
accessible training or information resources;
■ raising awareness of the value and rewards
of caregiving, and combating social norms
and roles that prevent men and young
people from acting as caregivers;
■ supporting community initiatives that
bring older people together to act as a
resource for caregiving and other community-development activities.
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Ensure the quality of long-term care

The first step in ensuring the quality of long-term
care is to orient services towards the goal of optimizing functional ability. This requires systems
and caregivers to look at how they can optimize
both the older person’s trajectory of capacity, and
compensate for a loss of capacity, by providing
the care and transforming environments that
help the older person to maintain functional ability at a level that ensures well-being. Coordination both across the system of long-term care and
with health services will be essential if this is to
be achieved. Quality-management systems can
help maintain this coordinated focus on ability.
Key actions that can help achieve this
include:
■ developing and disseminating care protocols or guidelines that address key issues;
■ establishing accreditation mechanisms for
services and professional caregivers;
■ establishing formal mechanisms for care
coordination (including between long-term
care and health-care services);
■ establishing quality-management systems
to help ensure that the focus on optimizing
functional ability is maintained.

Creating age-friendly environments
Physical and social environments are powerful
influences on Healthy Ageing. They shape trajectories of capacity and can extend what a person is
able to do (their functional ability). Age-friendly
environments allow older people to be and to do
what they have reason to value by enabling them
to maximize both their capacity and their ability.
Creating environments that are truly agefriendly requires action in many sectors – health,
long-term care, transport, housing, labour,
social protection, information and communication – by many actors – government, service providers, civil society, older people and
their organizations, families and friends. It also
requires action at multiple levels of government.
Aiming towards the shared goal of optimizing
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functional ability allows these different stakeholders to work within their core areas but in
a focused way that complements what is being
done by others.
Opportunities for action on specific abilities
have been given in Chapter 6. The following key
approaches are relevant for each of these abilities
and to all stakeholders:
1. combat ageism;
2. enable autonomy;
3. support Healthy Ageing in all policies at all
levels of government.

Combat ageism

Age-based stereotypes influence behaviours,
policy development and even research. Addressing these must lie at the core of any publichealth response to population ageing. Although
this will be challenging, experiences combating
other widespread forms of discrimination, such
as sexism and racism, show that attitudes and
norms can be changed. There are also concrete
examples of how this might be done for ageism
(Box 7.3).
Tackling ageism will require building and
embedding in the thinking of all generations,
a new understanding of ageing. As this report
emphasizes, this cannot be based on outdated
conceptualizations of older people as burdens
or on unrealistic assumptions that older people
today have somehow avoided the health challenges of their parents and grandparents. Rather,
it demands an acceptance of the wide diversity
of the experience of older age, acknowledgement of the inequities that often underlie it,
and an openness to asking how things might
be done better.
Actions that may help tackle ageism include:
■ undertaking communication campaigns to
increase knowledge about and understanding of ageing among the media, general
public, policy-makers, employers and service providers;
■ legislating against age-based
discrimination;
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ensuring that a balanced view of ageing
is presented in the media, for example by
minimizing sensationalist reporting of
crimes against older people.

Box 7.3. Say No to Ageism in Ireland
Ireland has run an ongoing campaign against ageism
based on the wealth of evidence that negative stereotyping and discrimination against older people
is pervasive and damaging. Say No to Ageism Week
occurred annually from 2004 to 2012 to promote
awareness and stimulate action against ageism.
Developed by the Equality Authority and the Health
Service Executive, with the support of the Office for
Older People and older people’s organizations, Say
No to Ageism Week comprised two complementary
strands: a public information campaign using advertising, radio, social media and posters; and the implementation of a series of sector-based actions designed
to enhance the provision of age-friendly services.
Over the years, sectors that have participated included
health, transportation, insurance, hospitality, sports
and leisure. Actions taken by participating sectors
have included holding focus groups with older adults
to learn about the barriers they faced in using fitness
facilities; providing age-awareness training for all
frontline customer-facing staff of Dublin Bus; providing free transport to Say No to Ageism events; making
improvements to information and signs to ensure they
used more-age-friendly messages, including replacing
the word “elderly” with “older people”; and showcasing
older employees in marketing materials to emphasize
the inclusiveness of Irish industries.
A review of the Say No to Ageism initiative was conducted in 2008 and highlighted the strong commitment, engagement and working relationships among
partners and sectoral stakeholders as being key to the
campaign’s success.
Although information campaigns that raise awareness and stimulate debate about ageism among the
general public are important in their own right, one
of the strengths of the Irish initiative has been to
underpin this awareness-raising with practical sectorbased initiatives that provided tailored training with
the aim of effecting positive changes in behaviours
and the provision of services (2).

Next steps

Enable autonomy

Older people have a right to make choices and
take control over a range of issues including
where they live, the relationships they have,
what they wear, how they spend their time and
whether they undergo a treatment or not. The
possibilities for choice and control are shaped
by many factors including the intrinsic capacity of the older person, the environments they
inhabit, the personal and financial resources
they can draw on, and the opportunities available to them. Together these determine the
autonomy of older people, which has been shown
to have a powerful influence on their dignity,
integrity, freedom and independence, and has
been repeatedly identified as a core component
of their general well-being.
One key approach to enabling autonomy will
be to maximize intrinsic capacity, and this is
largely covered in the key areas for action by the
health sector outlined above. But autonomy can
also be enhanced regardless of an older person’s
level of capacity. This may be accomplished by
changing the environments they inhabit or providing assistive devices that help them manage
limitations in capacity. It may also arise by protecting their rights and strengthening their
resilience and ability to control or change their
environments. Autonomy is also heavily dependent on an older person’s basic needs being met.
Actions that will be important in enabling
autonomy include:
■ legislating to protect the rights of older
people (for example, by protecting them
from elder abuse), supporting older people
in becoming aware of and enjoying their
rights, and creating mechanisms that can
be used to address breaches of their rights,
including in emergency situations;
■ providing services that facilitate functioning, such as assistive technologies, and
community-based or home-based services;
■ providing mechanisms for advance care
planning and supported decision-making
that enable older people to retain the maxi219
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mum level of control over their lives despite
a significant loss of capacity;
creating accessible opportunities for lifelong learning and growth.

Support Healthy Ageing in all policies
at all levels of government

In a rapidly increasing number of countries,
more than 1 in 5 of the population are older than
60 years. There will be few policies or services
that do not affect them in some way. If the goals
of Healthy Ageing are to be achieved, all sectors need to consider their contribution to and
impact on Healthy Ageing.

National, regional, state or municipal ageing
strategies and action plans can help to guide
this intersectoral response, and ensure a coordinated approach that spans multiple sectors
and levels of government (Box 7.4). These will
need to establish clear commitments to goals
and clear lines of responsibility, have adequate
budgets, and specify mechanisms for coordination, monitoring, evaluating and reporting
across sectors.
Collecting and using age-disaggregated
information about older people’s abilities will
also be important. This can facilitate reviews of
the effectiveness of, and gaps in, existing policies, systems and services. Furthermore, mech-

Box 7.4. Live and age together (Vivre et vieillir ensemble): intersectoral action in Quebec
In 2011 the Secretariat aux aînés, a provincial agency for older adults, part of the government of Quebec, announced
its first ageing policy aimed at fostering an inclusive and comprehensive approach to supporting older adults: Vivre
et vieillir ensemble. At its core is collaboration across sectors and levels of government to enable older people to
age in their homes and communities.
Intergovernmental – horizontal collaboration: this involves agencies and departments at the same level of
government collaborating across missions and jurisdictions. For example:

■■ three province-level departments have collaborated to improve the quality of services, training and compensation for caregivers in order to improve the availability of support for older adults living at home;
■■ to improve the quality of life of older adults, two provincial bodies joined forces in 2010 (in the Programme
d’infrastructures Quebec-Municipalites – Municipalite amie des aînés) to provide financial support for small
infrastructure and facilities projects, such as renovating municipal buildings or enhancing recreational facilities to reflect the needs and expectations of older people (for example, by constructing accessible toilets or
building walking paths).
Intergovernmental – vertical collaboration: this involves collaboration among the provincial level (Quebec),
regional level and municipal (local) levels of government to achieve shared goals. In an effort to increase older people’s use of public transit, two provincial bodies and one regional body, including county municipalities, partnered
to review and modify public transportation plans to ensure that older adults had access to transport.
Collaboration between government and the private sector: this involves collaboration among the government,
and local and provincial nongovernmental organizations and community-based organizations, private industry and
academia. In Montreal, an action-based research project has been established between academia and the research
division of the police department to develop and implement a police intervention to counter elder abuse; it comprises
prevention, detection, first-line intervention, follow-up and investigation. This model emphasizes an intersectoral
response to elder abuse that includes the police, a victim’s assistance centre, community-based organizations, public
health and social services, the public curator and the courts.
Collaboration between families, governments and the private sector: another example of collaboration
between older people and their families that relates to enhancing long-term care. Family members caring for an
older relative receive from the government both a tax credit as well as financial assistance for engaging caregivers
and trained health-care professionals to come into the home to provide part-time care.
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anisms to consult and involve older people or
older people’s organizations in the development
and evaluation of policies can help ensure their
relevance to local populations.
There are many areas for action, but opportunities include:
■ establishing policies and programmes that
expand housing options for older adults
and assist with home modifications that
enable older people to age in a place that is
right for them;
■ introducing measures to ensure that older
people are protected from poverty, for
example through social protection schemes;
■ providing opportunities for social participation and for having meaningful social
roles, specifically by targeting the processes
that marginalize and isolate older people;
■ removing barriers, setting accessibility
standards and ensuring compliance in
buildings, in transport, and in ICT;
■ considering town-planning and land-use
decisions and their impact on older people’s
safety and mobility;
■ promoting age-diversity and inclusion in
working environments.

Improve measurement,
monitoring and understanding
Making progress on Healthy Ageing will require
a far better understanding of age-related issues
and trends. Many basic questions remain to be
answered.
■ What are the current patterns of Healthy
Ageing and are they changing over time?
■ What are the determinants of Healthy
Ageing? Are inequalities increasing or
narrowing?
■ Which interventions work to foster Healthy
Ageing? In which population subgroups do
they work? What is the appropriate timing
and sequencing of these interventions to
maintain and increase intrinsic capacity
and functional ability?

■
■

Next steps

What are the needs for health care and
long-term care among older people, and
how well are these being met?
What are the real economic contributions
made by older people and the true costs
and benefits of fostering Healthy Ageing?

As a first step towards answering these, older
people must be included in vital statistics and
general population surveys, and analyses of these
information resources should be disaggregated
by age and sex. Appropriate measures of Healthy
Ageing and its determinants and distributions
will also need to be included in these studies.
But research will also need to be encouraged in a range of specific fields related to ageing
and health, and this will require agreement on
key concepts and how they can be measured.
Approaches such as multicountry and multidisciplinary studies should be encouraged because
they can be representative of a population’s
diversity and investigate the determinants of
Healthy Ageing and the distinct context of older
adults. So, too, should the involvement and contributions of older people. This may lead to more
relevant and more innovative results (Box 7.5).
Finally, as new knowledge on ageing and
health is generated, global and local mechanisms
will be needed to ensure its rapid translation into
clinical practice, population-based public-health
interventions and health and social policies.
Key approaches include the following:
1. agree on metrics, measures and analytical
approaches for Healthy Ageing;
2. improve understanding of the health status
and needs of older populations and how
well their needs are being met;
3. increase understanding of Healthy Ageing
trajectories and what can be done to
improve them.

Agree on metrics, measures and analytical
approaches for Healthy Ageing

The current metrics and methods used in the field
of ageing are limited, preventing a sound under221
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Box 7.5. Research with, not just for,
older people
The Manchester Institute for Collaborative Research
on Ageing in England has undertaken a study on agefriendly cities that draws on the views, concerns and
expertise of older residents (3). Working with targeted
groups in three neighbourhoods of south Manchester,
three key characteristics shape this work:

■■ participation – older residents act as co-investigators at all stages of the process, including
planning, design and implementation;
■■ collaboration – a range of partners, including
local government, voluntary organizations and
other nongovernmental organizations, act as
advisers, contributing via focus groups, interviews and ongoing partnerships;
■■ action – recommendations have been generated for urban design, regeneration, community
engagement and policy implementation. A new
space has been opened for insights to be fed
directly into ongoing programmes and initiatives in Manchester and beyond.
A diverse group of 18 adults aged between 58 and
74 years, were trained as co-investigators. Participatory sessions and reflection meetings ensured that
participants were involved – and became familiar
with – all aspects of the research process, including
design. In total, 68 in-depth interviews were conducted with older residents, many of whom experienced multiple forms of social exclusion, health
problems, social isolation and poverty.
Taken as a whole, this study represents a significant
methodological step forward in developing new
models for community engagement. Interventions such
as those used in the study represent excellent sources
of data, valuable exercises in community engagement
for all participants, and cost-effective mechanisms for
producing informed policy in times of austerity.

standing of key aspects of Healthy Ageing. Often,
appropriate methods do not yet exist. Sometimes,
comprehensive approaches are used in other fields
but not adapted to older populations. Consensus is
needed on which approaches are most appropriate.
These will need to allow comparisons and possibly
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the linkage of data collected in a range of countries,
settings and sectors. Priorities for action include:
■ developing and reaching consensus on metrics, measurement strategies, instruments,
tests and biomarkers for key concepts related
to Healthy Ageing, including for functional ability, intrinsic capacity, subjective
well-being, health characteristics, personal
characteristics, genetic inheritance, multimorbidity and the need for services and care;
■ reaching consensus on approaches for
assessing and interpreting trajectories of
these metrics and measures during the life
course. It will be important to demonstrate
how the information generated can serve as
inputs for policy, monitoring, evaluation,
clinical or public-health decisions;
■ developing and applying improved
approaches for testing clinical interventions
that take account of the different physiology of older people and multimorbidity.

Improve understanding of the health
status and needs of older populations
and how well their needs are being met

Although general population-based research
and surveillance need to place a greater emphasis on older people, specific population-based
research about older people is also required to
identify levels and the distribution of functional
ability and intrinsic capacity, how these change
over time, health and care needs, and how well
these are being met. This research might include:
■ establishing regular population surveys of
older people that can reflect in detail the
functional ability; intrinsic capacity; specific
health states; need for health care or longterm care or broader environmental changes,
and whether these needs are being met;
■ mapping trends in intrinsic capacity
and functional ability in different birth
cohorts and determining whether increasing life expectancy is associated with
added years of health;
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identifying indicators and mechanisms
for the continuous surveillance of Healthy
Ageing trajectories.

Increase understanding of Healthy
Ageing trajectories and what can
be done to improve them

Fostering Healthy Ageing will require a much
better understanding of common trajectories of
intrinsic capacity and functional ability, their
determinants and the effectiveness of interventions to modify them. Key actions to achieving
this understanding include:
■ identifying the range and types of trajectories
of intrinsic capacity and functional ability, and
their determinants in different populations;
■ quantifying the impact of health care,
long-term care and environmental interventions on trajectories of Healthy Ageing,
and identifying the pathways through
which they operate;
■ better quantifying the economic contribution of older people and the costs of
providing the services they require, and
developing rigorous, valid and comparable
ways of analysing returns on investments.

Next steps

Conclusion
Comprehensive public-health action on ageing
is urgently needed. Although there are major
knowledge gaps, we have sufficient evidence to
act now, and there is something that every country can do irrespective of its current situation or
level of development.
The societal response to population ageing
will require a transformation of health systems
that moves away from disease-based curative
models and towards the provision of older-person-centred and integrated care. It will require
the development, sometimes from nothing, of
comprehensive systems of long-term care. And
it will require a coordinated response from
many other sectors and multiple levels of government. It must be built on a fundamental shift
in our understanding of ageing to one that takes
account of the diversity of older populations and
responds to the inequities that often underlie
ageing. And it will need to draw on better ways of
measuring and monitoring the health and functioning of older populations.
Although these actions will inevitably
require resources, they are likely to be a sound
investment in society’s future: a future that
gives older people the freedom to live lives
that previous generations could never have
imagined.
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Glossary

Accessibility
describes the degree to which an environment, service or product allows access by as
many people as possible

Active ageing
the process of optimizing opportunities for
health, participation and security in order to
enhance quality of life as people age

Activities of daily living (ADLs)
the basic activities necessary for daily life,
such as bathing or showering, dressing,
eating, getting in or out of bed or chairs, using
the toilet, and getting around inside the home

Activity
the execution of a task or action by an
individual

Advance directive (or living will)
a mechanism by which competent individuals express their wishes so that should circumstances arise in which they no longer
are able to make decisions regarding medical
treatment, their preferences are respected;
advance directives are made by writing
living wills or granting power of attorney to
another individual

Age (chronological)
the time lived since birth

Age-friendly cities and communities
a city or community that fosters Healthy
and Active Ageing

Age-friendly environments
environments (such as in the home or community) that foster Healthy and Active
Ageing by building and maintaining intrinsic capacity across the life course and enabling greater functional ability in someone
with a given level of capacity

Ageing
at a biological level, ageing results from the
impact of the accumulation of a wide variety of molecular and cellular damage that
occurs over time

Ageing in (the right) place
ageing in place is the ability to live in one’s
own home and community safely, independently and comfortably, regardless of age,
income or level of capacity. Ageing in the
right place extends this concept to the ability to live in the place with the closest fit with
the person’s needs and preferences – which
may or may not be one’s own home
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Ageism
stereotyping and discrimination against
individuals or groups on the basis of their
age; ageism can take many forms, including
prejudicial attitudes, discriminatory practices, or institutional policies and practices
that perpetuate stereotypical beliefs

Caregiver
■
■

Assistive technologies (or
assistive health technology)
any device designed, made or adapted to
help a person perform a particular task;
products may be generally available or specially designed for people with specific losses
of capacity; assistive health technology is a
subset of assistive technologies, the primary
purpose of which is to maintain or improve
an individual’s functioning and well-being

Barriers
factors in a person’s environment that limit
functional ability through their absence or
presence

Built environment
the buildings, roads, utilities, homes, fixtures, parks and all other human-made
entities that form the physical characteristics of a community

Care dependence
this arises when functional ability has fallen
to a point where an individual is no longer
able to undertake the basic tasks that are
necessary for daily life without assistance
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■
■

a person who provides care and support to
someone else; such support may include:
helping with self-care, household tasks,
mobility, social participation and meaningful activities;
offering information, advice and emotional support, as well as engaging in
advocacy, providing support for decisionmaking and peer support, and helping
with advance care planning;
offering respite services; and
engaging in activities to foster intrinsic
capacity
caregivers may include family members,
friends, neighbours, volunteers, care workers and health professionals

Case management
a collaborative process of planning services to meet an individual’s health needs
through communication with the individual and their service providers and coordination of resources

Chronic condition
a disease, disorder, injury or trauma that is
persistent or has long-lasting effects

Comprehensive geriatric assessment
a multidimensional assessment of an older
person that includes medical, physical, cognitive, social and spiritual components; may
also include the use of standardized assessment instruments and an interdisciplinary
team to support the process

Glossary

Disability
an umbrella term for impairments, activity
limitations and participation restrictions,
denoting the negative aspects of the interaction between an individual (with a health
condition) and that individual’s contextual
factors (environmental and personal factors)

Elder abuse
a single or repeated act, or lack of appropriate action, occurring within any relationship
where there is an expectation of trust that
causes harm or distress to an older person

Environments
all the factors in the extrinsic world that
form the context of an individual’s life; these
include home, communities and the broader
society; within these environments are a
range of factors, including the built environment, people and their relationships, attitudes and values, health and social policies,
systems and services

Facilitators
factors in a person’s environment that
through their absence or presence improve
functional ability; these include factors such
as a physical environment that is accessible,
the availability of relevant assistive technology, and positive attitudes towards older
people, as well as services, systems and policies that aim to increase the involvement
of all people with a health condition in all
areas of life; the absence of a factor can also
be a facilitator – for example, the absence of
stigma or negative attitudes; facilitators can
prevent an impairment or activity limitation
from restricting participation because the
actual performance of an action is enhanced
despite a person’s problem with capacity

Frailty (or frail older person)
extreme vulnerability to endogenous and
exogenous stressors that exposes an individual to a higher risk of negative healthrelated outcomes

Functional ability
the health-related attributes that enable
people to be and to do what they have reason
to value; it is made up of the intrinsic capacity of the individual, relevant environmental
characteristics and the interactions between
the individual and these characteristics

Functioning
an umbrella term for body functions, body
structures, activities and participation; it
denotes the positive aspects of the interaction between an individual (with a health
condition) and that individual’s contextual
factors (environmental and personal factors)

Geriatric syndromes
complex health states that tend to occur only
later in life and that do not fall into discrete
disease categories; they are often a consequence of multiple underlying factors and
dysfunction in multiple organ systems

Geriatrics
the branch of medicine specializing in the
health and illnesses of older age and their
appropriate care and services

Gerontology
the study of the social, psychological and
biological aspects of ageing
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Health
a state of complete physical, mental and
social well-being, and not merely the absence
of disease or infirmity

Health characteristics
underlying age-related changes, health-related
behaviours, physiological risk factors (for
example, high blood pressure), diseases, injuries, changes to homeostasis, and broader geriatric syndromes; the interaction among these
health characteristics will ultimately determine the intrinsic capacity of an individual

Health condition
an umbrella term for acute or chronic disease, disorder, injury or trauma

Health inequality
differences in health status occurring among
individuals or groups or, more formally, the
total inter-individual variation in health
for a population, which often considers differences in socioeconomic status or other
demographic characteristics

Health inequity
differences in health that are unnecessary,
avoidable, unfair and unjust

Health promotion
the process of enabling people to increase
control over and to improve their health

Healthy Ageing
the process of developing and maintaining the functional ability that enables wellbeing in older age
228

Home modifications
conversions or adaptations made to the
permanent physical features of the home
environment to improve safety, physical
accessibility and comfort

Impairment
a loss or abnormality in body structure or
physiological function (including mental
functions); in this report, abnormality is
used strictly to refer to a significant variation from established statistical norms (that
is, deviation from a population mean within
measured standard norms)

Informal care
unpaid care provided by a family member,
friend, neighbour or volunteer

Institutional care setting
refers to institutions in which long-term care
is provided; these may include community
centres, assisted living facilities, nursing
homes, hospitals and other health facilities;
institutional care settings are not defined
only by their size

Instrumental activities of
daily living (IADLs)
activities that facilitate independent living,
such as using the telephone, taking medications, managing money, shopping for groceries, preparing meals and using a map

Integrated health services
integrated health services are managed
and delivered in a way that ensures people
receive a continuum of services including health promotion, disease prevention,

Glossary

diagnosis, treatment, disease-management,
rehabilitation and palliative care at different levels and sites within the health system,
and that care is provided according to their
needs throughout their life course

International Classification of
Functioning, Disability and Health
a classification of health and health-related
domains that describe body functions and
structures, activities and participation; the
domains are classified from different perspectives: body, individual and societal;
because an individual’s functioning and disability occur within a context, this classification includes a list of environmental factors

Intrinsic capacity
the composite of all the physical and mental
capacities that an individual can draw on

Life-course approach
this considers the underlying biological,
behavioural and psychosocial processes that
operate across the life course, which are
shaped by individual characteristics and by
the environments in which we live

Life expectancy (at age 60)
the average number of years that a 60-yearold can expect to live if he or she is subject to
the age-specific mortality rate during a given
period

Life expectancy (at birth)
the average number of years that a newborn would be expected to live if he or she
is subject to the age-specific mortality rate
during a given period

Longevity
how long people live

Long-term care
the activities undertaken by others to ensure
that people with a significant ongoing loss of
intrinsic capacity can maintain a level of functional ability consistent with their basic rights,
fundamental freedoms and human dignity

Mobility
moving by changing body position or location, or by transferring from one place to
another; by carrying, moving or manipulating objects; by walking, running or climbing;
and by using various forms of transportation

Multimorbidity
the co-occurrence of two or more chronic
medical conditions in one person

Noncommunicable diseases
diseases that are not passed from person to
person; the four main types of noncommunicable diseases are cardiovascular diseases
(such as heart attacks and stroke), cancers, chronic respiratory diseases (such as
chronic obstructive pulmonary disease and
asthma) and diabetes

Old
a social construct that defines the norms,
roles and responsibilities that are expected
of an older person; it is frequently used in a
pejorative sense
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Older person
a person whose age has passed the median
life expectancy at birth

Out-of-pocket expenditure
payments for goods or services that include (i)
direct payments, such as payments for goods
or services that are not covered by any form of
insurance; (ii) cost sharing – that is a provision
of health insurance or third-party payment
that requires the individual who is covered to
pay part of the cost of the health care received;
and (iii) informal payments, such as unofficial
payments for goods and services, that should
be fully funded from pooled revenue

Participation
a person’s involvement in a life situation; it represents the societal perspective of functioning

People-centred services
an approach to care that consciously adopts
the perspectives of individuals, families and
communities, and sees them as participants
as well as beneficiaries of health care and
long-term-care systems that respond to their
needs and preferences in humane and holistic ways; ensuring that people-centred care
is delivered requires that people have the
education and support they need to make
decisions and participate in their own care;
it is organized around the health needs and
expectations of people rather than diseases

Performance
what individuals do in their current environment, including their involvement in
life situations
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Person–environment fit
the relationship between individuals and
their environments; the fit between people
and their environments requires (i) consideration of the person (that is, an individual’s health characteristics and capacity) and
societal needs and resources, (ii) awareness
that the relationship is dynamic and interactive, and (iii) attention to the changes that
occur in people and places over time

Polypharmacy
the simultaneous administration of multiple
medications to the same patient

Population ageing
a shift in the population structure whereby
the proportion of people in older age groups
increases

Reasonable accommodation
the necessary and appropriate modifications
and adjustments that can be made without imposing a disproportionate or undue
burden to ensure that older persons with
reduced functional ability can enjoy and
exercise all human rights and fundamental
freedoms on an equal basis with others

Rehabilitation
a set of measures aimed at individuals who
have experienced or are likely to experience disability to assist them in achieving
and maintaining optimal functioning when
interacting with their environments

Glossary

Resilience
the ability to maintain or improve a level
of functional ability in the face of adversity
through resistance, recovery or adaptation

Risk factor
a risk factor is an attribute or exposure that is
causally associated with an increased probability of a disease or injury

Self-care (or self-management)
activities carried out by individuals to promote, maintain, treat and care for themselves, as well as to engage in making
decisions about their health

Social care (services)
assistance with the activities of daily living
(such as personal care, maintaining the home)

Supported decision-making
refers to people receiving support to exercise their legal capacity; supported decisionmaking can take many forms, including the
use of support networks, a personal ombudsperson, community services, peer support,
a personal assistant and advance planning

Universal design
the design of environments, products and
systems to be usable by all people to the
greatest extent possible without the need for
adaptation or specialized design

Well-being
a general term encompassing the total universe of human life domains, including physical, mental and social aspects, that make up
what can be called a “good life”

Social network
an individual’s web of kinship, friendship
and community ties

Social protection
programmes to reduce deprivation that
arises from conditions such as poverty,
unemployment, old age and disability

Social security
includes all measures providing benefits,
whether in cash or in kind, to secure social
protection
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A
ability, functional see functioning
abuse (elder) 74–75, 133, 169, 171–172, 227
accessibility
home 166–167, 168
of services/resources/facilities 14, 225
		 to assistive technologies 111,
166–168
		 barriers 91–92
		 in disasters 173
		 to information and communication
technologies 188
		 to long-term care 132, 135, 139
		 to medical products and vaccines
110–111
		 to older-person centred and integrated care 214
		 transportation 182–183
accommodation, reasonable 230
see also homes; institutional and residential care
accountability and responsibility 127
promoting/enhancing 15, 165
accreditation 138–139
action 211, 213–223
context for global action 4–7
disasters/emergency risk management
172–173
financing see financing
frameworks for 18, 27–28, 32–34
Healthy Ageing and key areas for 212,
213–223
intersectoral see intersectoral action
long-term care 147, 217, 218
public health 27–28, 32, 33, 34–36, 211, 212
reasons for 14–17

active ageing 4–7, 27, 225
activities of daily living (ADL) 68, 225
instrumental (IADL) 50, 65, 69, 228
activity 225
advance care planning 143–144, 178–179
advance directive 178, 225
affective disorders 58
affordability 168–169
barriers 92
long-term care 135, 144, 146
Africa
community health programmes 106
sub-Saharan see sub-Saharan Africa
age
chronological 16, 95, 225
diversity, embracing 190
mandatory retirement, abolishing 190
see also life course
age-friendliness 159–208
cities 161, 225
communities 161, 225
environments 36, 212, 218–221, 225
health infrastructure 107
ageing (basic references) 28, 225
action on see action
active 5, 7, 225
functioning and 26–27
healthy see Healthy Ageing
in place/in the right place 36, 106, 136,
137, 225
		 supporting/enabling 106, 137, 214
population see population ageing
ageism 11, 190, 218, 226
in health care 94–95, 112
see also negative attitudes; stereotypes
agency (notion of) 35
AgeWell (South Africa) 216
233

The world report on ageing and health

AIDS and HIV infection 12, 61, 164
Alexandra Health System (Singapore) 214
Alzheimer’s disease 35, 60, 141, 148
analytical approaches for Healthy Ageing
221–222
anxiety 58
see also fear
appraisal support 186
articular (joint) changes 53–54
Asia–Pacific region
filial piety 13
human rights 16
assessments, Healthy Ageing 99, 103,
104–105, 108
assistive (health) technologies 55, 111, 137,
166–168, 226
communications 36, 55, 108, 188
home 168
mobility 182
associations see organizations and
associations
attitudes see negative attitudes
Australia
care integration and coordination 97
dementia respite care 141
Longitudinal Study on Women’s Health
7, 66
Men’s Sheds 161
pharmacists 110
autonomy 30, 35, 219–220
availability (of services/resources
/facilities) 14
transportation 182–183
see also barriers

B
Bangladesh, pensions uptake and promoting accountability 165
banks and risk of financial abuse 171
barriers (and their reduction)
built environment 182
definition 226
health service use 91–93
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see also availability
basic needs 160–174, 194–195
South Africa 217
behaviour, health 69–73, 101
birth, life expectancy at 9, 229
blood pressure, high see hypertension
bone changes 53–54
“brain banks”, Thailand 193
brain health across life course, Indonesia
102
see also cognitive function
Brazil
care integration and coordination 97
family health strategy 112
individualized care plans in slums of
Rio de Janeiro 104
buildings
building new housing 169
public, social networks and impact
of 188
built environment 182, 226

C
California,, financial abuse 171
Canada
care integration and coordination in
Quebec 97
Live and Age Together in Quebec 220
Winnipeg’s Handi-transit 161
cancer mortalities 61
capacity see functioning; intrinsic capacity
care
dependence 63, 67–69, 128, 129, 133,
134, 226
end-of-life 103, 147, 179
health see health-care services
institutional see institutional and residential care
long-term see long-term care
palliative 103, 142
person-centred see persons
quality see quality
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self- (self-management) 103–106, 176,
214, 230
social (social services) 143, 231
care plans
advance 143–144, 178–179
Healthy Ageing and 88, 99, 103, 104–
105, 109, 111–112
caregivers see workforce
caries, dental 72
cartilage, articular 54
case-finding 107
case management 104–105, 226
long-term care 142
cataracts 55, 60
change
engendering 196
on global scale 12–13
children, helping them to read and learn
185
Chile
long-term care 132, 146
social pension 164
China, caregivers and care arrangements
130
choice, enabling/facilitating 35–36,
177–179
housing 165–166
see also decision-making
chronic conditions/diseases 93, 101, 226
multiple (multimorbidity) 58–62,
114, 229
self-management 105
chronic obstructive pulmonary disease 57,
58, 60
chronological age 16, 95, 225
Cité Seniors, Switzerland 188
cities, age-friendly 161, 225
clinical trials 114
impact of comorbidity 62
cognitive functions and capacity 55–56,
179, 180–181
collaboration
government, Canada 220

long-term care 144
older people involved in 222
see also participation
comfort, home 166
communication, impact of hearing loss 55
see also information and communications technologies
community (communities)
age-friendly 161, 225
contributions to see contributions
disasters and 172–173
fear of crime and the role of 170
long-term care in 129, 130, 136,
138, 140
		 dementia 136
outreach 98, 105, 106, 107, 176
peer-to-peer support in, South
Africa 216
self-management programmes 105
see also neighbourhood
community health workers 106
Ghana 94
comorbidity 60, 62, 63, 93, 114
compensation of volunteers 193
competencies see skills and competencies
comprehensive care plans 88, 99, 109, 112
comprehensive geriatric assessment 63, 226
contributions of older people 188–193, 195
South Africa 216
control, facilitating 177–179, 219
Convention on the rights of persons with disabilities (and its optional protocol) 27, 36,
166, 180
coordination (health systems)
lack of 93
lessons learned from countries’
experiences 97
cost see affordability; compensation;
economic perspectives; financial abuse;
financial security; financing; investment;
payments; socioeconomic development
crime 163, 170
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D
day care, dementia 141
deaths see dying; mortalities
decision-making 174–179, 194
South Africa 216
disasters 172–173
involving older people in 173
supported 177, 219–220, 231
see also choice
demand and need (for services) 89–91
alignment (of health systems) with
107–114, 212, 213–215
improving understanding of needs and
meeting them 222–223
long-term care 90, 128–129, 131, 146
see also basic needs
dementia 57, 59, 147
Alzheimer’s disease 35, 60, 141, 148
community-based interventions for
caregivers in India 134
internet-based intervention for caregivers 139
person-centred care 140
respite care 141
demographic changes 3, 4, 12, 43–51
dental health see oral and dental health
dependence and dependency 16
care 63, 67–69, 128, 129, 133, 134, 226
depression 58, 60
development
policy 7–13
socioeconomic see high-income countries; low- and/or middle-income countries; socioeconomic development
sustainable see sustainability
urban 194–195
diabetes 60, 61, 101
direct transfers (subsidies), housing
167, 169
disability 227
causes of years lost to 60
life expectancy at birth free of 9
disasters 73, 163, 172–174
discrimination 190
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combating and right to absence of
(nondiscrimination) 14, 15, 177, 190
disorders and diseases see health conditions
diversity
age, embracing 190
in older age 7–8, 51
driving 181–182
drugs see medications and drugs
dying, fear of 146
see also end-of-life care; palliative care

E
economic perspectives 17
ageing population 95–98
see also affordability; financial abuse;
financial security; financing; investment; payments; socioeconomic
development
education see schools; training and
education
eHealth (information and communication
technologies; ICT) 108, 109–110, 173–174,
187, 188, 215
elder or older person 230
abuse 74–75, 133, 169, 171–172, 227
associations and organizations 138,
146, 177–178
electronic health records 109
emergency situations 73–75
disasters 73, 163, 172–174
emotional distress 178
emotional support 186
employers
incentives encouraging them to retain/
hire/protect/reward older workers 191
investing in older employees 192
negative attitudes 190
employment see workforce; working
Employment Equality Framework Directive
2000/78/EC (EU) 190
end-of-life care 103, 147, 179
England
care integration and coordination 97
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disability-free life expectancy at birth
by neighbourhood income 9
economic impact of population ageing
on health services 95–96
housing modifications 168
Manchester Institute for Collaborative
Research on Ageing in 222
Torbay Care Trust 95–96
environments 28–29, 159–160, 227
age diversity and 190
age-friendly 36, 212, 218–221, 225
built 182, 226
in falls prevention 167
fit between people and 30, 230
Healthy Ageing and opportunities for
action 33
risks 73–75
epidemiological changes 43–51
equity
financing of long-term care 144–146
policy enhancing 8–9
see also inequity
ethical issues in long-term care
innovative assistive health
technologies 137
recruitment 137–138
European Union, Employment Equality
Framework Directive 2000/78/EC 190
exercise see physical activity
expenditure see payments
eye 54

F
facilitators 227
falls 60, 62, 64
prevention 167
family
Brazil, health strategy 112
Canada, collaboration with governments and private sector 220
relationships 184
structural changes 12
see also informal caregivers
fear

of crime 163, 170
of dying 146
see also anxiety
females/women
Australian Longitudinal Study on
Women’s Health 7, 66
financial security 162
gait speed 54
hand grip strength 53
intrinsic capacity across life course 66
life expectancy 48
mortalities 46
fertility rates, falling 48–49
filial piety, Asia–Pacific region 13
financial abuse 171
financial security 11, 161–162, 163–165
financing and funding 131–133, 213
equitable 144–146
Healthy Ageing 113, 161
home improvements 167–168
long-term care 131–133, 144–146
see also investment
fitness 71
flexible work arrangements 191
flooding, Mozambique 173
fractures, osteoporotic 53–54
frailty (frail older person) 63, 227
functioning and functional ability/capacity
26–27, 28, 29, 52–53, 64–69, 211, 227
declining 32, 33, 100, 101–102, 184,
212, 213
domains 30, 68, 159
		
see also specific domains
enabling 160
high and stable 32, 33, 101, 212, 213
investing in 192
long-term care and 127, 128
physical activity impact on 102
significant decline/loss 7, 51, 65, 67–69,
102–103, 127–128, 177, 212, 213, 215
		 housing and 166
socioeconomic development and 67–68
trajectories 32
see also intrinsic capacity
funding see financing and funding
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gait speed 54
generations, fostering relationships between
see multigenerational clubs and centres
generativity 193
genetic inheritance 8, 29
geriatric syndromes 62–63, 227
geriatrics (branch of medicine) 227
Germany
home improvements 167
multigenerational centres 187
out-of-pocket expenses on health
care 16
gerontology 227
Ghana, community health workers 94
global (international/worldwide)
dimensions
for action 4–7
changes 12–13
disasters 172
Global Burden of Disease project 57–58
global strategy on people-centred and integrated health services, WHO 34, 103–104
governance 111–112, 144, 216
government 220–221
Live and Age Together (Canada) 220
long-term care and 146–147, 215
policies see policies
grants, home modification 167
grip strength 53
group interventions in social isolation 186
growth ability 174–179, 194
South Africa 216

H
hand grip strength 53
Handi-transit (Canada) 161
harmful long-term care 133
health 43–85, 228
action on see action
added to years 3–22
behaviour 69–73, 101
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characteristics (individuals) 29,
52–57, 228
		 falls and 64
financing see financing
inequality see inequalities
inequity 8, 18, 30, 161, 228
investing in 192
in older age 43–85
poor vs good, added years and 49–51
promotion 102, 178, 228
public see public health
reasons for acting in 14–17
health budgets, personal 178
health-care services (health services/systems) 89–123
ageism 94–95, 112
alignment 107–114, 212, 213–215
barriers to use 91–93
challenging 190, 218–219
demand see demand
designed for different problems 93–98
economic impact of population ageing
95–98
essential 165
gaps in low- and middle-income countries 6
Healthy Ageing and opportunities for
action 33
integrated see integrated health-care
services
quality see quality
responses 99–114
sustainability see sustainability
health conditions and health states (disorders/diseases/injury/trauma) 26, 57–64,
228
chronic see chronic conditions
comorbid 60, 62, 63, 93, 114
complex 62–64
emergency situations and 73
noncommunicable 58, 69, 101, 229
physical activity protecting against 71
health professionals see workforce
health records 109
health systems see health-care services
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Healthy Ageing 25–39, 64, 107, 159, 160,
196, 211, 213–223, 228
assessments 99, 103, 104–105, 108
care plans 88, 99, 103, 104–105, 109,
111–112
choice and control 177
designing health systems for 99
financing 113, 161
interventions contributing to achieving
the abilities essential to 194–195
key areas for action on 212, 213–223
long-term care and 33, 127, 128,
138, 142
mobility 179
policies 111–112, 168, 220–221
social relations 184
trajectories 31–32
hearing loss 54, 55, 60, 93
heart disease
hypertensive 61
ischaemic 30, 58, 61
high-income countries
added years and levels of health in
50, 51
care dependence 129
contributions by older people in 189
economic impact on health systems of
population ageing 95, 98
female mortality 46
fertility rates 49
functioning 67
long-term care 129, 131, 133, 146
male mortality 47
multimorbidity 59–60
use of health services 90
		 barriers to 91
working and volunteering 189
see also Organisation for Economic Cooperation and Development
hip fractures 54
HIV infection and AIDS 12, 61, 164
homes and housing 163, 165–169, 194–195
ensuring adequacy of housing 162, 163,
165–169
hospital-at-home services 103

modifications/improvements 162,
166–168, 221, 228
physical activity at home 106–107
social networks and impact of
housing 188
in Turkey, health care at home 154
visits to home 97, 105, 106, 167, 216
hospital-at-home services 103
hospitalization, long-term care reducing
147
housing see homes and housing
human resources see workforce
human rights see rights
hypertension (high blood pressure) 6, 15,
26, 101
heart disease 61

I
ICT (information and communication
technologies) 108, 109–110, 173–174, 187,
188, 215
immigrants as workforce for long-term care
137
immune function 56–57
impairment 228
income and wealth
intrinsic capacity across life course
by 66
neighbourhood, disability-free life
expectancy at birth by, England 9
see also high-income countries; lowand/or middle-income countries
incontinence, urinary 63
India
community police in New Delhi 170
community-based interventions in
dementia for caregivers in Goa 134
oral health priority in Karnataka
state 98
pensions 165
individuals see persons
Indonesia, brain health across life
course 102
inequalities 9, 228
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in demand for care 95
inequity 8–9, 112–113, 160
addressing/reducing 35, 112–113
health 8, 18, 30, 161, 228
impact 8–9
pensions 9
informal (unpaid) caregivers 130, 131, 132,
137, 139, 140–142, 144, 148–149, 165, 228
information and communications technologies (ICT) 108, 109–110, 173–174, 187,
188, 194–195, 215
informational support 186
infrastructure (health system), age-friendly
107
inheritance, genetic 8, 29
innovative technologies see technologies
institutional and residential care (incl.
nursing homes) 129, 173, 228
nutritional assessment 72
sexual functioning 56
instrumental activities
of daily living (IADL) 50, 65, 69, 228
support 186
insurance, long-term care 132, 136,
144–145
integrated health-care services 34, 103–
104, 108, 111, 113, 214, 228–229
implementation 103–107
lessons learned from countries’ experiences 97
long-term care and 133, 134–136,
142–144, 147
pharmacists in 110
promotion 136, 142–145
see also coordination
interdisciplinary teams see multidisciplinary teams
intergenerational clubs and centres see multigenerational clubs and centres
intergovernmental collaboration,
Canada 220
International Classification of Functioning,
Disability and Health 27, 229
International covenant on economic, social
and cultural rights 162
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international dimensions see global
dimensions
Internet (online) 13
massive open online courses
(MOOC) 176
training of caregivers 138, 139
intersectoral action 188, 196
disasters 172–173
Canada 220
see also collaboration; multidisciplinary
teams
intrinsic capacity 28, 29, 55, 64–69, 99–103,
160, 214–215, 229
across life course 32, 65–66, 99–100
comprehensive assessment 101–102
interventions adapted to individuals’
levels of 100–103
key actions 214–215
long-term care and 128, 135
three common periods of
		 declining 32, 33, 100, 101–102, 184,
212, 213
		 high and stable 32, 33, 101, 212, 213
see also functioning and functional
ability
investment 17
in growth 176–177
in health and functioning 192
in lifelong learning 176–177, 192
in long-term care 17
see also financing
Ireland
Men’s Sheds 161
Say No to Ageism 219
universal design 183
ischaemic heart disease 30, 58, 61
iSupport, dementia 139

J
Japan
long-term care 132
unit-care model 34
joints 53–54
Jordan, financial support 164–165
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Kazakhastan, pensions 164
knowledge (workforce) 94, 109
Kuwait, priority pass card 92

L
labour see working
Latin America, financing long-term care
144–145
law see legislation
leadership 111–112
learning 174–179, 194
South Africa 216
helping children 185
lifelong 175, 192, 197–198
see also training and education
Lebanon, 2006 conflict 173
legislation and law
international 4–7
long-term care financing 132, 217
lens cataracts 55, 60
life course (and trajectories across age categories) 229
brain health across, Indonesia 102
intrinsic changes across 32, 65–66,
99–100
mortalities across 46–47
physical capacity across 7, 31
stereotypes and 10–11
life expectancy 3
at 60 years 48, 229
at birth 9, 229
increasing 3, 43–48, 51, 96, 192
inequalities 9
lifelong learning 175, 192, 197–198
literacy (reading and writing)
of older people 175–176
older people helping children 185
Live and Age Together, Canada 220
living will 178, 225
loans, home modification 167
loneliness and social isolation 111, 161,
184–185, 186–187

long-term care 17, 34, 127–155, 194–195,
212, 215–218, 229
current approaches 129–133
financing 131–133, 144–146
Healthy Ageing and 33, 127, 128,
138, 142
integration of health-care and 102
key actions 147, 217, 218
need and demand for 90, 128–129,
131, 146
outdated and fragmented
provision 133
responses to challenges 133–134
longevity 229
low- and/or middle-income countries
added years and levels of health in 51
care dependence 129
community health workers 106
contributions by older people in 189
economic impact on health systems of
population ageing 95, 98
female mortality 46
fertility rates 49
functioning in 67
health-care gaps 6
health conditions in older age 57, 58
health service use 90
		 barriers to 91
long-term care 129, 146, 147, 215, 217
male mortality 47
multimorbidity 60–61
stereotypes 10–11
working 189, 191, 192
see also very poor countries

M
Madrid international plan of action on
ageing 4, 5, 7, 27
males/men
as caregivers 137
gait speed 54
hand grip strength 53
intrinsic capacity across life course 66
life expectancy 48
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mortalities 47
see also Men’s Sheds
malnutrition 71–73
massive open online courses (MOOC) 176
Mastery over Dementia 139
measurement, improving 212, 221–223
media 219
lifelong learning 176
long-term care issues 146–147
medical facilities, social networks and
impact of 188
medical products 110, 214
medical research 113–114
medications and drugs 110–112
multimorbidity and 114
polypharmacy 62, 110, 230
memory 55
Men’s Sheds 161
see also males
Mexico, caregivers and care
arrangements 130
middle-income countries see low- and/or
middle-income
mobility and movement 53–54, 179–184,
194, 229
monitoring, improving 212, 221–223
mood (affective) disorders 58
morbidity see comorbidity; multimorbidity
mortalities/deaths 45, 58
causes of years lost to 61
females 46
health-care expenditure and time to
death 96
males 47
see also dying
motivations of volunteers 193
movement and mobility 53–54, 179–184,
194, 229
Mozambique, flooding 173
multidisciplinary/interdisciplinary teams
108, 112, 196, 220
ageing in place in Singapore 214
disasters 172–173
elder abuse and 171
long-term care 139
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palliative care 142
see also collaboration; intersectoral
action
multigenerational/intergenerational clubs
and centres
Germany 187
Viet Nam 179
multimorbidity 58–62, 114, 229
muscle function 53

N
Namibia, pensions 164
need see basic needs; demand and need
negative attitudes 27, 159, 175
of employers 190
to lifelong learning 175
to long-term care 131
see also ageism; stereotypes
neighbourhoods
adequate housing 165
basic needs in deprived areas 162–163
life expectancy at birth by income level
of, England 9
long-term care and 138
mobility and 182
physical environment, improving 167
social networks 188
see also community
Netherlands
discrimination 190
financing
		 housing 169
		 long-term care 145
Nicaragua, housing projects 169
Nigeria, caregivers and care
arrangements 130
noncommunicable diseases 58, 69, 101, 229
nondiscrimination (right to) 14, 35, 177
Norway, universal design 183
nursing homes see institutional and residential care
nutrition 71–73, 101, 102
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OECD see Organisation for Economic Cooperation and Development
old 229
older person see elder or older person
online see Internet
oral and dental health 72
India, priority 98
Organisation for Economic Co-operation
and Development (OECD) 46, 67
long-term care 129, 131, 132, 144
mortalities 45, 46, 47
women’s financial security 162
see also high-income countries
organizations and associations
older peoples’ 138, 146, 177–178
for volunteers 193
osteoarthritis 50, 54, 57, 71
osteoporosis 53–54
out-of-pocket payments/expenditure 16,
92, 131, 230
outpatient care, sources of payment for 92
outreach, community 98, 105, 106, 107, 176
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Pakistan, dementia day care 141
palliative care 103, 142
participation 222
creating opportunities 183–184
right to 15
see also collaboration
payments and expenditure (incl. cash)
choice and control enabled by 178
out-of-pocket 16, 92, 131, 230
for outpatient care, sources 92
peers 176–177
peer-to-peer support 176
		 South Africa 216
pensions 163–165, 191
early retirement-incentivizing 191
inequities 9
people see persons
performance 230

persons/individual people
environment and, fit between 30, 230
person-centred services and interventions 34–35, 100–105, 113, 214
		 dementia 140
		 long-term care 135, 139, 140, 144
personal characteristics 29
personal health budgets 178
personal security see safety and
security
Peru, caregivers and care
arrangements 130
pharmacists, Australia 110
see also medications and drugs
physical accessibility to or in home 166–
167, 168
physical activity/exercise 70–71, 101,
106–107, 181
built environment and 182
home-based 106–107
maintaining mobility by 180, 181
physical capacity across life course 7, 31
police, community, New Delhi 170
policies (government) 4–7, 220–221
development 7–13
equity-enhancing 35
financial security 165
Healthy Ageing 111–112, 168, 220–221
housing 166–169
long-term care 146–147
working and volunteering 189, 190
Political declaration 4, 5, 7, 27
polypharmacy 62, 110, 230
population ageing 43–49, 230
economic impact on health systems
95–98
long-term care and 129
Portugal, Telephone Rings at 5 186
positive messaging 178
postmarketing surveillance 114
poverty
long-term care reducing 147
meeting basic needs in 162–163
presbycusis (hearing loss) 54, 55, 60, 93
presbyopia 54
243

The world report on ageing and health

prioritization
India, oral health 98
Kuwait, priority pass card 92
private sector, Canada 220
productivity (workplace) 52, 192
professionals see workforce
public buildings, social networks and
impact of 188
public health (policy and interventions) 7,
11, 18, 32–34, 36
action 27–28, 32, 33, 34–36, 211, 212
current response 6–7
elder abuse 171

Q
quality
of care/services/resources/facilities 14
		 long-term care 147, 218
of life
		 added years and 49–51
		 long-term care improving 147
Quebec
care integration and coordination 97
Live and Age Together 220

R
reading and writing see literacy
reasonable accommodation 230
reciprocal relationships 188, 189
rehabilitation 103, 180, 230
relationships 184–188, 195
South Africa 216
elder abuse and 74
intergenerational see multigenerational
clubs and centres
reciprocal 188, 189
social networks 184, 186, 188, 231
Republic of Korea
insurance scheme 136, 144
pensions 164
research
medical 113–114
with and not just for older people 222
244

residential care see institutional and residential care
resilience 29, 231
respite care 141–142
responsibility see accountability and
responsibility
retirement 10, 189
abolishing mandatory ages of 190
early, incentivizing 191
gradual/partial/phased 191
rights (human) 14, 15
adequate housing and 162
international law 4, 5
long-term care and 128, 133, 135, 149
violations 14, 133
risk factors 231
behavioural and 69–70
elder abuse 74
environmental 73–75
falls 64
multimorbidity 60
rural areas, caregivers and care arrangements 130

S
Safe Streets for Seniors, New York City 161
safety and security (personal) 163, 169–174
home modifications for 166
SAGE (Study on global AGEing and adult
health) 6, 53, 54, 65, 66, 68, 71, 92
satisfaction of volunteers 193
Say No to Ageism (Ireland) 219
schools, volunteering in 185
Scotland
multimorbidity 60
National Dementia Strategy 148
security
financial 11, 161–162, 163–165
personal see safety and security
self-care/management 105–106, 176,
214, 230
self-confidence of volunteers 193
sensory function and impairment 54–55,
57, 71, 73

Index

sexuality 56
SHARE (Survey of Health, Ageing and
Retirement in Europe) 53, 59, 68, 69
Singapore
ageing in place 214
dementia respite care 141
supporting ageing in place 214
universal design 183
skills and competencies (workforce) 94, 215
long-term care 139
multidisciplinary teams 108
skin functions and conditions 57
smart-home technology 168
social care/services/support 143, 146, 178,
231
Turkey 154
social changes, global dimensions 12–13
social isolation and loneliness 111, 161,
184–185, 186–187
social networks 184, 186, 188, 231
social pensions 164
social protection 49, 163, 163–164, 194–
195, 231
social relationships see relationships
social roles 188
social security 163, 165, 231
socioeconomic development 10, 12, 45, 48,
66–67, 211, 215
see also high-income countries; lowand/or middle-income countries
South Africa
community-based peer-to-peer support
in Cape Town 217
housing subsidies 169
pensions 164
South and Central (Latin) America, financing long-term care 144–145
specialist health services 93, 102, 104,
107, 109
Sri Lanka, accessibility to buildings 184
stereotypes 10–11, 159, 175
see also ageism; negative attitudes
stewardship of long-term care systems 135,
144, 149
stroke 6, 15, 30, 58, 61, 71

Study on global AGEing and adult health
(SAGE) 6, 53, 54, 65, 66, 68, 71, 92
sub-Saharan Africa
financial security 162
health system use 90, 93
long-term care financing 144–145
population ageing 43
subsidies
housing 167, 169
wage 141–142
supply of long-term caregivers 136–138
supported decision-making 177,
219–220, 231
Survey of Health, Ageing and Retirement in
Europe (SHARE) 53, 59, 68, 69
sustainability 15, 114
financing of long-term care 144–146
health workforce 215, 217
Switzerland, Cité Seniors in Geneva 188

T
teams see multidisciplinary teams
technologies (incl. innovative technologies)
36, 147
accessibility 110–111
assistive see assistive (health)
technologies
information and communication (ICT)
108, 109–110, 173–174, 187, 188, 194–
195, 215
medical 110
Telephone Rings at 5 (Portugal) 186
Thailand
“brain banks“ 193
care integration and coordination 97
Torbay Care Trust 95–96
training and education
community, on disaster risk management 174
older persons 167, 175, 176, 181,
194–195
		 volunteer 193
workforce (paid and unpaid) 94, 108,
109, 167, 215
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		 long-term care 129–131, 138–140,
140–141, 217
see also learning; schools
transportation 182–183, 194–195
to health services 91
social networks and impact of 188
trials see clinical trials
Turkey, social home-health and social-care
system 154

U
understanding, improving 212, 221–223
unit-care model, Japanese 34
United Kingdom
economic issues 17, 96
malnutrition 72
see also England; Scotland; Wales
United Nations’ Convention on the rights
of persons with disabilities (and its optional
protocol)27 36, 166, 180
United States
advance care plan 179
discrimination 190
financial abuse in California 171
helping children 195
housing vouchers 169
Safe Streets for Seniors in New York
city 161
universal design 183, 231
unpaid (informal) caregivers 130, 131, 132,
137, 139, 140–142, 144, 148–149, 165, 228
urban development 194–195
urinary incontinence 63
Uruguay, housing benefits 169

V
vaccines 110
very poor countries, financing long-term
care 145–146
Viet Nam, intergenerational clubs 179
vision 54–55
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volunteering 185, 189, 192–193
creating conditions for 192–193
multigenerational clubs in Germany
187
in schools 185

W
wage subsidies 141–142
Wales, housing modifications 168
wealth see income and wealth
well-being 29, 231
women see females
workforce/caregivers and their employment
(human resources incl. health professionals) 226
abuse from, and its avoidance 171–172
in community see community health
workers
financial incentives 113
informal/unpaid 130, 131, 132, 137,
139, 140–142, 144, 148–149, 165, 228
long-term care 135, 147, 148–149, 217
		 building capacity and support
136–142
		 undervalued and lacking support or
training 129–131
productivity 52, 192
sustainable 215, 217
training see training
transformations 107–109
unpreparedness 94
see also multidisciplinary teams
working (labour) 189–192, 194–195
flexible 191
worldwide dimensions see global
dimensions

Comprehensive public health action on population ageing is urgently needed. This
will require fundamental shifts, not just in the things we do, but in how we think about
ageing itself. The World report on ageing and health outlines a framework for action to
foster Healthy Ageing built around the new concept of functional ability. This will require
a transformation of health systems away from disease based curative models and
towards the provision of older-person-centred and integrated care. It will require the
development, sometimes from nothing, of comprehensive systems of long term care.
It will require a coordinated response from many other sectors and multiple levels of
government. And it will need to draw on better ways of measuring and monitoring the
health and functioning of older populations.
These actions are likely to be a sound investment in society’s future. A future that
gives older people the freedom to live lives that previous generations might never
have imagined.

