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Glossary

Ableism: Asocial prejudice that defines persons with disabilities by
theirdisabilities and characterizes them as beinginferior to those who do
not have disabilities.

Age-friendly environment: Environment, suchashome or
community, that fosters healthy ageing by building and maintaining
intrinsic capacity throughout the life course and by enabling greater
functional ability in someone with a given level of capacity.

Ageingin place: The ability to live in one’s own home and community
safely,independently and comfortably, regardless of age,income or
capacity. Ageingin (theright) place extends this concept to the ability to
liveinthe place that closest fits aperson’s needs and preferences, which
may ormay not be theirownhome.

Assistive products: Assistive products maintain orimprove
functional ability andindependence, and thereby promote well-being.
Assistive products canrange from physical products such as wheelchairs,
spectacles, pill organizers, toilet chairs and hearing aids, to digital
solutions such as fall alarms, time management software and captioning.
Assistive technologyis the umbrella term for assistive products and their
related systems and services.

Basic activities of daily living (BADL): The basic activities
necessary fordailylife: bathing or showering, dressing, eating, gettinginand
out of bed orchairs, using the toilet, and getting aroundinside the home.

Brain health: The state of brain functioning across cognitive, sensory,
social, emotional, behavioural and motordomains, allowing a person to
realize their full potential over the life course, irrespective of the presence
orabsence of disorders.

Care coordinator: Ahealth worker who ensures adequate
communicationand coordination of decisions and information among
teams andservices, facilitates navigation by an olderpersonand carers
throughvarious systems and ensures integrated care delivery. Case
managers frequently act as care coordinators. A care coordinatoris often
chosen fromthe members of the multidisciplinary team.

Care worker: Ahealth worker who provides direct personal care
servicesinthehome,inhealth care andresidential settings assisting
withroutine tasks of daily life, with the requisite training, remuneration,
supervisionandregulationinplace. Examplesinclude formal caregivers,
socialworkers and nurses.

Carer: Anindividual suchasa family member, partner, friend or
neighbourwho delivers care within households or the community, who
commonly shares affective orsocial bonds with care recipients. They may
provideregular, occasional orroutine care or be involvedin organizing
caredelivery by others. Carers are distinct from care workers, as they

are not employed by organizations entitled to coordinate and deliver
services. Theirroleisinformaland unpaid.

Case manager: Ahealthworkerwho supports, guides and
coordinates care forolderpeople, families and carers. They serve as
the centre of communication, connectingindividuals with members of a
multidisciplinary team and community stakeholders. Acase manageris
usually chosen from the members of the multidisciplinary team.

Cognitive behavioural therapy (CBT): Psychological
treatment that combines cognitive components, aimed at thinking
differently (e.g. throughidentifying and challenging unrealistic negative
thoughts) and behavioural components, aimed at doing things differently
(e.g.byhelping the personto do morerewarding activities).

Cognitive decline: Adeclinein one or more cognitive functions such
as attention, problem solving, learning ability and memory.

Cognitive function: Processesinvolvedinthe acquisitionand
retention of knowledge (includinglanguage and social norms), manipulation
ofinformation, reasoning and emotionalregulation.

Cognitive stimulation therapy: Anonpharmacological
interventionthatencompasses avariety of approachesincludingreality
orientation, validation, and/orreminiscence through group activities and
socialinteraction.
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Coghnitive training: Anumbrellatermreferring to a group of non-
pharmacologicalinterventionsinwhich arange of techniques are applied
to engage thinking and cognition with various degrees of breadth and
specificity. It targetsisolated cognitive functions (e.g. memory) with
individual, repetitive practice of standardized cognitive tasks.

Community-based health care: servicesdeliveredbya

range of healthworkersin the community, according to their training and
capacity - lay and professional, formal and informal, paid and unpaid - as
wellas facility-based personnelwho supportand supervise them and
provide outreach services and campaigns.

Community engagement: Aprocess of developingand
maintaining relationships that enable stakeholders who share a
geographicallocationand/orthematic area of focus to work together to
address health-relatedissues and promote well-being to achieve positive
andsustainable healthimpact and outcomes.

Community health worker: Health workers who provide health
servicesincluding health education, in partnership with health workersin
health care facilities and referrals forawide range of services, and provide
supportand assistance to communities, families and individuals. They
provide preventive healthmeasures and facilitate access to appropriate
health andsocial services by bridging gaps between providers of health,
socialand community services and communities that may have difficulty
inaccessing these services. Community healthworkers are also known as
village health worker, community health aide or promoter, health educator,
orsome otherterm.

Community stakeholders: individuals, families, groups or
organizations thathave aninterest orinvestmentinacommunity and are
affected by orcanaffectthe decisions, policiesand operations within that
community. Thisincludes butis notlimited to civil society organizations
(e.g.nongovernmental organizations, community-based organizations,
faith-based organizations), private sector constituencies, older
people’sassociations, groups orclubs, peer support groups, volunteers
andhome-based carers, operating withinan organized programme.
Community health workers are considered to be community stakeholders,
while also beingincluded under the definition of health workers.

Continuum of care: The spectrum of personal and population
healthand social care needed during all stages of intrinsic capacity,
functional ability, disease, injury or event throughout the life course,
including health promotion, prevention, treatment, rehabilitation,
palliative care andlong-term care.

Functional ability: The health-related attributes that enable people
tobe andtodowhattheyhavereasontovalue;itis made up of theintrinsic
capacity of the individual, relevant environmental characteristics and the
interactions between theindividual and these characteristics.

Geriatrics: Medical speciality focused on providing patient-centred
caretoolderpeople.

Health workers: Allpeople primarily engagedinactions with the
primaryintent of enhancing health (e.g. health and care workers, health
care professionals, health programme managers).

Healthy ageing: The process of developing and maintaining the
functional ability that enables well-beinginolderage.

ICOPE handbook: Thetoolto support health workers to provide
ICOPEinprimary care, including the community.

Inappropriate medication(s): Inappropriate medication(s) are
presentwhenone ormore medicines are prescribed thatarenotorno
longerneeded, eitherbecause: a) thereisno evidence-basedindication,
theindication has expired orthe doseisunnecessarily high; b) one or
more medicines fail to achieve their therapeutic objectives; c) one, or the
combination of severalmedicines, cause orare atrisk of causing adverse
drugreactions;and d) the patientis not willing orable to take one ormore
medicines asintended.

Instrumental activities of daily living (IADL): Activities
that facilitate independentliving: ability to use a telephone, shopping,
food preparation, housekeeping, laundry, transportation method, use of
medication, handling finances.
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Integrated care: Servicesmanaged and delivered in a way that
ensures peoplereceive acontinuum of care across health and social care,
through a person-centred approach. Thisincludes health promotion,
prevention, diagnosis, treatment, rehabilitation and palliative care
andsocial care servicesincludinglong-term care. Service delivery is
integrated across sectors, settings and sites across thelife course.

Integrated care for older people approach (ICOPE):
The WHO approachto provide a continuum of integrated care that helps
toreorienthealth and social services towards amore person-centred

and coordinated care that supports optimizingintrinsic capacity and
functional ability forolder people. The approachisreferredtoas"ICOPE".

Intrinsic capacity: The composite of all the physical and mental
capacitiesthatanindividual candraw on.

Loneliness: A subjective experience arising from a mismatch between
expected andthe actual quality and quantity of connections.

Long-term care (LTC): The activities undertaken by others to
ensure that people with a significant ongoingloss of intrinsic capacity
canmaintain alevel of functional ability consistent with their basicrights,
fundamental freedoms and human dignity.

Multidisciplinary team: A group of health and care workers

from various organizations and professions (e.g. doctors, nurses,
physiotherapists, social workers) that work together to make decisions
regarding the care of anolder person and theircarers, and provide carein
acollaborative and coordinated manner.

Multimodal exercise: Exercise thatis designedto develop balance,
aerobic capacity, muscle strength, flexibility and coordination with the
aim of maintaining and promotingintrinsic capacity (e.g.locomotor
capacity, cognition), reducing therisk of falls and preventinginjuries
including fractures.

Palliative care: Anapproachthatimproves the quality of life of
patients and their families who are facing problems associated with
life-threateningillness. It prevents andrelieves suffering through the
earlyidentification, correct assessment and treatment of painand other
problems, whether physical, psychosocial or spiritual.

Person-centred care: Anapproachto care that consciously
adoptsthe perspectives of individuals, families and communities, and
seesthemas participantsin, as well as beneficiaries of, health care and
LTC systems thatrespond to theirneeds and preferencesinhumane and
holistic ways. Person-centred careis organized around the needs, values,
preferences and expectations of individuals rather than diseases.

Physical activity: Anybodily movement produced by skeletal
musclesthatrequires energy expenditure - including activities
undertaken while working, playing, carrying out household chores,
travelling orengaginginrecreational pursuits.

Physical exercise: Subcategory of physical activity thatis planned,
structured, repetitive and aims to improve or maintain one ormore
components of physical capacities.

Polypharmacy: The concurrent use of multiple medications often
defined as the routine use of five ormore medications. Thisincludes
over-the-counter, prescription and/or traditionaland complementary
medicinesused by a patient.

Primary care: Akeyprocessinthe health systemthat supports first-
contact of care, often provided in primary care facilities, community
health centres, health posts, mobile clinics and through outreach
services. Primary care enables the continued provision of person-centred
integrated care within close proximity to people’s daily lives.

Primary health care (PHC): Awhole-of-society approachto
effectively organize and strengthen national health systems to bring
services forhealthand well-being closer to communities. It has three
components:integrated health services to meet people’s healthneeds
throughout theirlives; addressing the broader determinants of health
through multisectoral policy and action; and empowering individuals,
families and communities to take charge of their own health.
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Psychoeducation: Aninterventionto provide information to people
with mental health conditions and their carers/family members about

the nature of the condition, includingits likely causes, progression,
consequences, prognosis and treatment.

Rehabilitation: Rehabilitationrefers to a set of interventions
designed to optimize functioning and reduce disability inindividuals with
health conditionsininteraction with their environment. Rehabilitation
helpsolderpeopletobeasindependentaspossibleineveryday activities
and enables participationin education, work, recreation and meaningful
liferoles.

Rehabilitation services: Delivery of interventions for rehabilitation
(see above definition) through a structured process of identifying needs,
defining goals, planning, delivering and monitoring care, usually over a
series of sessions.

Self-care: The ability of individuals, families and communities to
promote and maintain theirown health, prevent disease and to cope with
illness - with or without the support of a health or care worker.

Self—management: The ability touse devices, medicinesand
knowledge toundertake self-medication, self-treatment, self-examination
and self-injection.

Social care: Assistance and supporttoindividuals and their families
with the basic andinstrumental activities of daily living (personal care) to
promote quality of life and well-being.

Socialisolation: Referstothe objective number of social
connections andinteractions anindividual experiences. Aperson may
be sociallyisolatedif they have a small network of kinand non-kin
relationships and thus few orinfrequentinteractions with others.

Social protection: social protectionis ahumanright andis defined as
the set of policiesand programmes designed toreduce and prevent poverty
and vulnerability throughout the life course. Social protectionincludes
benefits for childrenand families, maternity, unemployment, employment
injury, sickness, olderage, disability, as well as health protection.

Social support: Psychological, physical and financial support
accessibletoanindividual through social ties to otherindividuals, groups
and the wider community, which can provide a bufferagainst adverse life
events, fosterresilience and provide a positive resource for health.

Task sharing: Anapproachto optimize health workforce utilization,
particularlyinthe face of workforce shortages, wherein specific tasks
orroles are shared, where appropriate, to less specialized health
workersinorderto make more efficient use of the available personnel.
Itshould be accompanied by appropriate measuresinterms of
education, supervision, management support, licensing, regulation and
remuneration.

Universal health coverage (U HC): Allpeople have access to
the fullrange of quality health services they need, when and where they
need them, without financial hardship. It covers the full continuum of
essential health services, from health promotion to prevention, treatment,
rehabilitation and palliative care across the life course.






Integrated care for
older people

Key points

® Thekeytosupporting healthy ageing forallis optimizing
people’sintrinsic capacity and functional ability throughout the
life course.

® Care-dependencycanbereduced, delayedorprevented
if the declinesinintrinsic capacity are promptly identified,
assessed, diagnosed and managedincluding through creating
anenabling physical and social environment.

® Thedeclinesacrossthe domains of intrinsic capacity are
interrelated and sorequire anintegrated and person-centred
approachto assessment and management.

® Olderpeoplearekeyactorsintheirownhealthandshould
be empoweredtounderstand theirhealth, make their
own decisions and set theirown goals. Theirmeaningful
engagement, and that of their carers, is crucial.

® Healthworkersinprimary care, includinginthe community,
canidentify older people withloss(es)inintrinsic capacity and
provide evidence-based interventions by using this guidance
and adaptingit to their context.

® Community stakeholders have animportantrole toplayin
supporting the delivery of integrated care forolder people,
and empowering them to engage with self-care and self-
management.

The 2015 Worldreport on ageing and health defines the goal of
healthy ageing as "helping people to develop and maintain the
functional ability that enables well-beinginolderage"”. Functional
ability is defined as the “health-related attributes that enable people
tobe andtodowhatthey havereasontovalue”. Functional ability
consists of the intrinsic capacity of the individual, theirenvironment
andtheinteractionsbetweenthe two. Environments comprise all
the factorsinthe extrinsic world (home and home surroundings,
community and broader society) that form the context of an
individual’s life. Factors within these environmentsinclude the built
(physical) environment, people and theirrelationships, attitudes and
values, health and social policies, systems and services. Intrinsic
capacityis “the composite of all the physical and mental capacities
that anindividual candraw on”().

This concept of healthy ageinginspires anew focus for health
care forolderpeople - afocus onoptimizing people’sintrinsic
capacity and functional ability as they age. Asanolderperson’s
intrinsic capacity changes, so too will theirneeds and preferences
forhealth services and social care and support. The delivery of a
continuum of integrated care, following the trajectory of intrinsic
capacity and functional ability, is crucialin orderto meet these
diverse needs and support optimal functional ability. A continuum
of careincludes the full spectrum of care, from preventionand
promotion to treatment, rehabilitation and palliative care and
respondsto aperson’schanging needs andintrinsic capacity, and
disease progression.

Older people with significantloss of intrinsic capacity not only
need health care, but also appropriate social care and support

to compensate for theirloss. This support may be provided by
carers and canbe facilitated by the use of assistive products to
create anenabling environment. Long-term care (LTC) includes
activitiesundertaken by others to support people with significant
loss of intrinsic capacity to maintain alevel of functional ability
andsustainadignifiedlife, consistent with theirbasicrights and
fundamental freedoms. Long-term care canbe providedinvarious
settings suchashome, community and residential facilities. Much
of the day-to-day care needed by olderpeopleis provided by
carers, often family members, who also require support.
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A continuum of carerequires the
implementation of integrated
services forolderpeople and
theircarersacrossallhealthand
social care settings, fromolder
people’shomes, primary care

clinicsandhospitals to LTC facilities.

Communities have a particularly
importantrole toplay toenable
“ageinginplace”.

1.1
Why do we need integrated
care forolder people?

Olderpeople make up alarger part of the world’s population than
everbefore.In2024, there were an estimated1.18 billion people
aged 60 years oroverinthe world (14.5% of the global population).
This percentage willrise rapidly in the coming decades, particularly
inlow-and middle-income countries. By 2050, there willbe
2.1billion people aged 60 and over, constituting 22% of the global
population(2), and people aged 65 and over will outnumber those
under18(3). Thisreflects the combinedimpact of rapidly falling
fertility rates andincreasinglife expectancy in much of the world,
oftenaccompanying socioeconomic development.

Maintaining the health of olderpeopleisaninvestmentin

human and social capital and supports the United Nations (UN)
Sustainable Development Goals (SDGs) and the right of all people
everywhere to the highest attainable standard of physical and
mental health. At the same time, caring for the growing older
population creates challenges forhealth and social care systems.
Afundamental changein public health approaches to population
ageingisneeded.

Conventional approachesto health care forolder people have
focused onindividual diseases, ofteninisolation, putting the
diagnosis and management of these at the centre. Addressing these
diseasesremainsimportant, but focusing too much onthemcan
lead to difficulties whenhearing, seeing, remembering, moving and
the othercommonlossesinintrinsic capacity that can come with
ageing are overlooked.

Ashiftto anintegrated continuum of care that is holistic and

focusesonintrinsic capacity and functional ability besides
diseasesisrequired, based ona primary health care (PHC)
approach. They share a bidirectional relationship, with poorly
controlled diseases potentially precipitating the onset or

acceleration of declinesinintrinsic capacity, and impairments

of intrinsic capacity potentially altering disease trajectories.
Attention throughout the health and social care system(s) to
theintrinsic capacity and functional ability of older people will
contribute broadly to the welfare of thislarge and growing part of
the population.

Health workersincluding care workers need guidance and training
torecognize and effectively manage declinesinintrinsic capacity
and maintain functional ability, and to deliver care inan holistic
andintegrated way thatresponds to the diverse healthand care
needs of older people. As populations age, thereis apressing
need to develop comprehensive community-based approaches
thatincludeinterventions to prevent ordelay declinesinintrinsic
capacity, optimize functional ability by enabling the physical and
socialenvironment, and to support the carers of olderpeople.

1.2
Whatis the integrated care
for older people approach?

|C PE

Theintegrated care forolder people approach, referred to as
ICOPE, aims to facilitate the reorientation of health and social
services towards more person-centred and coordinated

care that supports the optimization of intrinsic capacity and
functional ability for older people. ICOPEis WHO’s approach to
support the delivery of integrated care for older people within
the context of a PHC-oriented health system.
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Box 1.1 Ageism

Ageismrefers to the stereotypes (how we think), prejudice (how we feel) and
discrimination (how we act) directed towards people on the basis of theirage.
Ageismexistsinourinstitutions, ourrelationships (interpersonal) and ourselves (self-
directed). Ageismimpacts negatively onolderpeople’s healthand well-being (4).

Ageism within health systems and services: Atthe system level, health strategies
oftenneglectolderpeople ormayinclude ageist policies, such as the denial of
treatment onthe basis of age; care forolder people and specific services that
addressthe mostcommonissues facedinolderage are often neglected; funding
isnot prioritized; and facilities are not designed to be accessible forolder people.
Alack of training and support and unchallenged cultural perceptions of ageing
canalsoleadtohealthworkers having negative attitudes towards older people
orthe ageing process, engagingin patronizing behaviour, failing to consult older
people about theirpreferences forcare, and exclusion of older people from
clinicaltrials. Declinesinintrinsic capacity are often overlooked by health workers,
whointerpret themas “normal” signs of ageing, whichis a form of ageism. The
attitudes of health workers and older people’s experiences within health care
settings can affectolder people's health-seeking behaviour. The extent to which
healthworkers hold ageist attitudes towards older people, while perceived to

be high,isuncertain. Arange of systemic and individual factors caninfluence
attitudes, including policies, education, resource shortages, gender, whether
the health worker chose to work specifically with older people, experience of
intergenerational contact and cultural background.

Self-directed ageism: Self-directed ageismrefers to ageism turned against
oneselfthathasanegativeimpactonhealth. Peopleinternalize age-basedbiases
from theirsurrounding culture afterbeing repeatedly exposed to those biases.
They may think that declinesinintrinsic capacity are “normal” withincreasing age
and cannotbe prevented orchanged and may feel thereis nothing they cando to
improve theirown health and well-being.

ICOPE offers an opportunity to tackle ageism by improving the competencies of
healthworkersinolderpeople’s healthandintegrated care and by empowering
olderpeople and carers. Community stakeholders can play arole through
raising awareness, including with older people themselves, about ageismand
olderpeople’srightto healthand care, the effectiveness of health promotion
and preventioninolderage, and thatitis possible to managelossesinintrinsic
capacity and to optimize functional ability.

ICOPE should beimplementedinline with the following guiding
principles:

e Olderpeople have therightto the highest attainable
standard of physical and mental health.

e Olderpeople should have equal opportunity to access
services that address the determinants of healthy ageing,
andto be supportedto adopt healthy behaviours, regardless
of theirsocial oreconomic status, place of birth, residence,
age, genderorothersocial factors.

e Olderpeopleshouldbeincluded as key decision-makersin
theirown care, respecting theirautonomy.

e Careshouldbe provided equally to all, without
discrimination, particularly gender discrimination, ableism or
ageism (Box1.1).

The WHO Integrated care forolderpeople: guidelines on
community-levelinterventions to manage declinesinintrinsic
capacity setout13 evidence-basedrecommendations for health
workers to carry out person-centredintegrated care forolder
peopleinprimary careincludinginthe community. In order to put
these ICOPErecommendationsinto practice, WHO published the
Integrated care forolderpeople handbook: guidance onperson-
centred assessment and pathwaysinprimary carein 2019 (5) to
address thelack of guidance and training for most healthworkersin
recognizing and effectively managing declinesinintrinsic capacity
andfunctional ability and delivering holistic and integrated care. It
offered a care pathway, consisting of steps health workers should
takeinthe delivery of integrated care forolderpeople and detailed
care pathways to manage declinesinintrinsic capacity across six
domains - cognitive decline, limited mobility, malnutrition, vision
impairment, hearingloss, depressive symptoms - aswellas to
support carers and enable social care and support.
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1.3
ICOPE in primary health care

WHO defines PHC as awhole-of-society approach to health that
aims at ensuring the highest possible level of health and well-being
and theirequitable distribution by focusing on people’s needs as
early as possible along the continuum from health promotionand
preventionto treatment, rehabilitation and palliative care, and as
close asfeasible to people’s everyday environment.

Asoutlinedinthe Declaration of Astana, PHC includes three
inseparable and mutually influential components:

e puttingprimary care and the essential public health functions
togetherat the core of integrated health services;

e« leveraging multisectoral policy and action; and

¢ empowering people and communities as co-creators of
theirhealth.

Primary careis at the heart of the services component of PHC that
supportsfirst-contact, accessible, continuous, comprehensive
and coordinated care, often providedin primary care facilities
(polyclinics, walk-in clinics), homes, community health centres,
health posts, mobile clinics and through outreach services. Itis
characterized as the delivery of a full spectrum of integrated health
services, close towhere peoplelive, through a person-centred
approach. Primary care can also drive othercomponents of the PHC
approach by engaging with the community and empowering older
people andtheir carers.

The original care pathway in the firstICOPE handbook (2019) was
designed to supporthealthworkersinprimary care to provide
person-centredintegrated care within close proximity to an older
person’s daily life. The steps of the original care pathway can,
however, be appliedin different settings and with older people with
varying levels of intrinsic capacity, including those with significant
losses (LTC needs). This handbook (second edition) therefore offers
anoverarching care pathway comprised of four steps (Fig. 1.1,p. 5),
that should be seenwithinabroader PHC approach at the

populationlevel, supporting the identification of older populations
needs; planning, designing, organizing, managing and monitoring
of services. It canbe adapted and expanded through the provision
of detailed guidance foreach sstep, to enableitsimplementationin
different situations and settings (e.g. forolder peopleinresidential
LTC facilities).

Any adaptation and development of the overarching care
pathway should maintain a core focus on:

e anassessmentofindividualneeds, preferences and goals;
e thedevelopment of apersonalized care plan;
e multidisciplinary team-based service delivery;

e longitudinal care provision following the trajectory of
intrinsic capacity;

e coordinated health and social services, driven towards the
single goal of maintainingintrinsic capacity and functional
ability; and

e reorientationtowards a PHC approach to meet the needs of
olderpeople with services delivered through primary care
includingin the community.

This overarching care pathway caninform multisectoral policy and
action, recognizing theimportantroles of sectors beyond health
such ashousing, transport and social welfare, inline with the vision
of the UN Decade of Healthy Ageing (2021-2030) (Box 1.2, p. 6). The
overarching care pathway canbe used alongside the ICOPE care
pathway in primary care toinfluence policy decision making with
regardto service provisionforolderpeople. This will contribute to
the strengthening of the PHC-oriented health systemsrequired
to enable the delivery of a continuum of integrated care for older
people (Chapter14). Implementation of ICOPE could also support
the achievement of better health outcomes, improved equity,
increased health security and better cost-efficiency; all closely
linked withPHC.

The detailed care pathways (Chapters 3-13), focus explicitly on the
implementation of integrated care forolderpeoplein primary care.
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Fig. 1.1
ICOPE care pathway
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Box 1.2 ICOPEin context

The UN Decade of Healthy Ageing, 2021-2030 includes afocus on the role of
health systemsin promoting healthy ageing by optimizingintrinsic capacity
and functional ability, initially outlinedin the WHO Global Strategy and Action
PlanonAgeing and Health (2016-2020) (6). The vision of the UN Decadeis a
world inwhich all people live long and healthy lives delivered through a global
multisectoral collaboration for concerted and catalytic action on healthy
ageing. Itisfocused onfouractionareasincluding the delivery of person-
centred, integrated care and primary health servicesresponsive to older
people,and providingaccessto LTC forolderpeople who needit. The ICOPE
technicalresources forprimary care aswell as the Long-term care forolder
people: package foruniversal health coverage (7) contribute to achieving
these commitments.

Universal health coverage (UHC) is the foundation for achieving the health
objectives of the SDGs and means that all people have access to the fullrange
of quality health services they need, when and where they need them, without
financial hardship (8). To achieve UHC, older people’s healthneeds must be
addressed through a continuum of integrated care, delivered through health
services thatare based onaPHC-oriented health system.

WHO has developed a suite of resources to optimize primary care service
delivery, including the UHC Service Planning, Delivery & Implementation
(SPDI)Platform and the UHC Compendium. The SPDIis anonlineresource
that supports countries to optimize and integrate service delivery, across the
full spectrum of care and across the life course. Countries are able to build a
package of health services using specific tools andresources, including the
ICOPE technicalresources.

Achievinghealthfor allis the goal of UHC. To achieve this, all people, including
allolderpeople, need to have access to health services. Disability isnot anatural
partof ageing, but prevalence of disability doesincrease withage, from5.8%in
childrenand adolescents aged O-14 years, to 34.4% among people aged > 60
years (9). The delivery of disability inclusive health servicesrequiresintersectoral
actions to supportaccess forolder people with disabilities, alongside all people
livingwith disabilities. The WHO Globalreport on health equity for people with
disabilities outlines 40 key actions for countries to take to strengthen theirhealth
systems andreduce healthinequities for people with disabilities.

1.4

Integrated care for older
people: guidance for person-
centred assessment and
pathways in primary care
(ICOPE handbook), second
edition

This second edition of the ICOPE handbookinprimary care
incorporateslearning fromthe implementation of integrated care
forolderpeopleindiverse contexts around the world and relevant
new orupdated guidelines produced by WHO. The ICOPE handbook
(secondedition)has beendevelopedincollaborationwith expertsin
healthy ageing and the care of older people through WHO’s Clinical
ConsortiumonHealthy Ageing (CCHA) and with colleagues across a
range of technical units and regionsin WHO.

Inputs were sought through field experiences as well as meetings

of the CCHA, primarily the 2023 meeting, at which the update of

the care pathways was the majoragendaitem. Participants at this
meeting and otherexpertsreviewed the revised care pathways and
guidanceinthis handbook throughoutits development. Allthose
involvedinthe development andreview of the handbook were asked
todeclare any conflicts of interest onthe WHO form for declaration
of interests by WHO experts. No declaredinterests were considered
tobessignificant.


https://www.who.int/groups/clinical-consortium-on-healthy-ageing
https://www.who.int/groups/clinical-consortium-on-healthy-ageing
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Key changes in the second edition of the handbook

1. Four-step care pathway

The ICOPE care pathway consists of fourrather than five steps:
basic assessment and community levelinterventions;in-

depth assessment; developing a personalized care plan; and
implementing and monitoring. The crucial role of community
stakeholders and carers at all steps of the pathway has been
recognized. Inresponse, community engagement and supporting
carers have beenincluded as key elements across the four

steps of the pathway, with a key focusin Step 1, ratherthanbeing
addressed as a separate fifth step.

2. Expanded Step 1

To ensure the provision of key information, services and support, at
the first point of contactwithanolderperson, aswell asto enable
the delivery of care forolder people withincommunities and by
community stakeholdersinresource-limited contexts, Step 1has
beenexpanded. Alongside abasic assessment (previously termed
"screening"), health andlifestyle advice and community-based
health care to addresslossesinintrinsic capacity canbe provided.
Theterm "basic assessment"isused, ratherthan screening, toreflect
the move fromasole focus onpotential lossesinintrinsic capacity,
to alsoidentify social support needs, carers’ needs forsupport
and presence of urinaryincontinence - key factorsimpacting older
people’shealth. The expansion of Step 1toinclude provision of
servicesandsupportisparticularlyimportantin contexts where the
latter steps of the ICOPE pathway, includingin-depthassessment,
are not feasible to deliver, orthere may be alongdelay betweena
basicandanin-depthassessment.

3. Community engagement

The ICOPE handbook (second edition) has anincreased focus
oncommunity engagement. It provides examples of what
community stakeholders can do ateach step of the pathway,
includinginthe delivery of the expanded Step 1, facilitating
accesstohealthandsocial care, providing direct support
inthe community and empowering older peopleintheir
health decision-making. Community stakeholdersinclude
individuals, groups and organizations, such as nongovernmental
organizations, older people’s clubs, community-based
organizations, peersupport groups, intergenerational groups
andvolunteers, among others.

4. Carers’ supportneeds

Recognizing therole of carers, most of whom are women and girls,
usually family members or friends, and the lack of support they often
face, greaterattentionis givento the supportneeds of carers. This
includes bothinformationand training, and the need for supportto
ensure carers’ own health and well-being. Thisissue was included
inthe previous version of the handbook but has now been given
greater prominence with specific examplesincludedinall chapters.
Inthe handbook, the term “carer”isused toreferto anindividual,
such as afamily member, friend orneighbour who providesinformal
caretoanolderperson.

5. Key factorsinolder people’s health

Additional factorsimportantto older people’s healthand
functional ability areincluded and/or given more emphasis.
Thisincludes early identification of social support needs and
carers needs (where applicable)inthe community, promotion

of vaccination as one of the most cost-effective public health
interventions, andinclusion of urinary incontinence (Ul), for which
anew care pathway hasbeendeveloped.
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1.5
How to use the ICOPE
handbook (second edition)

This handbook provides a global framework and guidance for the
implementation of ICOPE that healthworkers canuse toinform
the delivery of integrated care forolder peoplein primary carein
their context. It aims to provide flexibility, to ensure feasibility of

Implementationinprimary care
should be done withinand by
existing servicesin aculturally
appropriate way.

implementation across different countries, contexts andresource
settings. To thisend, priortoimplementing ICOPE in primary care,
programme and system managers should conduct an assessment
of theirreadiness to deliver, toinform an adaptation of the
approach. Thisisimportant as the needs of older populations as
wellashealthand social care systems, service delivery structures
and capacities are different. Health workers can undertake similar
exercises toidentify available resourcesin theirown health care

settings.~>14.2

The detail of the specific care pathways (Chapters 5-13), in terms
of toolsandinstruments to be used and which evidence-based
interventions to be offered, where and by whom, is flexible and
should be considered as part of anadaptation process.

Examples of adaptation within the ICOPE handbook (second
edition) include:

e Questionsandtestsinthe ICOPEbasic assessmentand for
key factors are given as examplesbased onavailable evidence
and expert consultationand canbe amendedto ensure
relevance to the local context. For example, the social support
questions areintended to enable abroad understanding of
anolderperson’s socialneeds. The way questions are asked
and the wording used should be adjusted to ensure they are
relevant and appropriate culturally, religiously and societally,
and willbe understood by older people.

e Whodoeseachstep, whereand how? Although thisupdated
pathway suggests Step lisimplemented by community
stakeholders (—4.1.3),it canalso be conducted by health
workersina primary care facility.

e Instrumentsforuseinthein-depth assessmentare also
intended as examples, based on global validation and
recommendations. Itisimportant thatlocally validated and
existing tools are used where they exist.

e« Theinterventions suggested forinclusionin personalized care
plans, are recommendations, based on available evidence.
Apersonalized care plan should be developed by a health
workerwithinput from the older person and carers, where
appropriate, and shouldrespond to the person’s goals and
preferences. Allinterventionsin the care plan must be feasible
to provide.

In some contexts, the capacity of health and social care systems
might affect the assessment of intrinsic capacity and need for
social care and support, as well as provision of interventions.
Itisimportantto note that screening for diseases, such as
hypertension, suggested as part of abasic assessment, is
unethicalif referral pathways are notin place to enable access
to furtherassessment and treatment. The global guidance and
framework in this handbook may, therefore, be aspirationalin
some settings, and can provide an aim to work towards.
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Inall contexts andresource settings, there willbe things that can

be done to supportolderpeople withlossesinintrinsic capacity.
Through the expanded first step of the care pathway, this handbook
providesrecommendations forwhat can be done in the community
immediately following a basic ICOPE assessment by community
health workers and other community stakeholdersif anin-depth
assessmentisnot feasible orthere willbe along delay. These actions
include health and lifestyle advice to prevent declinesinintrinsic
capacity and functional ability and community-based health care to
addressdeclinesinintrinsic capacity.

Theintention of including community-levelinterventions at the
time of abasic assessmentisnottoreduce theimportance of the
in-depth assessment orthe development andimplementation of
apersonalized care plan, which should always be the aim to enable
integrated person-centred care. Ratheritisto demonstrate what
canbedone asastarting pointandin contexts where it may not
yet be possible toimplement the full pathway. Thisinformation can
be found at the start of all chapters, following the care pathway
diagram, andis highlighted both on the pathway diagrams and
within the text by a coloured/shaded background.

1.6
Who is this handbook for?

The primary audience for thishandbook is health workersin
primary care, whichinclude doctors, nurses, community health
workers, pharmacists, nutritionists, social workers, care workers
and physiotherapists, among others. The language used is
purposefully simple to make the handbook accessible to as many
health workers as possible, with varying levels of training in older
people’s healthand forwhom Englishis not afirstlanguage.

Community stakeholders who provide services, advice and
support forolder people can utilize the handbook to support
increased community engagement. The handbook should also
inform health workers whose specialized knowledge will be called
on, asneeded, to assess and provide care forolder people.

Additionally, authorities responsible for developing training and
curriculaand providing accreditationin medicine, nursing, social
care and public health fields may draw on both the concepts
andthe practical approaches described here. Otheraudiences
include health care managers and policy-makers, such as national,
regional and district programme managers in charge of planning
and organizing health care services, as well as agencies that fund
and/or carry out public health programmes, including age-friendly
cities and communities programmes.
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1.7
What does this handbook | _ | ,
UHC Compendium Health interventions for Universal

Oﬁe r? Health Coverage, Version1.3. WHO; 2024 (https://www.
who.int/universal-health-coverage/compendium).

MORE INFORMATION

Thishandbook seeks to support healthworkers with
multidisciplinary backgrounds to identify and manage declines
inintrinsic capacity, based onrecommended interventions
inthe WHO Integrated care forolderpeople: guidelines on
community-levelinterventions to manage declinesinintrinsic
capacity andrelevant WHO technical guidelines and guidance.
It facilitates the provision of integrated person-centred carein
primary care by addressing the health and social care needs of
olderpeople.

UHC Service Planning, Delivery & Implementation (SPDI)
Platform. WHO; 2024 (https://www.who.int/universal-
health-coverage/compendium/related-tools).

UN Decade of Healthy Ageing: plan of action, 2021-
2030. WHO; 2020 (https://www.who.int/publications/m/

item/decade-of-healthy-ageing-plan-of-action).

Integrated care forolder people: guidelines on

This guidance describes how to: community-levelinterventions to manage declines
inintrinsic capacity. WHO; 2017 (https://iris.who.int/
¢ Implementthe step-by-step ICOPE care pathway in handle/10665/258981).

primary care, including the provision of community-level

interventions. Implementing the primary health care approach:

aprimer. WHO; 2024 (https://iris.who.int/

o Ensureengagementacross stakeholders andsectors,
handle/10665/376777).

including with specialized services (Chapter4).

e Assessandmanage loss of intrinsic capacity, with Operational framework for primary health care:
consideration of associated diseases and environmental transforming vision into action. WHO and UNICEF; 2020

factors (Chapters 5-10). (https://iris.who.int/handle/10665/337641).

e Assessneedforandprovide socialcare and support
(Chapter1).

o Assessneedforandprovide supportforcarers(Chapteri2).
¢ Assessandmanage urinaryincontinence (Chapter13).

¢ Addresskeyconsiderationsinimplementing ICOPE (Chapter14).

10


https://www.who.int/universal-health-coverage/compendium
https://www.who.int/universal-health-coverage/compendium
https://www.who.int/universal-health-coverage/compendium/related-tools
https://www.who.int/universal-health-coverage/compendium/related-tools
https://www.who.int/publications/m/item/decade-of-healthy-ageing-plan-of-action
https://www.who.int/publications/m/item/decade-of-healthy-ageing-plan-of-action
https://iris.who.int/handle/10665/258981
https://iris.who.int/handle/10665/258981
https://iris.who.int/handle/10665/376777
https://iris.who.int/handle/10665/376777
https://iris.who.int/handle/10665/337641

Optimizing intrinsic capacity

and functional ability

Thishandbook supports maintaining functional ability by addressing
declinesinintrinsic capacity, enabling social and physical
environments (including social care and support), providing support
forcarers’ needs and assessing and managing urinaryincontinence.

Key domains of intrinsic capacity

5 Cognition | Cognitive decline

6 Locomotorcapacity | Limited mobility
7  Vitality | Malnutrition

8 Vision | Visionimpairment

9 Hearing | Hearingloss

10 Psychological capacity | Depressive symptoms

Key factorsin older people's health
1 Social care and support

12 Carersupport

13 Urinaryincontinence

Key points

Intrinsic capacity tends to decline withincreasing age; however,

awiderange of capacities around the average pattern,
highlights theimportance of a person-centred continuum of
integrated care.

Proactively identifyinglossesinintrinsic capacity in primary
care provides an opportunity to slow orreverse declines and
maintain intrinsic capacity and functional ability.

Characteristics and behaviours that affectintrinsic capacity
can oftenbe modified through the adoption of healthy
lifestyles and behaviours.

Modificationsto anolderperson’s physical and social
environment becomeincreasingly important asintrinsic
capacity declines, in order to optimize functional ability.

Community stakeholders can advocate for the creation of
environmentsinwhich olderpeople are able to adopt healthy
behaviours, while also providing direct services and support.

n
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Fig. 2.1
Public health framework for healthy ageing: opportunities for public health
action across the life course
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Source: Worldreportonageing andhealth. WHO; 2015.

2.1
How does intrinsic capacity
change over the life course?

Fig. 2.1shows the typical pattern of intrinsic capacity and
functional ability across the second half of life. Intrinsic capacity
and functional ability decline withincreasing age as aresult of the
ageing process as well asunderlying diseases. This pattern can

be dividedinto three common periods: a period of relatively high
and stable capacity; aperiod of declining capacity; and a period
of significantloss of capacity, characterized by dependence on
care.|ICOPE primarily aims to address the needs of an older person
with declining capacity or with a significantloss of capacity, taking
into consideration aspects of LTC and age-friendly environments
of relevance to anindividual’s goals and care needs. For those
with high and stable capacity, ICOPE provides an opportunity to
ensure health promotion and prevention.

Thereis awiderange of intrinsic capacity around the average
patternevident both withinand between countries. Thisis
reflectedin persistent differencesinlife expectancies, which
range from 83 years and overin, forexample, Australia, Italy, Japan,
the Republic of Korea, Sweden and Switzerland, to less than

58 yearsinthe Central African Republic, Chad, Lesotho, Nigeria
and South Sudan (10).

Variationinintrinsic capacity is fargreateracross peopleinolder
age thanacrossyounger groups. Such diversityis one of the
hallmarks of ageing, presenting both challenges and opportunities,
including forperson-centred approaches. Oneindividualmay be
10 yearsolderthananotherbut may have a similarintrinsic capacity
and/or functional ability, while two older people of the same age
canshow very differentintrinsic capacity. Thisis why chronological
ageisapoormarkerof health status forolderpeople.
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Community stakeholders can
play aroleinholding governments
andlocal authorities toaccount
oneffortstoaddresssocial
determinants of healthand create
environmentsinwhicholder
people are able to adopt healthy
behaviours, while also providing
services and supportdirectly.

2.2

Intervening to optimize
intrinsic capacity and
functional ability

Identifyinglossesinintrinsic capacity provides an opportunity
tointervene to slow orreverse the declines and maintainintrinsic
capacity and functional ability (Fig. 2.1, p. 12). Health workers
inprimary care, including community stakeholders, can detect
declinesinintrinsic capacity.

Many of the characteristics and behaviours that can determine
oraffectintrinsic capacity can be modified. For example, health
and lifestyle advice canbe provided stressing the importance

of healthy diet, being physically active and avoiding a sedentary
lifestyle, staying socially connected, vaccination and when and
where to seek health services. These behaviours not only help
directly with the maintenance of intrinsic capacity, but alsoreduce
therisk of diseases that can contribute to lossesin capacity.
ICOPEinprimary care supports these healthy behaviours and
wider efforts towards optimizingintrinsic capacity and managing
risk factorsin the second half of life.

Repeated assessments overtime andregular follow up make it
possible to monitorany changesinintrinsic capacity while also
managing chronic diseases. Specificinterventions to address
declinesinintrinsic capacity as well as to provide social care
and support canbe offeredinatimely manner. Multicomponent
interventions that address differentdeclines appearto be
effective because of theinteraction between theintrinsic
capacity domains.

Modifications to anolder person’s physical and social environment
becomeincreasingly important asintrinsic capacity declines, in
orderto optimize functional ability. Five domains of functional
ability (Box 2.1, p.14) can all be supported by changes to an
olderperson’shome, home surroundings and other external
environments. Forexample, making changes athome toreduce
therisk of falls, or providing assistive products such as mobility
aids cansupportolder people to be mobile, while providing
information on opportunities to engage withlocal community
events and groups can encourage continued social contribution,
as seeninexamples provided by WHO’s Global Network for Age-
friendly Cities and Communities.

Carers alsohave animportantrole to play. They are often older
themselves and may have theirown care and supportneeds. The
ICOPE care pathway includes an assessment of carers' needs and
the provision of training and support.

Anintegrated approachisnecessary to the assessmentand
management of declinesinintrinsic capacity and functional ability
and the provision of acontinuum of care that brings togetherhealth
and social care and supportactors and services, including LTC.
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Box 2.1 Domains of functional ability

e Tomeetbasic needssuchasfinancial security, housing
and personal security, and access to health services.

e Tolearn, grow and make decisions, including continuing
tolearnand apply knowledge, engageinproblem-solving,
maintain personal development, and have the ability to
make choices.

e Tobemobile,tokeep doingthingsaroundthe home,
accessing shops, services and facilitiesin the community,
and participatinginsocial,economic and cultural
activities.

e Tobuild and maintain abroadrange of relationships,
including with childrenand otherfamily members, informal
socialrelationships with friends and neighbours, as well as
formalrelationships with community healthworkers.

e Tocontribute, whichis closely associated with
engagementinsocial and cultural activities, such as
assisting friends and neighbours, mentoring peers and
younger people, volunteering, and caring for family
members and the community.




Four-step ICOPE pathway

In primary care

The four-step pathway in primary care includes basic assessment
andinterventionsinthe community; in-depth assessment;
developing a personalized care plan; and implementing and
monitoring the plan. Primary care is akey processinthe health
systemthat supports first-contact care, often providedin primary
care facilities (e.g. walk-in clinics, polyclinics), homes, community
health centres, health posts, mobile clinics and through outreach
services. Primary care enables the continued provision of person-
centredintegrated care within close proximity to people’s daily
lives. The steps of thisICOPE care pathway in primary care canbe
implementedinany of these settings, and can often be delivered
with community stakeholders.

Person-centred care takes the perspective that older people are
individuals with unique needs and preferences within their specific
social contexts. Theircare goes beyond managing theirdiseases
orhealth conditions toresponding to theirdiverse needs, including
theirneed forLTC, embracing their choices and experiences. It also
addressestheimpactolderpeople’s health conditions and care
needs have ontheirfamily members and carers.

Key points

Possible impairmentsinintrinsic capacity and social support
needs canbeidentifiedinthe community.

Community health workers and other trained community
stakeholders can provide tailored health and lifestyle advice

to older people while conducting abasic assessment, and
supportthemtoundertake specific actionsinresponse to
potentiallosses of intrinsic capacity and to preventrisk factors.

Those identified with potential losses of intrinsic capacity
should bereferred to primary care forin-depth assessment,
whichwillinform the development of a personalized care plan,
includingreferral to specialized care.

The care plan may include multiple interventions, agreed
indiscussionwith the older person (and carers), to manage
impairments and prevent further declines of intrinsic capacity
and to optimize functional ability.

The prioritization and sequencing of the interventions canbe
guided by the urgency of anissue, the likelihood of success and
the widerimpact of addressing the issue, and what the older
personfeelsismostimportant tothem.

Community stakeholders canplay arole at each step of

the care pathway and should be meaningfully engaged and
appropriately supportedtodo so.

15



16

The ICOPE care pathway in primary care

BASIC ASSESSMENT?*
and initial intervention

* Basic assessment should always be conducted in full,
see 3.1.1for full instructions

@0 Test forloss of

intrinsic capacity

Assess social and
physical environments

Identify and
consolidate
interventions,
considering all
results

DEVELOP A
PERSONALIZED
CARE PLAN GO

Discuss with the older person
and carer(s) to:

® Define the goal of care

® Designanintegrated care plan

Regardless of result:

m o Provide health and lifestyle advice and promote self care,
. including vaccination

£ © Identify need for social support and provide the support

© Conduct basic assessmentregularly

© Community-based health care forintrinsic
capacity loss
© Referralto primary care

IN-DEPTH
ASSESSMENT

(can be assessedinany order)
Q)

Before the assessment:

o Understand the older person's
life, values, priorities and
socioeconomical context

Assess lossin ® |dentify key family, relatives,

intrinsic capacity friends

Assess for diseases
andrisk factors

Reassess

® Accordingtothe careplan

® Afteracute eventorillness

IMPLEMENT &
MONITOR (GO

® Whensocialrole orliving
situation changes

Convene multidisciplinary team
across health and social care,
and other sectors, where needed

® Coordinateimplementation

® Ensureregularfollow up


https://iris.who.int/handle/10665/250239

H The ICOPE care pathway in primary care

® 0 @0
Basic assessment and community-level In-depth assessment - 3.2 Develop a personalized care plan - 3.3
interventions - 3.1 °

A. Assess loss in intrinsic capacity °

Self-care and self-management

Community-based services and support
For all older people: y pp

Confirmation of the impairment of intrinsic capacity for ® Multi-componentinterventions to manage and prevent
Conduct basic assessment for loss of intrinsic capacity domain(s) that failed the screening test further declinesinintrinsic capacity and functional ability
( ) ® Management of diseases and risk factors
Provide health and lifestyle advice and promote self-care, B. Assess for diseases and risk factors ® Vaccination
including vaccination and management of cardiovascular Assess need for: ® Medicationreview
disease (CVD)risk factors(3.1.3, 3.1.4) ® Management of diseases and risk factors @® Provision and maintenance of assistive products
|dentify need for social support (home environment, L ) i
.y ‘ . pport . ronme ® Medicationreview @® Socialcare and support = (11

financial security, loneliness and social participation) and o Vaccinat ® Support for carers S
carer support and provide the support ( ) accination

® Referraltospecialized care (e.g. geriatric care, palliative

For older people who fail the screening for loss
of intrinsic capacity:

In addition to above, provide community-based health care
to address the specific losses inintrinsic capacity (3.1.5)

Refer to primary care

Community engagement - 4.1.3

C. Assess social and physical environment

Assess need for:

® Environmental modification
® Assistive products

® Social care and support, including risk of abuse and
need for personal care and assistance for daily life
(1.2,11.4,11.5)

® Carers’ supportneeds (12.3)

care, rehabilitation services)

CO
Implement and monitor the
personalized care plan - 3.4

Community stakeholders including community health ® Coordination of health and social care across settings,
workers facilitate care provision for older people, their including in the community
family and carers. Meaningful proactive community Coordination with specialized care
engagementisimportantin the delivery of all steps of the Regular and sustained follow up
ICOPE pathway in primary care.

® Monitoradherence and discuss changes to the care plan

asnecessary
® Regularinformation sharing among healthworkersina

Community icon

Thisiconis used to denote actions that
can be taken by community health
workers and other trained community
stakeholders

Health worker icon

Thisiconis used to show actions that should be
undertaken by a health worker primarily providing
care at a health facility, such as a doctor, nurse,
social worker or other health professional

multidisciplinary team including outcomes, barriers and
complications of interventions
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There are four steps to consider when addressing older people’s
health and social care needs through anintegrated care approach
in primary care (see p. 16). Throughout all steps, engaging older
people and the wider community, and ensuring support for carers
are critical. The four steps of the pathway will usually need to be
undertaken overtime, in a series of discussions with the older
person, potentially involving multiple different health workers. In
most contexts, Step 1canbeimplemented within the community
by community stakeholders (but may also be undertaken by
health workers at primary care facilities). The in-depth assessment
should be conducted by health workers at a primary care facility.
Giventhat both thein-depth assessment and the development

of apersonalized care plan may require time and coordination
between different health workers, these steps will likely need to be
completed during scheduled meetings. Steps 3 and 4 require the
involvement of health workersincluding care workers, community
stakeholders and carers.

Basic assessment and
community-level interventions

ICOPEin primary care provides an opportunity to engage older
people,including those who may have limited access to health
services, with the objective of enhancing health and well-being, by
improving healthliteracy, promoting healthy lifestyles, providing
social support, whenneeded, andincreasing health-seeking
behaviour. By offering a basic assessment, community health workers
and othercommunity stakeholders canreach older people with
information and supportand ensure anincreased understanding of
any challenges they may be facing.

Inthe second edition of thishandbook, the expanded Step 1of the
ICOPE care pathway in primary care focuses onabasic assessment
with the possibility of delivering timely community-levelinterventions,
asappropriate:

e Thebasicassessmentisaimed atidentifying:
- Loss(es)inintrinsic capacity.
- Keyfactorsimpacting older people’s health, such as

urinary incontinence (Ul) (where feasible) and the need for
social support and carer support.

e Provisionof health andlifestyle advice, includinginrelation
to CVDrisk factors.

e Provisionof community-based health care to address
loss(es) inintrinsic capacity including through supporting
adaptationsto anolderperson’s environment.

o Referraltoprimary care forin-depth assessment (Step 2).

Expanding Step Taims to take maximum advantage of the first
contactwith anolderpersonforhealth promotionand prevention.
Inaddition to testing for the loss(es) of intrinsic capacity, Step 1
provides the opportunity to give specificinformation and support
and delivercommunity-based health carein contexts where the
implementation of all steps of the ICOPE pathway may not be
immediately possible orwhere an older person might choose not
to attend. As such, basic assessment and provision of health and
lifestyle advice should be provided to all older people (tailored
torespondto specific needs where possible). Older people
identified as having potentialloss(es) of intrinsic capacity or
issuesrelatedto otherkey factorsimpacting theirhealth should
bereferredto primary care and social services and provided with
community-based health care where appropriate.

Inthe ICOPE basic assessment, simple questions and tests are
used toidentify potentialimpairments across sixdomains of
intrinsic capacity ( ,p.19),the need forsocial supportand
carers’ support, and the presence of Ul ( ,p. 27).
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Table 3.1
Basic assessment for loss of intrinsic capacity

Filter question
If YES, proceed forin-depth Assess fully any domain
assessment (Step 2) Tests with a checked circle Pass
Cognitive decline Do you have problems with 1. Remember three words (use nouns,
(Cognition) memory or orientation (such as forexample): flower, door, rice.
not knowing where you are or . . )
what dav it ?s)" Y 2. Orientationin time and space: What Wrong to either question O Correct to both
Y ’ is the full date today? Where are you or does not know questions
now (home, clinic, etc.)?
3. Recalls the three words? O Cannotrecall all three words
Limited mobility Chairrise test
6 (Locomotor capacity) Rise from chair five times without
using arms. Did the person complete No Yes
five chairrises within 14 seconds?
Undernutrition 1. Weightloss
7 (Vitality) Have you unintentionally lost more than Yes No to both
3 kgover the last 3 months? questions
2. Appetiteloss
Have you experienced loss of appetite? Yes
Vision impairment Do you have any problems with 1. External eye check Fail P
8 . your eyes: difficulties in seeing far . . . " al ass
(Vision) or near*, eye pain or discomfort? 2. Visual acuity test using WHO vision
’ screening chart*:
Do you have diabetes, o o Di isi
N you V | r ) Distance vision (6/12 for each eye) Fail Pass for both
ypertension, or are currently using . distance and
*with spectacles if normally worn steroids or eye medications? + Nearvision (Né forboth eyes) L.
near vision
Hearing loss Do you have a hearing problem? Whisper test or
. (Hearing) Forthose using a hearing aid(s) add, Screening audiometry or O Fail O Pass
“ h i heari id(s)”.
even when using your hearing aid(s) Digits-triplet-in-noise test
Depressive symptoms Over the past 2 weeks, have you been
10 (Psychological capacity) bothered by either of the following:
» Feeling down, depressed or hopeless? Yes No to both
questions

o Little interest or pleasure in doing things? Yes




Basic assessment

Cognitive decline

Filter question

“Do you have problems with memory or orientation
(such as not knowing where you are or what day it is)?”

If the answeris YES, go directly to Step 2 -
in-depth assessment. > .

Simple memory and orientation test

1. Remembering three words:
Ask the person toremember three words that
you will say. Use simple, concrete nouns such as
“flower”, “door”, “rice”.

. Orientationin time and space:
Then ask: “what is the full date today?” and
“where are younow?” (home, clinic, etc.).

. Recalling three words:
Now ask the person to repeat the three words
that you mentioned.

In-depth assessment is needed if:

o The person cannot answer one of the two questions
about orientation; OR
o Cannotremember all three words. 9.
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Basic assessment

Limited mobility

Chairrise test

Forimproved safety, place a sturdy chair, ideally without
armrests, next to a wall and demonstrate to the person how to
do the test. If apersonusing a walking stick feels safe
conducting the chairrise test withit, ask them to do so.

Ask the person: “Do you think it would be safe for you to try to
stand up and sit down from a chair five times as quickly as
possible without using your arms, and without causing
yourself pain or discomfort?”

If the answeris YES, ask them to:

« Sitinthe middle of the chair.

o Crossandkeep theirarms over their chest.

e Standup fully and sit down again.

« Repeat five times as quickly as possible without stopping.

Time the person taking the testin seconds.

In-depth assessment is needed if:

e Thepersonisunable to attempt the chairrise test; OR
 Isunable to stand up five times within 14 seconds. - 6

Basic assessment
Undernutrition

Ask the following two questions:

e “Have you unintentionally lost more than 3 kg over
the last 3 months?” (If body weight is unknown, ask:
“have you noticed loose clothes, belts or wrist
watches?”)

e “Have you experienced loss of appetite?”

If equipmentis available, weigh the person and record
theirweight.

In-depth assessment is needed if:

The person answers YES to either question. - 7
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Basic assessment
Vision impairment

Filter question

“Do you have any problems with your eyes: difficulties in
seeing far or near (with spectacles if normally worn), eye
pain ordiscomfort?”

“Do you have diabetes or hypertension, or are currently
using steroids or eye medications?”

If the answeris YES to either question, go directly

to Step 2 -in-depth assessment. - 8

1. External eye check

Look at the appearance of the external eye, eyelids and
eyelashes, and observe how the eyelids open and close.

The external eye

Top lid

Eyelash

Tearduct

Bottomlid
Cornea
(clearlayerover Conjuctiva
the coloured part Pupil

of the eye)

In-depth assessmentis needed if:

Any of the following external eye abnormalities are
observed: significant crust or pus on eyelid margin,
excessive watery or sticky discharge from the eyes, eye
lashes turninward, abnormal lid closure, abnormal red
on the white part of the eye, abnormal haziness orred on
the coloured part of theeye. > (8

2.Visual acuity test

When testing visual acuity, the following points
should be considered:

Awell-lit testing space that allows a testing
distance of atleast 3 misrequired.

Demonstrate how to do the E test by
pointing with the fingers in the direction that
the Eis facing.

Test distance vision first followed by near vision

(with spectacles if normally worn).

00 The WHOeyes app is available as a free mobile

phone app forvision screeningin all six UN
languages and some additional languages
(https://www.who.int/teams/noncommunicable-
diseases/sensory-functions-disability-and-
rehabilitation/whoeyes)

O In-depth assessment is needed if:

The person’s distance visionis worse than 6/12

in eithereye; OR

The personisunable to see N6 with the readymade
reading spectacles. —> ' 8

1IN

Test distance vision
with the WHO vision screening chart

o Testeacheye separately (monocularly), starting
with the right eye first, then the left eye.

e Useanocclude (orahand)to coverthe eye not
being tested.

o Verify that the personislooking at the chart
straight, without turning or twisting their head.

o Ensure the chartis 3mfromthe person’s eyes.

o Startwith thelarge Es (6/60). If at least two of the

large Es (6/6) are seen, continue the test with the
small Es (6/12).

o Recordtheresults fortheright eye, andrepeat the
steps for the left eye.

o Apassresult of the distance vision testis when
each eye sees at least three of the small Es (6/12).

Test near vision
with the WHO vision screening chart

+ Testbotheyestogether(binocularly).
o Holdthenearchartat40 cm from the person’s eyes.

o Apassresult of the nearvision testis when both
eyes see at least three of the Es (N6).

o Ifnearvisionis worse than N6, check if the personis
able to see Né clearly with trial readymade reading
spectacles.

MORE INFORMATION

00

Vision and eye screeningimplementation
handbook. WHO; 2023 (https://iris.who.int/

handle/10665/375590).

00

Training onreading spectacles. WHO; 2024
Training in Assistive Products (gate-tap.org).



https://iris.who.int/handle/10665/375590
https://iris.who.int/handle/10665/375590
https://www.gate-tap.org
https://www.who.int/teams/noncommunicable-diseases/sensory-functions-disability-and-rehabilitation/whoeyes

WHO DISTANCE VISION SCREENING CHART
(3 metre test distance)

WHO NEAR VISION SCREENING CHART
(40 cm test distance)

N6

6
12

23
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Basic assessment
Hearing loss

Filter question

“Do you have a hearing problem?” (for those using a hearing
aid(s) add, “even when using your aid(s)”).

If the answeris YES, go directly to Step 2 - in-depth
assessment (diagnostic audiometry). - .

Hearing test

One of three possible tests can be used for a basic
assessment of hearing. Headphones are required except
forthe whispervoice test. Itisimportant to ensure that
levels of background noise are below 40 dBA (adjusted
decibels). This can be ensured by testing with a sound
level meter or with the use of a validated smartphone app
(e.g. NIOSH Sound Level Meter).

MORE INFORMATION

& Hearing screening: considerations for
implementation. WHO; 2021
(https://iris.who.int/handle/10665/344797).

1. Whisper voice test

Thisis the simplest option but should only be used
when other tests are unavailable. Tests 2 and 3
should be used where possible.

@ Stand aboutanarm’slength away behind and to
one side of the person.

® Askthe personto coverthe
earthatis NOT being tested
by pressing one finger on the
tragus (the small, pointed
cartilage in front of the ear

<

@ Take adeep breathand exhale fully.

canal). Show how.

Then whisper four common unrelated words
(words should be familiar to the person, e.g.
rice, fish, bicycle, garden, yellow, sky, dog).
Speak the words one at a time, waiting for the
person to repeat each word back to you.

If the personrepeats three or more words and
you are sure that they can hear you clearly, then
the personis likely to have normal hearing in this
ear.

@® Move tothe otherside of the person and test
the other ear using different words.

In-depth assessment is needed if:
The person fails to repeat three or more of four words.—> .

2. Screening audiometry

Detection of pure tones in both ears (each ear
separately) at a fixed dB level (35 dBHL [decibels
hearing level]), at three frequencies (1kHz, 2 kHz and
4 kHz). Results are recorded as "pass" (the testis
passed) or "fail" (further evaluation is needed).

In-depth assessment is needed if:

The person fails to respond at 35 dBHL at one or more
frequencies in either ear. > .

3. Digits-triplet-in-noise test

Both ears are tested together using an automated
digits-in-noise test to determine how well the person
canidentify the digits despite the background noise.

e« Apersonlistens to sets of three digits (e.g. 4-7-3)
presented with background noise.

e Thedigitsare spokenoneatatime.

e« Thepersonmustrepeat the digits they hear.

e Theresultisrecorded as either "pass” (correctly
identify atleast 50% of the digit triplets) or "fail”
(low score).

00 hearWHO is available as mobile phone app for free, in
English, Chinese, Spanish, Russian, Dutch and French

(https://www.who.int/teams/noncommunicable-diseases/
sensory-functions-disability-and-rehabilitation/hearwho)

In-depth assessment is needed if:

The person fails torespond at 35 dBHL (presented as low
score, e.g. hearWHO app score is below 50). > .


https://iris.who.int/handle/10665/344797
https://www.who.int/teams/noncommunicable-diseases/sensory-functions-disability-and-rehabilitation/hearwho
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Basic assessment
Depressive symptoms

Ask the following two questions:

“Over the past 2 weeks, have you been bothered
by either:

e Feeling down, depressed orhopeless?
e Littleinterest orpleasure in doing things?”

In-depth assessment is needed if:

The person answers YES to either question. = 10
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Key factors impacting older people’s health

After conducting abasic assessment forloss of intrinsic capacity,
asecondelement of basic assessment can be used toidentify
otherkey factorsimpacting older people’s health, including social
supportneeds, support forcarersandUl. Urinaryincontinenceis
treated separately from the domains of intrinsic capacity because it
is a disease (geriatric syndrome), notintrinsic capacity, butit affects
andis affected by losses of intrinsic capacity.

Social support and support for carers: Understanding the social
supportneeds of olderpeople and theircarers to enable the
inclusion of appropriate interventions within a personalized care
plan, and the delivery of these interventions, is crucial in the provision
of integrated care. Inrecognition of theimportance of these issues
and their potential lack of prioritization, this handbook brings earlier
attention to social support and support forcarers, by including
questions onthese topics earlierinthe ICOPE care pathway.

Addressing social determinants of health, such as socioeconomic
status, social connectivity and housingis key to improving health
outcomes forolderpeople and optimizing functional ability. It is
recommended that allolder people are asked about theirsocial
supportneeds,irrespective of theirintrinsic capacity. These
questions canbe asked by the personwho has conducted the basic
assessment, eitherdirectly afteranegative ICOPE basic assessment
(i.e.no potentiallosses areidentified) ORin cases where potential
losseshave beenidentified butanin-depth assessmentisnot
(immediately) possible. Alternatively they can also be asked during
thein-depthassessmentat a primary care facility, as part of the
broaderassessment of the social and physical environments.

Givensocial and cultural diversity, the wording of the socialand carer
supportquestionsin (p.27),should be adjusted to ensure
they arerelevantand appropriate inthe contextin which they are being
asked. Itisimportant to ensure that any adjustment oradaptation to
these questions does notlead to the use of discriminatorylanguage,
including ageist words orterminology.

Providing care, particularly foran older person with significant
lossesinintrinsic capacity, can be physically and psychologically
demanding, andit can affect the carer’s own health and well-
being. Itisimportant that the needs of carers are identified
during abasic assessmentorin-depth assessment asrelevant,
and support forcarersisincludedin the development and
implementation of a personalized care plan. (p.27)
includes questions that should be asked to carers. > (11 12

Urinary incontinence: Urinary incontinence isacommon condition
affecting millions of older people, particularly olderwomen (17)
impairing theirquality of life and well-being (12). Given highlevels of
underreporting of Ul, likely due to the stigmafelt by those affected,
andtheresultantlack of accessto care,itisrecommendedthat
questionson Ul are asked to older people during abasic assessment
inthe community orin-depth assessment ata primary care facility
when assessingrelevantintrinsic capacity domains (e.g. cognitive
decline, mobility loss, depressive symptoms). Itisrecognized that
there are potential challenges of conducting sensitive discussions
with olderpeopleintherange of environments ICOPE basic
assessment takes place. > 13
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Table 3.2
Basic assessment of key factors impacting older people’s health

Further assessment/
supplementary questions
Questions/assessment should be considered Re-ask regularly

‘ Social care and support Home environment
Do you have problems with your home, for example, house

condition, location, safety?

O

Yes O No

Financial situation

Do you often have insufficient funds to pay for your food, housing
and health care costs? Yes No
Social isolation and loneliness
Do you often feellonely? O Yes O No
Social engagement and participation
Do you have difficulty in pursuing leisure interests and other
- ) Yes No
activities that are important to you?
12 Carer support Do you feel you have whatever support you needinyourrole as a carer? O No O Yes
(Ask the carer of the older person
in private) Do you feel confident in your ability to provide care and support? O No O Yes
Assess if there is negative impact of the carerrole (physically, mentally,
financially, socially). Yes No
. Urinary incontinence Doyou havegny problems with bladder control, such as accidental O Yes O No
leakage of urine?

Note: The wording of social support questions, shown as examples, can be adjusted to ensure the questions are relevant and appropriate in the local context.
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Community-level interventions

Olderpeople found to have potentialimpairment of intrinsic
capacity through abasic assessment should be referred for
anin-depth assessment at a primary care facility (Step 2)
whereverpossible. The community health worker or other trained
stakeholderwho conducted the basic assessment may facilitate
accesstoservices forthis furtherassessment. Older people
should be encouraged to have regularbasic assessments (e.g.
atleastonce ayear), except forvisionand hearing (e.g. every

1-2 years), and/or following an acute event orillness, and if their
socialrole orsituation changes (a changeinresidence, the death
of apartner). Periodic basic assessment enables the early
detection of declines inintrinsic capacity and supports prompt
intervention. Older people should also be encouraged to set
theirown goals to stay healthy.

In addition to this referral to health andrelevant social services,
othercommunity-levelinterventions can be provided during
contactwithanolderperson forabasic assessment, to ensure
the bestpossible advice and support are provided at this first
point of contact.

Community health workers and other trained community
stakeholders can provide various types of tailored support

and care: health promotion, through the provision of health

and lifestyle advice, screening for CVDrisk factors such as
hypertension, and community-based health care that addresses
specificlossesinintrinsic capacity and other factors impacting
olderpeople’s health.

Promoting healthy lifestyles

Allolder people canbenefit from health and lifestyle advice,
irrespective of theirlevel of intrinsic capacity if they are able to
understand and apply this advice to change theirbehaviour. Advice
should be provided along withinformation to promote self-care
andwhenandwhere to seek health care. Older people should

also be asked about any existing diseases or conditions and self-
management should be supported.

[tisimportant tonote that peoplelearnandrespondtoinformation
indifferentways. Learning tends to happen through a combination
of sixmainroutes: through community conversations; the arts;
printed materials; conventional mass media; digital media; and
communicationandinteraction with health workers (13). Community
healthworkers and other community stakeholders should therefore
considerdifferent ways to provide information and advice to older
people. Thiscouldinclude one-to-one conversations, group
discussions and awareness-raising campaigns using different
communication materials. Community groups, such as older
people’s clubs, could be engagedto organize events forolder
people, forexample, peerdiscussions andlocal drama productions
with health and lifestyle messages.

Otherfactorsto considerwhen providing health and lifestyle advice
include who to engage and whatinformation to provide. People rarely
make decisions about theirhealth and related behavioursinisolation,
and are likely to be influenced by others, including family and
community members, andreligious leaders. In some cases decisions
willbe takencommunally. Itis thereforeimportant toreachand
engage awidergroup across anolderperson’scommunity. Adviceis
alsomorelikely to be understood and followed if itisaccompanied by
informationonhow to doit. Forexample, givinginformation on what
constitutes ahealthy diet, alongside advice on where to buy healthy
foodsandhow to prepare them.

Health and lifestyle advice provided to older people as part of
Step 10f the ICOPE care pathway in primary care should include
both generalinformationto support health and well-being and
more specific actionsrelated to the domains of intrinsic capacity.
Where possible, advice should be targeted and tailored for the
individual older person and their specific needs.
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Healthy lifestyle advice for older people

1. Taking regular physical activity > 6.1
e Allphysicalactivityis beneficial and every move counts.

e Itisgoodtostartlow, goslowandgraduallyincrease
physical activity.

o Therearedifferentoptionsavailable,including walking,
cycling, household tasks, gardening, dancing and sport, with
afocusonactivitiesthat are enjoyable to the older person.

e [tisimportantto avoid sedentary behaviour.

o Perceptions of physical activity can change towards
positive acceptance and engagement, includingin
relation to cultural context and attitudes towards women’s
participation.

2. Eating ahealthy diet > 7.1
e Olderpeopleshouldeatplenty of protein.

e Itcanbehelpfulto make eating a social activity by eating
with otherpeople.

e Suggesthealthy foods available and affordable locally -
what they are and where to get them.

e Olderpeopleshouldeatatleast400 g (five portions)
of vegetables and fruits per day andless than5 gorone
teaspoon of salt.

o Wholegrains, vegetables, fruits and pulses (as
carbohydrates), and nuts, seeds, beans, olives and fish (as
healthy fats), areimportant.

o Itisoktoeatsmalleramounts more oftenif large meals
are difficult.

e Ahigh-fibre diet can prevent constipation.

. Hydration > 7.1

e Drinkatleast6-8cups(1.6-2.0L)perday (unlessrestrictions
have been suggested onmedical grounds), and alarger
amountin particularly hot weather.

¢ Reduce caffeineintake, particularlyinthe case of Ul.

. Oral health > 7.1

e Brushteethtwo times perday with fluoride-containing
toothpaste (1000-1500 ppm).

. Social connection and participationin the

community > 11.1
e Spendtime with friends and family.

e« Besociallyactive and engage with the community in a way
thatis enjoyable and meaningful.

. Preventing and managing diseases and

CVDrisk factors > 3.1.4

o Adheretotreatment,including medicationto control
diseases.

o Avoidthe use of over-the-countermedicationand
supplements, without the advice of health worker(s).

¢ Manageweighttopreventobesity,including limiting fats and
free sugars.

e Ensure goodhygiene and sanitation practices (drinking
safe water, food hygiene, hand washing).

.. continued->
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e Avoidorreduce alcoholand psychoactive substances:

- Harmfuluse of alcoholimpacts physical, mental, social,
psychological and cognitive health

- Seeksupporttobe able toavoid alcoholuse.

e Tobaccocessation:
- Discourage non-smokers from starting to smoke.

- Highlight therisks associated with tobacco use, including
anincreasedrisk of cancer, respiratory conditions,
dementia, CVD, oraldiseases and Ul.

- Giveinformation on where to seek support to stop
tobaccouse.

e Beawareofriskfactorsforvisionimpairment (diabetes and
hypertension).

7. Vaccination
e Routinevaccinationinline withlocalvaccineregulations (14).

e |tisimportanttokeep arecordof vaccinationsreceived.

8. Promoting mental health > 101
e Stressreductionwhenneeded.
o Takeregularbreaksfromcaregiving (forcarers).

e Dotheactivitiesyou (usedto) enjoy.

9. Good-quality regular sleep

e Maintainahealthy sleepingroutine, including going to bed
and waking at aconsistent time.

e Getanadequate numberof hours of sleep perday.

10. Optimizing brain health - 5.1

o Undertakeregularcognitive stimulation activitiesincludingreading,
playing games, learning something new and playing music.

11. Promoting eye/vision health >
e Regulareye andvisioncheck-ups.
e« Followadvice onhowandwhentouse spectacles.

e Limitexposure toultravioletlights by wearing sunglasses
and hats.

o Takeregularbreaksfromnearwork activities (use of electronic
media, reading, sewing).

12. Promoting ear/hearing health - 9.1
e Regularhearing check-ups.

e Seekadviceifyoususpecthearingloss.

e Cleanthe outerpartof the earwith asoft cloth.
e Followadvice onhow touse hearing aids.

o Don'tputthingsinside the ears.

e Don'tswimorwashindirty water.

o Don'tlistentoloudsoundsormusic anduse earplugsin
noisy places.

Furtherinformation on specific health andlifestyle advice inrelation
to the domains of intrinsic capacity can be foundin therelevant
chapters of this handbook.

MORE INFORMATION

00 WHO health topics: alcohol, tobacco. WHO;

2024 (https://www.who.int/health-topics/alcohol;
https://www.who.int/health-topics/tobacco).
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Community health workers
could consider asking

the following, or similar
questions:

¢ Haveyousmokedorused
any othertobacco product
inthe past12 months?

¢ How many portions of fruit
andvegetables do you eat
eachday?

e Doyoueverdrinkalcohol?

e Inthe pastweek, onhow
many days have you been
physically active for a total
of 30 minutes ormore? For
example: walking, cycling,
cleaning, gardening,
climbing stairs, dancing or
playing sport?

3.1.4
Screening and prevention of risk factors for
cardiovascular diseases

Cardiovasculardiseases (CVD) are a group of disorders of the
heartand blood vessels such as coronary heart disease and
cerebrovasculardisease (e.g. heart attack, stroke). In 2021, they
were the leading cause of death globally (15), with high prevalence
inolderpeople (16). Therisks for CVD include behavioural factors,
such astobaccouse, anunhealthy diet, harmful use of alcohol and
inadequate physical activity; and metabolic factors, including high
blood pressure (hypertension), high blood cholesterol and high
blood sugar(diabetes).

Giventhe high prevalence of CVD among older people, and high
rates of undiagnosed hypertension (17) in some contexts, Step 1 of
the ICOPE care pathway provides animportant opportunity to raise
awareness among older people, and where possible, identify the
risk factors (Box 3.1). Health workers can provide individual advice
and counselling to older people forwhom behavioural risk factors
are identified, with the aim of encouraging behavioural change.

Counselling for healthy lifestylesinrelationto CVD involves
guiding and supporting an older person toward making changesin
certain behaviours toreduce therisk of CVD and other conditions
(diabetes, lung disease and cancer) as well as declinesinintrinsic
capacity such as cognitive decline and visionimpairment.

Abrief counsellingintervention between a community health
workerand an olderperson (and carers, where appropriate), during
abasic assessment canidentify potential problems, provide
information and motivate and assist the older person to change
theirbehaviour. The 5As tool (Ask, Advise, Assess, Assist, Arrange)
canbeusedtoidentifyrisk factors and support behaviour change.

Box 3.1 Screening for hypertension

Alongside the provision of information and support for behaviour
change, community healthworkers may also be able to screen
forhypertension. Blood pressure canbe measuredinthe
community, if community healthworkers or other stakeholders
have the appropriate training and equipment and are able torefer
the personto primary care for furtherassessment and treatment.
Screening for hypertensionif referral pathways are notin
place and treatmentis not accessible is unethical.

Measuring blood pressureis the only way to diagnose
hypertension, as most people withraised blood pressure
donothave symptoms. Foraccurate blood pressure
measurement:

o Usetheappropriate cuff size.

o Askthepersontositwiththeirback supported,legs
uncrossed, withanempty bladder, relaxed for 5 minutes,
not talking.

o Takeatleasttworeadingsanduse the secondreading.

Ingeneral, hypertensionis diagnosed on two visits on
different days: if the systolic blood pressure readings are >
140 mmHg and/or the diastolic blood pressure readings are

> 90 mmHg. If hypertensionis diagnosed, the person should
bereferredto primary care for furtherassessment and
treatmentincluding for other metabolic risk factors (diabetes
and cholesterol). They should be giveninformation onthe
risks associated with hypertension and the importance of
attending for furtherassessment.

MORE INFORMATION

P

¢’ HEARTS: technical package for cardiovascular

disease managementin primary health care:
healthy lifestyle counselling. WHO; 2018
(https://iris.who.int/handle/10665/260422).
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3.1.5
Community-based health care to address losses
inintrinsic capacity

When abasic ICOPE assessmentidentifies potential loss of
intrinsic capacity, community-based health care can be provided
by community health workers with the support of other community
stakeholders, andin partnership with healthworkersin health care
facilities, in some contexts. These interventions are important
insettings where anin-depth assessmentat aprimary care
facility may not be possible, where organizing oraccessing a full
assessment may take time, orwhereitis thought the olderperson
may choose not to attend. Feasible interventions to deliveracross
contexts andresource settingsinclude (see therelevant chapter
fordetailedinformation):

e Cognitive stimulation, physical exercise and advice for family
members and carers for cognitive decline. 5.2

o Physical exercise programmes forlimited mobility with
consideration of safety concerns.— 6.2

e Balanceddietincluding high protein foods forundernutrition.

7.2

e Provisionofreading spectacles and screening for
hypertension forvisionimpairment.— 8.2

e Communications advice forhearingloss. - 9.2

e Stressmanagementincludingrelaxationtechniques for
depressive symptoms and pain.— ,6.5.2

e Provisionof advice and information about available
community services and activities for social participation and
support. >11.1

e Provisionof advice andinformation about available
community services to support carers. - 12.2

e BladdertrainingtomanageUl.—>15.2
Ifin doubt about whether orhow anintervention can be safely

provided, referto an appropriate health care worker with
knowledge.
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3.2

Undertake anin-depth
assessment at a primary care
facility

Anin-depthassessment of healthand social care needs ataprimary
care facilityis critical to be able to provide appropriate services

and support. Aninitial stepis to gainabetterunderstanding of the
olderperson’slife by taking amedical history, including current

If during this assessment, another
olderperson, forexample, a
spouse, isidentified within the
family, theirneed forintegrated
care should also be considered and
abasicICOPE assessment offered,
as appropriate.

medications, and by asking about theirvalues and priorities
fortheirlifeincluding health andits management, their social
context, andidentifying key family members, otherrelatives and
friends.

Anin-depth assessmentis likely to require a trained health
worker(s) such as anurse ordoctorundertaking scheduled visits
orappointments. There are three key elements to anin-depth
assessment;investigating and confirmingimpairment of intrinsic
capacity; evaluatingunderlying diseases andrisk factors; and
assessing the person’s social and physical environment. These
three elements can be undertakeninany order (unless otherwise
stated). Based onthe findings of all three elements, potential
interventions should be identified. Each specific care pathway
providesinformation onwhat to considerin the assessment and
forinterventions, which shouldinform a single consolidated
personalized care plan.

3.2.1
Assess loss in intrinsic capacity

Apotentialimpairment of intrinsic capacity needs to be confirmed
by applying the tools/tests, that are locally available and validated.
Examples of tools and tests are presented in each care pathway
(Chapters 5-10).

3.2.2
Assess for associated diseases and risk factors

As people age, the likelihood of having diseases, suchas CVD,
hypertension, diabetes, cancer, chronic obstructive pulmonary
disease, osteoarthritis, osteoporosis, cataracts and dementia,
as wellas multimorbidity (the coexistence of two or more chronic
conditions)increases.

While somerisk factors, such as arthritis, can present with
symptoms, others, like hypertension and diabetes, may remain
asymptomatic foryears. Therefore, ensuring their early detection
inprimary careis crucial. WHO provides arange of guidance to
address early detectionand management of noncommunicable
diseases, includingrisk-based CVD managementand dementia.
Blood pressure measurements should be conducted for all adults
duringroutine visits to primary care facilities, including at the first
presentation, and, if normal, periodically thereafter. Apersonwith
elevated blood pressure readings requiresimmediate follow-

up as perthe established protocol. Fordiabetes detection, it
isrecommended to testindividuals presenting with symptoms
using fasting plasma glucose (FPG) orrandom plasma glucose.
Additionally, asymptomatic adults aged 40 and above with abody
massindex (BMI) greaterthan 25 should be tested using FPG.

People’simmune systems also tend to weaken over time, putting
olderpeople athigherrisk forcertaininfectious diseases. An
olderpersons’ vaccination status should be monitored toreduce
vaccine-preventable diseases.

Some diagnosesincluding multimorbidity or polypharmacy (= 4.2.4)
may require specific diagnostic tests, equipment and specialized
skills that are not always available in primary care. Depending on
the setting, referralto secondary- or tertiary-level specialized
servicesmay be needed.
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3.2.3
Assess social and physical environments

Anin-depthassessment of the social and physical (built) environments
athome, inthe community and broadersociety and theidentification
of any needsforsocial care and supportare bothrequired.

Socialenvironmentsinclude living conditions, financial security,
loneliness (relationships), access to community activities and public
services, freedom from abuse, among others. If needs for support
are identified, services should be provided to enable older people to
dothe thingsthatareimportanttothem. Anolder person mightneed
social supportregardless of theirlevel of intrinsic capacity.

Anolderperson’s need forassistive productsused onordirectly
by the body (e.g. hearing aids, walking sticks, wheelchairs) can be
assessed by healthworkers with training.—> 4.2.2 An assessment
of the physical environment athome and home surroundings,
undertaken through asking questions to the olderperson or
through home visits, where possible, canhelp informnecessary
environmental modifications, includingidentifying any need for
assistive products, risk of falls, and how to make the environment a
saferand more accessible placetolive.—>4.2.5

If an older personhasasignificantlossinintrinsic capacity, social
care (personal care and assistance with daily activities) might be
needed. Social care needs can beidentified by asking anolder
personwhetherthey can performvarious daily tasks without the
help of others, and should consider needs and preferences for care
athome, within the community andininstitutions, and who could
provide that care. This caninform specific needs for LTC services
(where available) and theirinclusionin a personalized care plan.

The pathwayin Chapter 1l presents a set of questions forassessing
and addressing social care and supportneedsingeneral. In
addition, each care pathway notes possible social care and
support needs specific to the intrinsic capacity domain and
conditions. =

Itisalsoimportant to consider the potential care and support
needs of family and other carersinvolvedin the care and support
of anolder person. Family carers, particularly those living with the
personthey care for, may feel there are constant demands. They
are unlikely to have received any training and may well not have
any support. This canlead to burnout, which hasimpacts for the
carer’'smental and physical health and for the quality of care they
are able to provide. Need forrespite care should be considered.

The pathwayin Chapter12 presents a set of questions for
assessing and managing carers’ needs. In addition, each care
pathway notes specific support carers might needinrelation to
intrinsic capacity domains and conditions. = 12

MORE INFORMATION

& Guideline for the pharmacological treatment of

hypertensionin adults. WHO; 2021
(https://iris.who.int/handle/10665/344424).

HEARTS: technical package for cardiovascular
disease managementin primary health care:
evidence-based treatment protocols. WHO; 2018
(https://iris.who.int/handle/10665/260421).

HEARTS: technical package for cardiovascular
disease managementin primary health care:
risk-based CVD management. WHO; 2020
(https://iris.who.int/handle/10665/333221).

WHO package of essentialnoncommunicable
(PEN) disease interventions for primary care. WHO;
2020 (https://iris.who.int/handle/10665/334186).

WHO clinical treatment guideline for tobacco
cessationin adults. WHO; 2024
(https://iris.who.int/handle/10665/377825).
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3.3
Develop a personalized
care plan

Personalized care planningis a humanistic approach thatmoves
away fromthe traditional disease-oriented methods andinstead
focusesonolderpeople’sneeds, values and preferences.

The processrecognizes the person’s skills and strengths, their
experiences, the things that matter most to them, and their
social context. Apersonalized care plan guides all aspects of
healthand social care and support andis essentialin ensuring the
integration of these services and how the older person accesses
them. Theresults of anin-depth assessment across the domains
of intrinsic capacity and any identified potentialinterventions,
asoutlinedin Chapters 5-13, should be brought togetherinto a
consolidated personalized care plan, taking the following points
into consideration:

e Interventions should be agreed based onthe olderperson’s
goals, loss of intrinsic capacity, diseases andrisk factors and
opportunities to promote an enabling environment.

e Apersonalizedcare planshouldinclude interventions
delivered within primary care, with referrals to specialized
care where needed. It should alsoinclude social services,
and be adapted to the settingsin which the services will be
provided (home, community, institution), as appropriate.

e Sustained, regularfollowup withreassessmentis essential
forthe effective delivery of integrated care.

¢ Community-based services shouldbeincluded, and canbe
delivered by community stakeholders.

3.3.1
Define and set the person-centred goal(s)

The starting point fordeveloping a personalized care plan should
be the olderperson’s goals, identified through discussion with
ahealthworker, ideally adoctorornurse, led by acase manager
orcare coordinator. Adoctor ornurse can fulfiltherole of case
manager/care coordinator. Health workers mustinvolve the older
person (and their carer(s), where appropriate) in decision-making
about theirown care, andrespect theirneeds, values, preferences
and priorities. Taking thisapproach can mark a transformational
shiftinthe way health workersrelate to olderpeople.

Foramultidisciplinary team (Box 3.2) supporting an older person,
aunifying goal of optimizingintrinsic capacity and functional
ability can be helpful to ensure the integration of care and ability

Box 3.2 Multidisciplinary team

Amultidisciplinary team brings together the peopleinvolved
inanolderperson’s care to provide abroadrange of services
through acoordinated andintegrated approach. The
composition of amultidisciplinary teamin primary care will
vary by setting, but may include doctors, nurses, community
health workers, social care workers, therapists (physiotherapy,
occupational, speech andlanguage, psychological), carers,
care workers, pharmacists and volunteers. Depending on
the capacity of health and social care systems, a core team
comprising asmallnumber of health workers most directly
involvedinthe provision of care could be established, with
others broughtinto discussions asand when possible.

How members of multidisciplinary teams work together,
asateam,iscrucial. There are things that can help facilitate
effective ways of working, including: having anidentified care
coordinator or case managerwho facilitates the work of the
team;joint meetings to share insights and concerns; shared
record keeping; andinclusion of a diversity of professions and
disciplines, whichreflect the needs of the personreceiving
integrated care.
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tomonitorprogress. Anolder person’s goals, which should be at
the centre of the plan, can go beyondreducing the directimpact
of diseases, to also address aspects that enable them to do what
theyvalue most, suchasto ageindependently and safelyinplace, to
maintain their personal development, to be included and to contribute
to theircommunities while retaining theirautonomy and health.

Apersonalized care plan can be developed with any older person,
including those with significant multiple losses of intrinsic capacity
whichmay beirreversible and those facing the end of life. A
discussionbetween ahealthworkerand anolder person should
considerany concerns the older person might have inrelationto
deathanddying and determine any medical treatment or care the
olderpersonwould not want. Foranolder person, facing a serious
illness with alimited prognosis, special considerationis needed to
identify a person-centred goal within the context of the expected
disease trajectory.

Apersonalized care plan shouldinclude timebound goals. In
additionto goals forthe mid-tolong term, itisrecommended
toinclude short-term goals toleverage more immediate
improvements or benefits, with aview to keeping older people
motivated and engaged.

How to set person-centred goal(s)

An example of how a healthworkercanundertake a person-
centred goal-setting exercise with an older person, their family
members and carers, where appropriate, is provided below. The
planshouldbe based ontheresults of anin-depthassessment
andtheinterventions that could be providedinresponse. The
approachshould be adaptedto the local context.

Identify goals, by discussing:

e Thethingsthatmattermosttothe olderpersoninall parts of theirlife.
¢ Somespecificgoalsthe olderpersonhasintheirlife.

o Somespecific goalstheyhave fortheirhealth.

o Threegoalstheywouldlike tofocusonintheshortterm(e.g. next
3months)andlongerterm(e.g. 6-12months).

Setgoals - these canbe adaptedtothe olderperson’sneeds and
theirowndefinition of problems by discussing:

o Whatspecificallyaboutgoal one, two or three they wouldlike to
work onoverthe shortandlongerterm.

e Whattheyare currently doing about the goal(s).

e Whatwouldbe anidealyetpossible targetfortheminachieving
the goal(s).

Prioritize goals - agreement on prioritized goals of care between
anolderpersonand ahealthworkerwilldemonstrate improved
outcomes. Prioritization canbeinformed by discussing:

¢  Whichofthe goalstheyare mostwilling towork oninthe short
andlongerterm - eitherby themselves orwith support froma
healthworkerorcare coordinator.

Source:Javadietal; 2018. Adapted from original by Health Tapestry
(http://healthtapestry.ca).
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3.3.2
Developing an integrated personalized
care plan

Developing anintegrated personalized care plan that addresses
alldomains of intrinsic capacity forwhichlosses have been
identified, isimportantbecause somelosses share some
underlying physiological and behavioural determinants. As aresult,
interventions have benefits across domains.

Forexample, muscle strength
trainingis the key intervention
to preventand manage loss
of mobility, while at the same
time, indirectly protecting
againstdepressive symptoms
and cognitive decline and
helping to prevent falls.

Forsome people with significantloss of intrinsic capacity across
severaldomains, anin-depth assessment may suggest that their
impairments are unlikely to reverse. This may be, forexample, in
the presence of disability due to injuries ordiseases (e.g. stroke)
orprogressiveillness such as dementia or Parkinson's disease.
The personalized care planwillneed to take into account the
likely trajectory as well as follow-up planning, which might need
to continuelifelong. The balance among modification of intrinsic
capacity and treatment of diseases, palliative care and provision of
social care and support,including carer’s support, would change
overtime.

Three main steps canbe followedin the development of a
personalized care plan:

1. Review findings and discuss opportunities toimprove intrinsic
capacity, functional ability, health and well-being:

During adiscussionto setgoals, theresults of thein-depth
assessmentandsuggestedinterventions fordifferentloss(es)
of intrinsic capacity should be reviewed. Prioritization of
interventions forinclusioninacare plancanbe guided by the
urgency of anissue fromaclinical perspective; the likelihood
of success of theintervention; the widerimpact addressing a
specificissue might have, includinghow addressing one loss
may impact the ability to address another; the predictable
burden of interventions; and take into consideration what the
olderpersonfeelsismostimportant tothem.

Inorderto determine potentialinterventions, health workers
willneed comprehensive knowledge of available services and
resources across bothhealthandsocial sectors.

Agree oninterventions

Thisagreement should have concurrence from the older
person, basedoninformed consentandbeinline with their
goals, needs, preferences and priorities; include components
of self-care and self-management; accommodate physical
andsocial environments; and include carer support, where
needs areidentified. Each potential intervention should be
discussed one by one with the older person. The examples

of potential components of a personalized care planare
foundinBox 3.3 (p. 38).

Inmany cases, the proposed interventions will require inputs
from health workers across sectors and disciplines. Ideally,

one case manageror care coordinator should coordinate a
multidisciplinary team (Box 3.2, p. 35) that willbe involvedin
the assessment, development, implementation and monitoring
of acareplan. Apartnership betweenthe older person, their
carers and the multidisciplinary teamisimportant to sustain the
olderperson’swell-beingwhere they live.

Finalize and share the care plan

The healthworkeridentified as the case managerorcare
coordinator should documentin the care planthe agreed
interventions and share the plan with the older person,
theirfamily members and carers (as appropriate) and the
multidisciplinary teaminvolvedin their care, with the older
person’s consent. If interventionsinthe care planrequire
referral, the older person should be given guidance about how
to make appointments and how health workers can support the
process. Anexample care plancanbe foundinthe Annex.
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Goal(s)informed by the priorities and preferences of the
olderperson.

Self-care and self-management to promote health and
well-being

Community-basedservices and support. Social
prescribing provides ameansto connectolderpeopletoa
range of non-clinical servicesinthe community toimprove
healthandwell-being (Box11.1, p.124).

Apackage of multicomponentinterventions to prevent
and manage lossesinintrinsic capacity. Most care
planswillinclude interventions to improve nutrition and
encourage multimodal exercise.

The management of underlying diseases, geriatric
syndromes (e.g. falls, Ul) andrisk factors, including for
CVD.

Periodic vaccination, including COVID-19 and annual
influenza as well as othervaccines, depending on the
schedule of vaccination by country.

Amedicationreview to identify inappropriate
medications, andissuesregarding access, adherence
and practicalities formedication.—>4.2.4

Box 3.3 Potential components of a personalized care plan

Where applicable, the management of any advanced
chronic conditions and life-threateningillness, including
through palliative care, to ensure that older people can
continue tolive lives of meaning and dignity and that their
rights are protected.—>4.2.3

Social care and support,including environmental
adaptations, suchashome adaptationand the provision
and maintenance of assistive products; social support
with the help of family members, friends and community
and otherservices; personal care and assistance with daily
activities, that canbe delivered athome, inthe community
andinstitutions (day centres, care homes and otherLTC
facilities).

Supportforcarers, based onadiscussionwith the carer(s).
This couldinclude advice onhow to provide particular
types of care and support, tips for self-care, opportunities
forrespite, psychosocial support, access to financial
support,and support with grief and bereavement.

Referralto specialized care, including rehabilitation
services, palliative care and geriatric care, where needed
and available, throughlocalreferralmechanisms.

Anagreed follow-up date to ensure any changes or further
losses areidentified and care canbe modified accordingly.
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Monitoring the implementation
of the careplanandregular
reassessment with the older
person are vital forachieving
agreed goals.

3.4
Implement and monitor the
personalized care plan

Collaboration and coordination between members of a
multidisciplinary team drawn from different levels and types of
health and social care services, and guided by a care coordinator
orcase manager, are essential forimplementing the interventions
agreedinapersonalized care plan. Suchanapproach promotes
early detection of complications, including any adverse effects
of interventions and enablesidentification of any challenges
related to acute events andillnesses, and changesinsocialroles
orliving situation. It also allows forlossesinnew or additional
domains of intrinsic capacity to be identified. Regular monitoring
helps avoidunnecessary emergencies and saves costs by
enabling early action. Regular follow up also enables frequent
contactbetweenthe olderpersonand theirhealthworkers,
supporting the maintenance of a successful relationship.

The frequency of follow up isinformed by the intensity of the
carerequired, types of interventions being provided and the
person’s social context, and should be determined by the care
coordinator orcase managerand agreed withthe olderperson.
The care coordinator orcase manager can provide reminders
of allappointments, including those scheduled to conduct a
reassessment. Follow up with older people can be providedin
differentways, includingin-person meetings and by phone or
video call. The most appropriate mechanism foreachindividual
should be determined by the health worker and agreed with the
olderperson(and carerwhere appropriate).

The follow-up processincludes, butis notlimited to:

e Ensuringsuccessfulimplementation of each step and
intervention of the care plan.

o Proactive enquiry toidentify possible side-effects or
unanticipated consequences of the intervention.

e Repeatingthebasicand/orin-depthassessmentand
documenting any changes.

e Summarizing outcomes, barriers and complications of
implementing the interventions.

e« Identifyingchangesandnewneeds.

e Adaptingthe care planasrequired.
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3.5
Communication skills

Across all steps of the ICOPE care pathway in primary care,
effective communication by health workers and community
stakeholdersis key to ensuring the successful delivery of a
person-centred continuum of integrated care.

Healthworkers conducting anin-depth assessmentand
developing acare planwillneed to take theirtime to properly
engage with the olderpersoninorderto build trust. To enable this
to happen, anappropriate environmentis needed thatis conducive

Aswell as being mindful of the
way they talk andlisten to older
people, health workers should
be aware of nonverbal forms of
communication, including body
language and theimportance of
observing the behaviour of both
the olderpersonandany carers
orrelatives present.

tothe olderpersonfeelingable tobe openabout any challenges
they may have and their preferences, choices and goals.

There are anumber of points health workers and community
stakeholders should bearin mind when communicating with an
olderperson. Most are useful forconversations with everyone but
should be bornein mind particularly inrelation to ageism within
the health system, anditsimpacts.

o Whenfirstmeeting anolder person, make sure to use the
proper culturally appropriate form of address and avoid
using familiar terms (e.g. “dear”). After building arapport, ask
the person how they would like to be addressed.

e Berespectfulandavoid ageist attitudes and words or
phrases. You should not take anything for granted or make
assumptions about anolderperson,including on their
capacities forcommunication without testing them (e.g.
hearing, cognition) (Box 1.1, p. 3).

« Considerthe setting,and the need to balance privacy and
the older person’s autonomy with inputs from their carer(s)
where necessary or helpful. Only when deemed necessary
due to specificloss of intrinsic capacity, such as cognitive
decline, andinline with legal frameworks, should a carer or
otherpersonbe asked to speak on behalf of anolderperson.

Considerthe setting from the perspective of the person’s
mobility, ensuring thatitis fully accessible (e.g.fora
wheelchair).

Sitat a suitable distance from the person and withanopen
posture.

Consider any potential sensitivitiesregarding genderand,
where appropriate and possible, offera health worker of the
same gendertomeetwith the olderperson.

Before starting, let the older person know how long you
would like to talk to them forand check they are happy to go
ahead. Considertaking breaksif necessary.

When asking questions try nottorush, avoidinterrupting
and distractions, maintain eye contact and show empathy.
Use open questions where appropriate, thatencourage
the personto share theirexperiences, feelings and
perspectives.

Adapt communication approach andlanguage to ensure
understanding. Forsome older people this might mean sticking
to one topic atatime, avoiding giving too muchinformation at
once, using short, simple words and sentences, speaking slowly
and clearly and avoidingjargon.

Practise active listening by occasionally summarizing what
the olderpersonsays, reflecting aparticular pointback and
clarifying by putting the person’s feelingsinto words.

When communicating with an older person with hearing loss,
adoptappropriate communication strategies.— 9.2.1

When communicating with an older person with vision
impairment, ensure adequate lighting, check if the person
has broughtand uses spectacles, make sure allinstructions
and materials are clearand typedinlarge font, and consider
recordinginstructions, using diagrams, aids ordevices.—> 8.6

Make sure recommendations are clear and understood by
the older person (and carer, where appropriate). Provide
clearly written notes about recommendations, prescriptions,
future schedules andreferrals.

Be mindful of and observe forany warning signs of abuse or
neglect.—>11.4



Stakeholders and cross-cutting
services for the ICOPE care pathway

in primary care

Implementation of the ICOPE care pathway in primary care requires
the engagement of arange of stakeholders and collaborationand
coordination across sectors and services. Anumber of factors,
focused onwho should be involved, what services willbe needed
and how they could be delivered should be considered when
planning toimplement ICOPE. These factors will be determined
by the local context, (= 14.2) including the structure and
mechanism of primary care, the availability of specialist services,
andthe presence and capacity of community stakeholders. In
some instances, healthworkersin primary care, may need to
make referrals to specialists at otherlevels of the health system
(secondary, tertiary) or social system, where this expertise, or
service does not exist within primary care.

Key points

Successfulimplementation of the ICOPE care pathwayin
primary carerequires the engagement of arange of different
stakeholders across the healthand social care sectorsand the
community.

Olderpeople’smeaningful engagement and empowering carers
are key enablers across all steps of the ICOPE care pathway.

Community stakeholders should be meaningfully engaged and
appropriately supportedinthe delivery of integrated care for
olderpeople.

Where referral to specialized care isneeded, coordinationand
collaborationamong healthworkersisimportant.

Cross-cutting services and supportinresponse tolossesacross

multiple domains of intrinsic capacity should be providedina
holistic andintegrated way.

4
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4.1
Engagement of stakeholders

4.1.1
Meaningful engagement of older people

Olderpeople’s proactive engagement with and support for ICOPE
andintegrated care more broadly is fundamental toits success
and cancontribute to anincreased sense of empowerment

and self-fulfiiment. Thisengagement can take two forms: older
people’sengagement with theirown health and well-being
through the ICOPE care pathway; and broaderengagement

to support healthy ageing within theircommunities, including
through older people’s clubs and associations. Age-friendly cities
and communities help ensure the meaningful engagement of older
people. Examples of therole older people’s clubs orassociations
canplayinthe delivery of integrated care are provided. > 4.1.3

Akey first step to achieve thisengagement s prioritizing co-
designinservices,improving services based onolderpeople’s
feedback and shared decision-making as key principles when
adapting all steps of the care pathway to local context. Efforts
should be made toraise awareness among older people through
locally appropriate and available channels highlighting the
opportunity ICOPE provides for older people to be centrally
involvedintheirown care and to state theirown preferences and
goals.— 3.3.1 Care plans should include components of self-
care and self-management to empower older people (Box 4.1).
Information campaigns, if well designed, can also help toraise
awareness of ageism, including self-directed ageism (Box 1.1, p. 3)
and abuse of older people. > 11.4

Box 4.1 Self-care and self-management
forolder people

Support forself-care and self-managementinvolves
providing older people and their carer(s) with the information,
skillsandtools they needto promote theirhealthand well-
being, reducerisk factors, manage theirdiseases, prevent
complications, maximize theirintrinsic capacity and maintain
theirfunctional ability.

Thisdoesnotimply thatolderpeople willbe expectedto “go
italone” orthatunreasonable orexcessive demands willbe
placedonthem.Instead, itrecognizestheirautonomyand
ability todirect theirown care, in consultation and partnership
with healthworkers, theirfamilies and other carers. All older
people should be provided with healthand lifestyle advice,
irrespective of theirlevels of intrinsic capacity. = 3.1.3

The WHO mobile health forageing (mAgeing)initiative can
complement healthworkers’ routine care by supporting self-
care and self-management. By delivering healthinformation,
advice andreminders through mobile phones, itencourages
healthy behaviours and helps older people toimprove and
maintain theirintrinsic capacity.

MORE INFORMATION

& Be healthy, be mobile: ahandbook on how to

implement mAgeing. WHO; 2018
(https://iris.who.int/handle/10665/274576).

Voice and meaningful engagementin the

UN Decade of Healthy Ageing: a discussion paper.
Decade of Healthy Ageing Platform; 2023
(https://www.decadeofhealthyageing.org/find-
knowledge/resources/publications/detail/voice-
and-meaningful-engagement-in-the-un-decade-
of-healthy-ageing-a-discussion-paper).
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WHO defines community
engagement as “aprocess of
developingrelationships that
enable stakeholders to work
togetherto address health-related
issues and achieve positive health
impact and outcomes” (18).

4.1.2
Empowering and supporting carers

Carers, mostlywomen and girls, play afundamentalrolein caring
forolderpeople and supporting theiradherence to a personalized
careplanandshouldbe empoweredinthisrole. The demands

of caregiving and carers’ need for supportis acknowledged, in
particularregarding the provision of training and advice for carers
toensure they are able to provide the best quality care possible;
and ensuring adequate supportto protect carers’ own health and
well-being. The main areas of support carers will likely benefit from
are accesstorespite care, psychological support, financial support
and support fortheirown healthand well-being. = 12 Thisis
particularlyimportantif acarerisanolderperson,inwhich case they
should also be offered abasic ICOPE assessment.

4.1.3
Engaging community stakeholders

Around the world, community stakeholders play a centralrole
inthe care of older people as highlighted by many ICOPE pilot
projects (19).

Therole of community stakeholders depends onthelocal
context - the types of organizations andinfrastructures that
existandtheirareas of focus and capacities, including human
resources. They canraise awareness of older people’srights

and entitlements, support the views, experiences and opinions
of olderpeople and theircarersto be heardin programme and
service delivery planning processes. They canalso advocate
fornecessary changesto systems and services, including

rapid changesinresponse to evolving needs. Community
stakeholders cansupport the establishment and organization of
mechanisms forolder people and othercommunity stakeholder’s
engagement. They have aroleinholding service providers and
otherstoaccount,including through adirectrole inmonitoring
and evaluation. If community stakeholders, including community
healthworkers, areinvolvedinthe direct provision of services and
support forolderpeople, they should be appropriately trained,
supported, supervised and monitored.

The health care system owes aresponsibility to work appropriately
withand supportits partners, particularly community organizations,
volunteers and carers. While community stakeholders often act
asabridge betweenolderpeople and healthworkers and can
fillsome gapsin formal service provision, they should not be
expectedto provide services that are the responsibility of health
andsocial care systems.

Therightsand well-being of individual community members who
engage, whetheras carersorinapaid, unpaid orvoluntaryrole,
should not beinfringed upon, ornegativelyimpacted by their
engagement. Theirhealthand well-being should be protected.
Box4.2(p.44)provides self-care advice forcommunity health
workers and other community stakeholders.

Dependingontheircapacity, community stakeholders may be able
tosupporteach step of the ICOPE care pathway in primary care
(Chapters 5-13). Examples of possible engagementinclude:

Community venues or spaces (e.g. town halls, social care centres,
postoffices, religious and community meeting spaces) can

be usedto organize events forbasic ICOPE assessments and
awarenessraising on healthy ageing, forexample, to combat
ageism and break down stereotypes around “normal ageing”
andincrease knowledge and understanding of healthin older
age, rights and entitlements. Community stakeholders can
encourage olderpeople’s attendance. Health workers can work
with community organizations to offer outreach basic assessments
through older people’s clubs orassociations and by organizing
home visits, at which older people eligible fora basic assessment
canbeidentified. During a basic assessment, community health
workers and other trained community stakeholders can provide
various types of tailored advice, support and community-based
healthcare.—>3.1.3
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Box 4.2 How to practice self-care for
community stakeholders

Dos
Setboundaries betweenyourpersonallife and work.

Try to make aroutine and organize your daily activities
to balance work, family and free time.

Take time to eat, drink water, sleep, rest, reflect and
relax.

Build healthy habits, like exercisingregularly and
avoiding alcohol, tobacco and other harmful
substances.

Be aware of your emotions and try torecognize
situations that may affect your feelings.

Talk to family and friends and ask for support.

Connectwith colleagues and find ways to help each
otheratwork.

AN N N N U U

Reachoutto ahealthworker if youneedhelp.

Don’ts

Don’tforceyourself to do things that make you feelbad.
Don’troutinely exceed yourworking hours.

Don’t thinkyou’re alone and don’t need help.

Don’tfeel that talking about beingunhappy is asign of
weakness.

X XXX

Source:mhGAP community toolkit: Mental Health Gap Action Programme
(mhGAP). WHO; 2019.

Step 2: In-depth assessment

While in-depth assessments should be conducted by health
workers at a primary care facility, community stakeholders can play
aroleinensuring access through organizing or providing transport
forolderpeople, aswellas supporting health workers to assess an
olderperson’s social and physical environment. They could also
follow up with older people afterabasic assessment to ensure they
understandtheirresults, and where relevant, the importance of
havinganin-depthassessmentand follow up.

Step 3: Personalized care plan

Care plansshouldinclude social care and support, whichmay be
provided by community stakeholders. It may therefore be useful

to engage with them during the development of acare planto
understand theirservices. Community stakeholders canalso
supportabroader mapping exercise, detailing what services and
support are available locally, whetherdelivered by community-
based organizations, local government authorities orlocal
businesses and for-profitactors. Thisinformation canthenbe
providedto healthworkers, care coordinators or case managers, to
inform the development of personalized care plans.

Step 4: Implementation and monitoring

There are multiple waysin which community stakeholders can
support this step of the pathway:

e« Organizingand managing social care and support, such as day
centres,home-based care services, lunch clubs to encourage
socialdining, meal/food delivery services and services
providing support with household tasks.
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Organizing group exercise activities and social events

to support participation and tackle socialisolationand
loneliness, forexample, through supporting older people to
use digitaltechnology to stay connected with family, friends
and the community.

Running events andinformation campaigns to support
self-care and self-management, both forolderpeople and
theircarers.

Supporting access to health care facilities and services,
through deliveries of medications, providing transport and
offeringregularvenues andtimes foroutreach services,
including healthcamps andvaccination events.

Establishing and facilitating support groups, including peer
supportforolderpeople and carers, and groups focused on
specificissues, to support psychosocial well-being.

Liaisingwithlocal businesses and facilities toraise awareness
around specificissues, forexample, providing shops, cafes,
market and kiosk venders with tips about how best tointeract
with someone with cognitive decline orasking local facilities to
make theirtoilets available to older people.

Building up aresource bank of information and advice on

how to access otherservices and support, such as financial
support,localmeal deliveries, home repair, cleaning or
gardening services. These types of support canbe particularly
important for carers, who may struggle to find the time for
these activities. Accessing such services canhelp toreduce
the demands oncarers’ time and their subsequent stress, and
enable themto give a greater focus to the person they are
caring forwhile also taking breaks forthemselves.

Monitoring the implementation of ICOPE and holding service
providers (both non-profit and for-profit) and policy-makers
to account forcommitments they have made to the delivery of
integrated care forolderpeople.

4.1.4
Collaboration and coordination among
multidisciplinary health workers

Collaborationand coordination between health and social care
workers drawn from different levels and types of health and social
care are essential forthe successful delivery of integrated care
forolder people.— 3.4 Although healthworkers at primary care
facilities can provide many services and specialized services
might be available at primary care in some contexts, collaboration
is key to ensuringreferral pathways are in place that can enable
timely access to specialized services, including for the provision
of acute care, and to the social sector.

This coordination and collaboration canbe guided by a care
coordinatororcase managerand should be supported by
amultidisciplinary team (Box 3.2, p. 35). Specialist health
professionals may berequired, in cases where more specialized
knowledge and skills are needed than can be provided by trained
healthworkersin primary care. Thisincludes, butis notlimited

to, ophthalmologists, audiologists, psychologists, dentists, and
health professionals for geriatric care (Box 4.3), rehabilitation
services and palliative care.

Box 4.3 Geriatric care

Specialistsin geriatric care play animportantrole, where
available, inthe delivery of integrated care forolder
people,including during acute episodes andinthe
management of long-term conditions. Geriatric careis
provided by geriatricians, supported by geriatric nurses
and otherhealth professionals. Geriatricians, specialized
doctorsinthe care of older people, have expertise to
assessand manage older people’s healthneeds and their
social consequences, including geriatric syndromes
such as falls, Ul, pressure ulcers and delirium, andin the
management of polypharmacy. Geriatricians and geriatric
nurses work with older people to enable autonomy and
should be akey part of a multidisciplinary team and can
support otherteam members.
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4.2
Integration across services
and sectors

Alongside coordination and collaboration between different
stakeholdersinvolvedin the delivery of the ICOPE care pathway
andintegrated care more broadly, integration across services and

Different health and social care
services needto be brought
togetherand providedina

way thatrespondsto anolder
person’s holistic needs, rather
than addressing specific
losses of intrinsic capacity or
conditions, one by one.

sectorsis fundamental. Forexample, losses across anumber of
domains of intrinsic capacity increase an older person’srisk of falls.
Therefore falls prevention services and support should address all
lossesandriskfactorsanolderpersonhas. The following services
and support are likely to be requiredinresponse to multiple losses
and conditions.

4.2.1
Rehabilitation services

Rehabilitationis a set of interventions designed to optimize
functioning (“functioning”isanumbrellatermusedinthe
rehabilitation sectorforbody functions, body structures, activities
and participation), alleviate pain and reduce disability. Itis effective
inshorteningrecovery time, preventing complicationsrelated to
acute and chronic conditions, and improvingintrinsic capacity

and functional ability. Interventions forrehabilitation comprise
therapeutic techniques and procedures, exercises and training
(e.g. muscle-strengthening exercises, cognitive training, breathing
exercises, training foractivities of daily living [ADL], social skills or
communication skills), provision and training in the use of assistive
products, and environmental modifications. Interventions for
rehabilitation also address self-management skills, including
provision of educationand advice onhealth conditions orself-
directed exercises, and carerand family training on care-related
techniques andtasks.

Rehabilitation services are typically provided by arange of health
professionalsincluding rehabilitation nurses and medical doctors,
psychologists, occupational therapists and physiotherapists.
However, health workers at primary care facilities canalso be trained
to provide alimited set of rehabilitationinterventions. Itisimportant
toempowerapersonreceivingrehabilitation services by educating
and advising, motivating and coaching, and providing support. Safety
considerations should always be applied to address any problems
that may arise during the provision of rehabilitationinterventions.

Interventions forrehabilitation may be required as aresult of loss(es)
of intrinsic capacity, inrelation to diseases andrisk factors and to
supportanolderperson’s socialand physical environments. WHO'’s
Package of interventions forrehabilitation outlines the interventions
forrehabilitation withinformation onworkforce needs, assistive
products, equipment and consumables. Examples across the
domains of intrinsic capacity include:

e Cognitive decline: Rehabilitationinterventions aimtoimprove
specific cognitive function and help individuals compensate
forcognitive decline. There are anumber of interventions
that canbe usedto stimulate memory with assistive products
includingmemory aids and pill organizers. Cognitive
stimulation therapy, cognitive behavioural therapy (CBT)
and cognitive training, are often provided by psychologists
oroccupational therapists as part of rehabilitation services,
depending onthe capacity of healthcare. > (5

e Limited mobility: Rehabilitationinterventions comprise
guided exercises and training but alsoinclude advice on how to
startand continue personalized exercise independently, which
fitsinto the person’s daily routine, and should check progress
on/against theinterventions being provided. The interventions
cantargetjointand muscle function, muscle strength and
associated painand swelling with musculoskeletal conditions
such as osteoarthritis, osteoporosis and sarcopenia. They can
alsoinclude anutritionintervention as an essential component
for people with limited mobility. > 6
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Undernutrition due to difficulties with swallowing (dysphagia):
Rehabilitationinterventionsinclude theinstruction and trainingin
differenttechniques and exercises such as postural techniques,
supraglottic swallowing, expiratory muscle-strengthening
exercises toimprove food sucking, chewing, manipulating food
inthe mouth, salivation and swallowing; and advice on modification
of food consistency. These techniques are practised repetitively
and, if feasible, performed self-directed. - 7

Visionimpairment: Rehabilitationinterventionsinclude

the provision of optical and non-optical and electronic
assistive products, advice to optimize the living environment,
orientation and mobility training and vision skills training, and
psychological support. = ' 8

Hearingloss: Interventions forrehabilitationinclude provision
and traininginthe use of hearing devices and assistive
products, and speech andlanguage therapy toenhance
perceptive skills and develop communication and linguistic
abilities. Interventions also include training in the use of sign
language and other means of sensory substitution, such

as speechreading, use of print on palm or Tadoma, signed
communication. Theseinterventions are often provided by
audiologists and speech and language therapists. - (9

MORE INFORMATION

§?

¢’ WHO'’s Package of interventions for rehabilitation.

WHO;2023(https://iris.who.int/handle/10665/370502).

Module 2: Musculoskeletal conditions
(https://iris.who.int/handle/10665/370503).

Module 3: Neurological conditions
(https://iris.who.int/handle/10665/370504).

Module 6: Sensory conditions.
(https://iris.who.int/handle/10665/370508).

Training in assistive products (TAP). TAP; 2024
(https://www.gate-tap.org/).

4.2.2
Assistive products

Assistive products (also known as assistive devices oraids)include
walkers, eating and drinking aids, spectacles, pill organizers,
incontinence products, devices that support memory and

hearing aids. They can support maintenance orimprovement

of anindividual’s functional ability and hence independence

by addressinglossesinintrinsic capacity, associated diseases

and necessary adaptations to an older person’s environment.

They canalsobe usedto prevent secondary complications, e.g.
diabetic footwear or pressure relief mattresses, and canlessenthe
demandsoncarers.

Appropriate assistive products should be discussed by trained
health workers to determine whatis needed. Stigmatizing
attitudes towards assistive products, linked to ableism, should be
considered and may need to be overcome to ensure olderpeople’s
use of such products. Atthe same time, unnecessary use may lead
toreliance, which couldreduce independence.

The following service provision steps are necessary to ensure the
appropriate use of assistive products:

1. Selectingthe best productforaperson’s needs.
2. Fittingthe productto suit the person.

3. Teachingthe person(andcarers)how to use and take care of
their product.

4. Ongoing monitoring toreview whether the person’s needs
have changed, and carry out any maintenance andrepair.

Assistive products canbe provided by the health sectorand/orthe
social sectorby personnelwith the appropriate competency. For
example, ahearingaidislikely to be provided by a health worker;
while the social care sectormay beresponsible forthe placement
and management of audio loops. Wheelchairs, canes and walking
frames will usually be provided by the health system and grab rails
andbarswithinaperson’shome may be organized andinstalled
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by social services. The types of products provided by different
sectors willdepend onnational systems. Itisimportant that both
anolderpersonand theircarer(s) are provided withinformation
about assistive products, where to access them specific to their
location, theiruse and maintenance.

Some simple assistive products canbe provided by health workers
inprimary care with some additional training. This canreduce the
need formultiple appointments at different specialist services.
WHO’s Training in Assistive Products (TAP) is available to support
training of healthworkersinidentification and provision of arange
of simple assistive products. Itisanonlineresource with training
modules organized by six streamsincluding vision, hearing,
cognition, communication, mobility and self-care (personal care).

Examples of assistive products for different domains of intrinsic
capacity areincludedinthe social and physical environments
sections of Chapters 5-13.

4.2.3
Palliative care

Palliative careisanapproachthatimproves the quality of life of
patients and their families who are facing problems associated with
life-threateningillness and helpsthemtolive asindependently and
actively as possible. It prevents andrelieves suffering through the
earlyidentification, correctassessment and treatment of painand
otherproblems, whetherphysical, psychosocial or spiritual. It also
includes servicesto help families cope with emotional, social or
spiritual distress during the patient’sillness and during bereavement.

Palliative care should be provided by a multidisciplinary teamin
primary careincludinginolderpeople’shomes, according to their
needs and preferences and delivered using anintegrated approach
alongside any symptomrelieving or curative treatments being
offered. Allhealthworkers should have basic palliative care skills to
manage symptoms, prescribe essential palliative care medicines
(including morphine and other opioids), and incorporate palliative
careinto apersonalized care plan. Where available, specialized
palliative care, can help manage complex painand othersymptoms,
and address multidimensional suffering.

Advance care planning should be part of usual practice. Discussion
and documentation of a health care proxy decision-maker and
aperson’s preferences about future care areimportant. These
discussions shouldinclude information about preferred location of
care and place of death (e.g. home, LTC residential facility), choices
related to medical treatmentsincluding transfer to hospital and
highintensity care which may be potentially life-sustaining but
impose a significantburden and potential suffering, important
spiritual practices and practical matters surrounding death.

Inolder people expected to experience significant declines,
particularly in their cognitive capacity or ability to communicate,
discussing and making decisions about end-of-life care early, is
essential. These conversations should be conductedin a sensitive
manner, bearing in mind individual and cultural perceptions and
attitudes towards death and dying and understanding of what
palliative careis and the benefits it provides.

MORE INFORMATION

& Palliative care: symptom management and end-

of-life care. WHO; 2004 (https://iris.who.int/
handle/10665/68535).

WHO guidelines for the pharmacological and

radiotherapeutic management of cancer painin adults
and adolescents. WHO; 2018 (https://iris.who.int/
handle/10665/279700).

Integrating palliative care and symptom relief into
primary health care. WHO; 2018 (https://iris.who.int/
handle/10665/274559).
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4.2.4
Inappropriate medication(s) and polypharmacy

Olderpeople with multiple diseases may be more likely to present
changes of pharmacokinetics and pharmacodynamics. Togetherwith
physiological ageing of the metabolic/catabolic pathwaysimpacting
organsystems, includingrenaland hepatic functions, thereisan
increasedrisk of adverse drugreactions. Itis essential to ensure that
the medications are appropriate for the individual to gain the most
benefitswithleastharm.

Inappropriate medication(s) are present when medicineis
prescribed thatisnotornolongerneeded, eitherbecause:

¢ thereisnoevidence-basedindication,theindicationhas
expired, orthe doseisunnecessarily high;

« medicine(s) fail to achieve their therapeutic objectives;

e one,orthecombination, of several medicines cause orare at
risk of causing adverse drugreactions; and

¢ thepatientisnotwilling orable to take medicine(s) as
intended.

Polypharmacyis commonly described as the daily use of five or
more medicines, whichinclude over-the-counter, prescription
and/ortraditionaland complementary medicines. This use of
multiple drugs can be associated with adverse drug reactions and
increases therisk of negative health consequences, resultingin
potentially avoidable lossesinintrinsic capacity and acute hospital
admissions.

Olderpeoplereceiving fragmented care orwho have been
hospitalizedrecently (care transition) and those with multimorbidity
are at greaterrisk of polypharmacy orinappropriate medications,
highlighting the importance of integrated person-centred care.

Amedicationreviewis a structured evaluation of a patient’s
medicines with the aim of optimizing theiruse and improving
health outcomes. Because inappropriate medications and
polypharmacy can contribute tolosses across multiple domains
of intrinsic capacity, in-depth assessment shouldinclude areview
of medicines. Risks can be reduced by eliminatingunnecessary,
ineffective medicines aswell as medicines that share an active
ingredient, andreplacing with alternatives if the continuation of a
medicineisnecessary (Box4.4,p.50).

Community stakeholders canplay arole in addressing
inappropriate medications andimproving adherence to
treatments. Community healthworkers can work with local
pharmacists to ensure access to medications forolder people
inline withlocalregulations. They can also support older people
to take medication correctly and to provide community-level
education and awareness-raising campaigns on the safe use of
medication, including for pain.

MORE INFORMATION

&

Medication safety in polypharmacy: technicalreport.
WHO; 2019 (https://iris.who.int/handle/10665/325454).

4.2.5
Falls prevention

Declinesinany domain of intrinsic capacity canincrease therisk
of falls. The physical environment and the way a task or activity
isperformed canalso be factors. Itis thereforeimportant to
considerinterventions that address bothintrinsic capacity and
environmental factorsin efforts toreducerisks and prevent falls.
With training, health workers can assess therisk of falls. If ahome
visitis not possible, they can give generalinstructions to the older
person and/oracareronhow to identify home hazards and create
asaferhome environment.
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Box 4.4 How to prescribe appropriately and reduce medication errors

Obtainacomplete medicationhistoryincluding over-the-counter medicines and traditional,
complementary and herbal medicines, and medicines that have been stopped due to lack of
efficacy orside-effects.

Considerwhetherthe medicines may negatively affectintrinsic capacity.
Avoid prescribing before adiagnosisis made exceptinsevere acute pain.
Try non-pharmacologic treatment first, where appropriate.

Review medicationsregularly, including afterany majorhealth event orhospital discharge (care
transition) and before prescribing anew medicine.

Monitorany adverse effects, druginteractions and toxicity of medicines.

Try touse one medicine to treat two ormore conditions (e.g. antidepressants toimprove mood and
manage sleep disorder) and identify opportunities toreduce medicines.

Provide a pill card and make pill organizers available.

Educate the olderpersonand carerabout each medicine including symptoms of potential side-
effectsand whento alerthealthworkers and the importance of checking expiry dates.

If new symptoms occur, checkwhether they could be theresult of adverse drugreaction.

Use pictures orvisual aids to explainif an older personhasliteracyissues or otherdifficulties with
readingand be aware of any hearing loss that might affect communicationand understanding.

Note:Ifindoubtabout whetheramedicationcanbe safely stopped, referto anappropriate health care worker with
knowledge (e.g. pharmacist, geriatrician).

A full assessment of the risk of fallsincludes:

o Takingahistory of falls, including details of the activities being
carried out.

¢ Anassessment of:

- Intrinsic capacity: mobility thatincludes muscle andjoint
function, gait, balance and flexibility; vision; cognition.

- Cardiovascularandneurological status.

- Urinary urgencyincontinence, ornocturia (waking to urinate
at night).

- Footproblemsincluding deformities of feet and peripheral
neuropathy due tounderlying diseases such as diabetes
and arthritis.

- Fearof falling.

e Anassessmentof the physical environmentinthe home and
home surroundings to find possible hazards.

¢ Reviewof medications suchaspsychotropic medicines.

Some people willneed furtherassessment and management
forconditions such as syncope (blackouts), epilepsy and
neurological disorders such as Parkinson’s disease. A full
assessmentand management of a person’srisk of fallsrequires
specialized knowledge.

Therisk of falls canbe reduced by:

e Improvingthe olderperson’sbalance and coordination
through multimodal exercise such as Tai chi.

e Identifying the need forhome modifications and adapting
theirphysical environment. A person’s specific losses of

This mightinclude reducing clutter,removinglooserugs and slippery
floor surfaces or coverings, smoothing out bumpsinfloors and steps,

moving furniture and other hard objects to create a wide, unblocked

usual walking path, improving lighting and access to the toilet, especially
atnight, adding handrails to stairs and grab barsin the bathroom. Aramp
tothe main doorway will make it easier for people who use wheelchairs

and others with difficulty climbing steps.

intrinsic capacity will guide what environmental adaptations
are mostimportant.

o Identifyingthe need forassistive products such as spectacles
forvisionimpairment and suitable footwear, andreferral
forassessmentand prescription. Older people should be
encouraged towear enclosed sturdy shoes around the house,
ratherthanslip-onfootwear.
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e Medicationreview toidentifyinappropriate medications and
withdrawal of unnecessary orharmful medicines.

e Forthosewithvisionimpairment specific changes canbe
made tothe home andinaperson’susual areas of movement
to make daily tasks and leisure activities saferand easierand
toreduce therisk of falls. —>8.6.2

- Improvelighting: goodlightingis particularly important
fornearvision. Install lightsin hallways, stairs, cupboards
and small, dark spaces to provide directlight. Lightis
best coming from the side of the person (without creating
shadow).

- Reduce glare: brighterlightis usually better. But glare from
the sunor bright lights can bother some people.

- Create contrast: good contrast withinand between objects
makes them easierto see, find oravoid. Use high contrast
marking on the edges of steps (particularly for those with
visioninonly one eye), coloured plates so that food stands
outincontrast, use ablack penforwriting, colour the
handles of household and kitchen tools to make them more
visible and safer (e.g. wrapping a knife handle with brightly
coloured adhesive tape or painting it).

Health workers can offeradvice on things to be aware of related to
housing and age-friendly initiatives.

Community stakeholders may be able to support efforts
towards age-friendly environmentsinside and outside the home,
including through age-friendly home programmes orinitiatives
tomap and audit the local area. This could take the form of
auditing green spaces, access to benches and public toilets and
local services and facilities. Mapping problem areas, including
where overgrown bushes and grass encroach onwalkways,
fallenobstacles suchas trees androcks block walkways,

and holesin paths, can provide information that community
stakeholders, including older people’s clubs orassociations, can
use to advocate forlocal authorities to make repairs and ensure
upkeep. Relevant community stakeholders may also be able to
work withlocal authorities to undertake this work if appropriate
training, support and compensation are provided.

MORE INFORMATION

Step safely: strategies for preventing and
managing falls across the life-course. WHO; 2012
(https://iris.who.int/handle/10665/340962).

Integrated care for older people (ICOPE)
implementation pilot programme: Findings from
the 'ready’' phase. WHO; 2022

(https://iris.who.int/handle/10665/353553).

Global Database of Age-friendly Practices. WHO;
2024 (https://extranet.who.int/agefriendlyworld/
age-friendly-practices/).

WHO Global Network for Age-friendly Cities and
Communities. WHO; 2024 (https://extranet.who.
int/agefriendlyworld/who-network/).

51


https://iris.who.int/handle/10665/340962
https://iris.who.int/handle/10665/353553
https://extranet.who.int/agefriendlyworld/age-friendly-practices/
https://extranet.who.int/agefriendlyworld/age-friendly-practices/
https://extranet.who.int/agefriendlyworld/who-network/
https://extranet.who.int/agefriendlyworld/who-network/




Cognition

Care pathway to manage
cognitive decline

Cognitive decline presents differently ineach person, and it may
includeincreased forgetfulness, loss of attention, language
difficulties, changesinjudgement andreduced ability to solve
problems. Itis associated with conditions including hearingloss,
and noncommunicable diseases such as depression, hypertension,
diabetes and Alzheimerdisease and other dementias. Other factors
forincreasedrisk of cognitive decline include lack of physical
exercise, socialisolationand alow level of education.

Cognitive declineis commonly accompanied by changesinmood,
emotional control, behaviour or motivation and it becomes of
greatest concernwhenitstarts tointerfere with a person’s ability to
function effectively in theirenvironment (dementia). It has physical,
psychological, socialand economic impacts, not only for the person
with cognitive decline, but also for their carers, families and society at
large. Cognitive decline and dementia are not part of normal ageing
and many people willnot experience cognitive decline ordementiain
olderage. The estimated prevalence of dementiain people over 60
yearsoldin 2019 varied by region from2.9%in South East Asiato 6.5%
in Europe. The global prevalencerisesrapidly withage, from1.1%in
peopleaged 60-64t0 35.9%inthose aged 90 and over(20).

Key points

Health workers inthe community can conduct a basic
assessment forcognitive decline using a set of questions.

Promoting a healthy lifestyle, including physical exercise,
cognitive stimulation and social engagement, can optimize
brain health, including for those with cognitive decline.

Carers of people with cognitive decline or dementianeed
advice onhow to best provide appropriate care as well as
support fortheirown healthand well-being.

Forapersonwithdementia, amore specific, targeted or tailored
approachisneeded.

Community stakeholders canraise awareness of cognitive
decline, stressing that people with cognitive decline or
dementia should not face stigma ordiscrimination and their
rights and dignity should be protected. They can support
people with cognitive decline to remain socially connected.
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Regardless of result:
PASS [

ASSESS @ Provide health and lifestyle advice,

. including strategies to reduce risk of © Physical exercise, cognitive stimulation,
(BASIC) coatec el < 6 and advice for family members
andcarers > 5.2

Care pathway to manage
cognitive decline

. @ Conductbasic assessmentregularly
@ Referto primary care

....................................

mf cognitive decline LIKELY ﬁcognitive decline UNLIKELY ASSESS
® Physicalexercise - 6.1 ® Provide health and lifestyle (IN-DEPTH)

advice to reduce the risk of A,BandC

® Provide: > 5.4
v = cognitive decline = 5.1

o Cognitive stimulation therapy
e Cognitive training

First, identify
o Cognitive behavioural therapy

and treat potential

Assess causes (see B¢)

@ Ifcognitive decline affects autonomy and independence, cog nition @o
see mhGAP intervention guide (dementia)
00 https://iris.who.int/handle/10665/250239

Reassess

Assess Assess
social and physical environments for diseases andrisk factors

e Social care (maintaining daily routines) @ Delirium

and support needs # Inappropriate medication(s)

¢ Need for assistive products (e.g. memory aids) @ Cerebrovascular diseases

.
e Carers' support needs o Cardiovascular diseases

@ Consider potential interventions @o « Urinary incontinence
@ Consider potential interventions @e

DEVELOP/I IMPLEMENT
a care plan & MONITOR
Consolidate interventions, considering results of A, Band C


https://iris.who.int/handle/10665/250239
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Need for specialized knowledge
and training

Management of people with multiple diseases or
delirium, and with social contexts, including being
socially isolated, that require a more comprehensive
approach

Management of behaviours and psychological
symptoms associated with dementia, such as walking
about, apathy (appearing uninterested), agitation,
aggression, delusions, and hallucinations

Provision of cognitive behavioural therapy (5.4.3)

) Table 5.1 Example of brief cognitive assessment tools for use in primary care

@0 Assess cognition - 5.3

In-depth assessment of cognitive capacity should
use alocally validated tool. Table 5.1 provides a list of

.........................................

options for assessing cognitionin primary care
facilities.

TOOL/TEST

(% Mini-Cog

https://mini-cog.com/download-the-mi-

ni-cog-instrument/

¢ Montreal cognitive assessment (MoCA)

https://mocacognition.com/paper/

00 Mini mental state examination (MMSE)
https://www.parinc.com/products/pkey/237

(& General practitioner assessment of

cognition (GPCOG)

http://gpcog.com.au/index/downloads

¢ Rowland Universal Dementia
Assessment Scale (RUDAS)

https://www.dementia.org.au/professionals/
assessment-and-diagnosis-dementia/rowland-
universal-dementia-assessment-scale-rudas

ADVANTAGE

Brief; minimal language,
educational andracial bias; can
be an alternative screening tool

Can identify mild cognitive
impairment; available in
multiple languages

Widely used and studied

Minimal cultural and
educational bias; available
inmultiple languages

Minimallanguage, educational,
and socio-cultural bias

DISADVANTAGE

Use of different word lists may
affect scoring

Educational and cultural bias; limited
published data; and training and
costimplications (e.g. copyright)

Subject to age and cultural bias;
ceiling effects; and training and
costimplications (e.g. copyright)

May be challenging to get
aninformant’s report

Limited published data

TIME

2-4min

10-15min

7-10 min

5-6min

10 min

What is dementia?

Dementiais a chronic and progressive syndrome due
to changesin the brain. While Alzheimer disease is the
most common form, dementia can be caused by a
variety of diseases and injuries to the brain. Dementia
results in decline in cognitive functioning, and
interferes with memories and skills needed to carry
out everyday activities such as washing, dressing,
eating and personal hygiene as well as managing
finances and personal affairs and household chores.
Other common symptoms include deteriorationin
emotional control, social behaviour and motivation .

@e Interventions for diseases and risk factors > 5.5

N

Delirium

electrolyte metabolic abnormalities) and treat (5.5.1)

Inappropriate medication(s)

Cerebrovascular and

A\ 4

cardiovascular diseases

Urinary incontinence

\ 2\ 4

> @ Identify cause (severe dehydration, infection, medication,
® Reviewmedicationand withdraw or prescribe alternatives (5.5.2)

® Management of diseases and reduce risk factors (5.5.3,5.5.4)
® SeeUlcare pathway = @

@e Interventions for social and physical environment - 5.6

Social care and support needs

[ J
[
[ J
Need for assistive products ———> @

Carer'ssupportneeds ————> @

Provide personal care and support with activities of daily living (11.6)

Enable social participation and ability to maintain daily routines (5.6.1)

Identify and manage risk of falls at home and home surroundings (4.2.5)
Provide guidance on memory aids (notes, reminders and calendars) (5.6.2)

Provide advice (5.2.3) and training on how to support an older person

with cognitive decline and support for the carers’ well-being (12.4)
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5.1

Health and lifestyle
advice toreduce the
risk of cognitive decline

Community healthworkers and community stakeholders can

give olderpeople and theircarers advice onhealth and lifestyle
behaviours and strategies toreduce therisk of cognitive decline,
alongside more general advice. = 3.1.3 This advice remains relevant
forpeople with cognitive decline, forwhom prevention of further
loss may be possible. Specific targeted advice may also be useful for
people with cognitive decline.

Forallolder people, the importance of:
e Managingrisk factors for CVD.

« Doingcognitive training through repetitive practice toimprove
memory.

o Doingregularcognitive stimulation activities, undertaken
alone, includingreading, playing games, learning something
new and playing music.

¢ Beingsocially active and engaging with the community
(e.g.interacting with children and grandchildren, practising

hobbies, listening to and discussing news and current affairs).

e Managinghearingloss and depression.> (9 10

For older people with (potential) cognitive decline, the
importance of:

¢ Understandingthe nature of their condition, available
treatment options and support.

Theinformation canbe provided through one-to-one
conversations, group meetings and discussions and awareness-
raising campaigns. These broadercampaigns are importantin
challenging often widely held misconceptions around cognitive
decline. Communities need to be educated tounderstand that
cognitive declineisnota “normal part of ageing” and to tackle
harmful cultural beliefs around cognitive decline as “punishment”
or “witchcraft” and the stigmatization and abuse that can happen
as aresult. Stigmaanddiscrimination heightenthe already
significant psychological, social, emotional and financialimpacts
that dementia has onindividuals, their carers, families and
communities.

5.2
Community-based
health care to address
cognitive decline

If an olderpersonisidentified with potential cognitive decline
through abasic ICOPE assessment, and anin-depth assessment
isnotimmediately available, community health workers and
community stakeholders can provide support with physical
exercise, cognitive stimulation and advice for family members.

5.2.1
Physical exercise

Being physically active may reduce therisk of (further) cognitive
decline. Avariety of physical exercises, including aerobic exercise
withmoderate intensity as well as balance and muscle strengthening
exercises suchasTaichi, have positive effects on cognitive function
and everyday function (21)(22)(23). Community stakeholders can
supportolderpeople toundertake physical exercise (three to four
times perweek for 30-45 minutes formore than 12 weeks) through
setting up and running exercise programmes and making these
programmes accessible and affordable. =
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5.2.2
Coghnitive stimulation

With training community health workers and other community
stakeholders can support anolder person through cognitive
stimulation. Depending on the setting and the capacity of the
community stakeholders, individual or group sessions canbe
organizedinamore orless formal way, such as organizing aline
dancing group, chess club orlanguage class. Groups are efficient
if the members of the group share acommon purpose.

5.2.3
Advice to family members and carers

Providing practical advice for daily life to family members and
carers might be helpfulin supporting them to care foranolder
person with cognitive decline.

e Supportanolderpersonwithwritingdown appointments,
settingreminders and having a calendar on the fridge orwall
with these appointments and an order of tasks throughout the
day.

e Supportthesocialcare needs of anolderpersonwith
cognitive decline, including through developing plans
for ADL.

¢ Provide orientinginformation, such as the date, current
community events, identity of visitors, weather, news of family
members.

e Encourageandarrange contactand activities with friends and
family members athome andinthe community.

e Make and keep the home safe toreduce therisk of falls and
injury. >4.2.5

e Postsignsinthe home to help the person find theirway about
(e.g.forthe toilet, bedroom, doorto outside).

e Arrangeforandjoininsocial activities (as appropriate to the
person’s capacities). = ‘ 10

Learnabout and understand the nature of the condition
of the person they are caring for, and available treatment
options and support.

Importance of taking care of theirown health and
well-being. > 12

MORE INFORMATION

&

Risk reduction of cognitive decline and
dementia: WHO guidelines. WHO; 2019

(https://iris.who.int/handle/10665/312180).

Field test version: mhGAP community toolkit: Mental
Health Gap Action Programme (mhGAP). WHO; 2019
(https://iris.who.int/handle/10665/328742).

Towards a dementiainclusive society: WHO toolkit
for dementia-friendly initiatives. WHO; 2021
(https://iris.who.int/handle/10665/343780).
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5.3
Assess coghnition

Cognitionis aprocess associated with thinking, thatincludes
reasoning, remembering, judgement, problem-solving and
planning. Animportant step, before any diagnostic tests for
cognition, istoidentify and treat any reversible causes (¢). 2 5.5

Almost all standard cognitive assessments used for the basic
assessment ordiagnosis of cognitive decline assume a minimal
amount of education (Table 5.1, p. 55). If aperson haslow levels
of education, orthey areilliterate, cognitive assessment can be
limited (24)(25). Othersociocultural factors, such aslanguage to
be used and socioeconomic status, can also affect the efficacy
of anassessment. These factors should be considered and
where necessary interview and clinical judgement should be
usedinstead. For these individuals, enrollinginan adult literacy
programme (if available)is highlyrecommended, as it promotes
brain health.

The care pathway outlines two different paths based on theresults
of anin-depth cognitive assessment. Those assessed to have
normal cognition should still be assessed for diseases and risk
factorsandsocial and physical environments.

Apersonwith cognitive decline, should also be assessed for
difficulty with ADL orinstrumental activities of daily living (IADL).
Theirbasic assessmentresults forotherlinked domains of intrinsic
capacity, such aslimited mobility, hearingloss and depressive
symptoms should also be verified and anin-depth assessment
conductedasnecessary.—» 6 (9 10 Thisinformationis
important forintegrating interventionsrelated to otherlossesin
intrinsic capacity and social care and supportneeds as partof a
personalized care plan. > (1

5.4
Manage cognitive
decline

Interventions to manage cognitive decline should always be
provided as part of acomprehensive personalized care plan
addressing the underlying diseases (e.g. CVD), symptoms such
asdeliriumandrisk factors, along with interventions that address
otherdomains of intrinsic capacity.

Forapersonwithdementia, a more specific, targeted or tailored
approachisappropriate. Referral to those with specialized
knowledge might be neededin cases with multiple associated
diseases ordelirium and with behavioural and psychological
symptoms such as walking about, apathy, agitation, aggression,
delusions and hallucinations.

In addition to physical exercise and cognitive stimulation,

which canbe provided in the community, there are multiple
otherways to manage cognitive decline. Cognitive stimulation
therapy, cognitive training, CBT, and referral to rehabilitation
services ( 4.2.1), should be considered in alignment with

the WHO Mental Health Gap Action Programme (mhGAP)
guideline formental, neurological and substance use disorders.
Theseinterventions are often provided by psychologists or
occupational therapists, but canbe delivered by a trained health
worker at a primary care facility with supervision. Local protocols
should be applied forreferral to specialists.

Prescription of anti-dementia medicines for cognitive decline
without diagnosis of dementiais notrecommended. Health
workers need to be trained and supervised to ensure competence
in diagnosis and monitoring for the prescription of anti-dementia
medicines.
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Providing materials such as
newspapers, radioand TV
programmes, family aloums and
householditems can promote
communication, orientan

older person to current events,
stimulate memories and enable
the personto share and value
their experiences.

5.4.1
Cognitive stimulation therapy

Cognitive stimulation therapy encompasses a variety of approaches
includingreality orientation, validation, and/orreminiscence.

The standard group approach emphasizes social interaction by
stimulating multiple cognitive functions simultaneously and involves
up to 14 themed sessions of about 45 minutes each, held twice
aweek. Typically, a session might start with some non-cognitive
warm-up activity and then move to a variety of cognitive tasks,
includingreality orientation (forexample, aboard displaying such
information as place, date and time), led by a facilitator. Sessions
focus ondifferent themes, forexample, childhood, use of money,
word games, cooking ormusic. These activities generally avoid
factualrecallbutinstead focus on questions such as: “What do
these (words or objects) haveincommon?”

5.4.2
Cognitive training

Cognitive training refers to arange of techniques that are applied
to engage thinking and cognition with various degrees of breadth
and specificity. It targetsisolated cognitive functions (e.g. memory)
withindividual, repetitive practice of standardized cognitive tasks.
Forexample, placing five everyday items (e.g. cup, pen, key)ona
table, studying them fora minute, covering them with a cloth and
thentryingtorecalltheitems. To progress the exercise, a greater
number of items canbe used and the time between covering the
items andrecall canbe extended. The goalsinclude improving
ormaintaining cognitive processes oraddressing theimpact of
impairmentin cognitive processes on associated functional ability
indaily life.

Itisimportant to encourage family members and carers toregularly
provide older people withinformation such as day, date, weather,
time and names of people, which helps them to remain oriented in
time andplace.

5.4.3
Cognitive behavioural therapy

Cognitive behavioural therapy (CBT)is anumbrella term covering
awiderange of psychological approaches thataimtoimprove
affective function. CBT focuses on the process of thoughtrather than
content to help people accept theirthoughts. CBT can have positive
effects oneveryday functioning and quality of life, and reduction of
depressive symptoms as acomorbid condition. =

MORE INFORMATION

& Optimizing brain health across the life
course: WHO position paper. WHO; 2022
(https://iris.who.int/handle/10665/361257).

mhGAP guideline for mental, neurological and
substance use disorders, [3rded.]. WHO; 2023
(https://iris.who.int/handle/10665/374250).

mhGAP intervention guide for mental,

neurological and substance use disordersinnon-
specialized health settings, version 2.0. WHO; 2016
(https://iris.who.int/handle/10665/250239).
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5.5

Assess and manage
associated diseases
andrisk factors

Anassessment of diseases andrisk factors for cognitive decline
should start by identifying and treating possible causes (@).
Commonreversible conditions andrisk factors that can

cause cognitive declineinclude delirium, medication(s) and
cerebrovasculardiseases. Insome cases, treatment of these
conditionsresultsinimprovementin cognition. If cognitive decline
persists, furtherassessment will be required.

Uncovering areversible cause of cognitive declineinvolves a full
diagnostic work-up, sometimesincluding blood tests. [t may be
necessary to explore several different potential explanations of
symptomsto arrive atanaccurate approachforacareplan.

5.5.1
Delirium ¢

Deliriumis acute, fluctuantloss of the ability to direct, shift, sustain
andfocus attention. People also become confused about where
they are and what the timeis. Delirium develops overa short
period of time and tends to come and go during the course of a
day.Itcanbe accompanied by otherdisturbances of perception,
memory, thinking, emotions and concentration. Foraperson with
significant cognitive decline, including dementia, any sudden
changeincircumstances such as movinghome orabereavement
may precipitate a worsening of confusion or delirium. In most
people, the common precipitating factors areillness particularly
infection, dehydration, new medication, metabolic abnormalities
(such ashypoglycaemia, hyponatraemia, hypothyroidism, vitamin
deficiency), injury, substance intoxication or substance withdrawal.

5.5.2
Inappropriate medication(s) ¢

Two ormore medicines may interact and cause adverse side-
effects.—4.2.4 The potential harm of these medicines can also
outweigh theirbenefits forsome people. Theseinclude, but are
notlimited to: opioids, antidepressants, psychotropic medicines,
dihydropyridines, antihistamines and anti-muscarinics (26).

5.5.3
Cerebrovascular disease ¢

Vasculardiseaseinthe brainis closely associated with cognitive
decline. If the patient has a history of stroke or transientischaemic
event, then prevention of further eventsis the primary approach to
stop furtherdeclinesin cognition.

5.5.4
Cardiovascular diseases and risk factors

Cardiovasculardiseases andrisk factors, such as hypertension,
diabetes andhigh cholesterol, are modifiable factors for cognitive
decline. Therisk of developing CVD canbereduced by adopting
ahealthylifestyle. Early diagnosis and treatment of CVDs are
essential to prevent complications. Screening for hypertension
canbeintegratedinthe community by measuring blood pressure,
followed by a promptreferral. = 3.1.5,3.2.2 The early detection
of diabetes ataprimary care facility is encouraged by testing those
who are symptomatic, overweight orobese. Forthose with CVD,
supportshould be providedto ensure adherence to treatment,
including medication.

5.5.5
Urinary incontinence - (13

Urinaryincontinenceiscommonin people with cognitive decline
and should be assessed forand managed as appropriate.
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Community stakeholders
can help create age-friendly
and dementia-inclusive
environments, from outdoor
spaces to public services
(e.g. libraries, cafés) and
businesses.

5.6

Assess and manage
social and physical
environments

5.6.1
Social care and support - (n

With training and support from health workers, family members
and carers candevelop plans for ADL that maximize independent
activity, enhance functional ability, help to adapt and develop
skills, and minimize the need for support.

Forthose with dementia, specific measures may be needed to
support daily activities while keeping the person safe. These
measures should be commensurate with the person’s abilities,
changing as theircondition progresses. Forexample, someone
with more advanced symptoms of dementia should avoid driving,
avoid the use of gas for cooking, cook with someone else present
and carry anote with them with theirname and addressin case
they getlost.

Carerscanalsoinform friends and neighbours about the person’s
dementia, in case they getdisoriented and are foundin the
community. In some contexts, tele-assistance services may be
available thatinclude emergency buttons and other devices

to help older people with dementia stay safe athome andin
community settings, while also providing reassurance for carers.

5.6.2
Assistive products including memory aids

Assistive productsincludingmemory aids (notes, reminders and
calendars) canhelp apersonwith cognitive decline toremember
important things and to continue to live with some independence.
It canbe helpful to place notes and otherreminders around the
home, forexample, alist or pictures nearthe doortoremindthe
personwhat they should take with them when leaving the house.
Labelling cupboards so the person canidentify where to find
things, and labellingitems specifying theiruse, could also help. If a
smartphoneis available, alerts, apps and calendarfunctions canbe
usefulmemory aids. Using pill boxes or organizers can assist with
remembering to take medications as prescribed.

Notereminders caninclude:

e householdchores

e medicationsandwhento take them

e shoppinglists

e phonenumbers of close friends, family, emergency services
¢ howtoperformimportant tasks.

5.6.3
Optimize the physical environment to reduce
therisk of falls

An assessment of and modifications to the physical environment
canbeusefulinreducingtherisk of falls. >4.2.5
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5.6.4
Support for carers > 12

Caringforanolderpersonwith cognitive decline, including
dementia, canbe overwhelming. As cognitive decline progresses,
the personmay become forgetfulandincreasingly need help with
daily tasks. They may notrecognize relatives or friends and may
experience changesintheirbehaviourthat canbe distressingand
difficult fortheir carers to manage. These demands canputcarers’
healthand well-being at risk.

Itisimportant that carersreceive support fortheirwell-being
andinformation and training to support their ability to provide care.

Thiscanfocus ontheimportance of maintaining a daily routine,
identifying and modifying environmental fallsrisk factors, detailed
recording of fallsincidents (= 4.2.5), how to use assistive products,
whattodoinresponse to challenging behaviourand how torespond
when/if the personthey are caring fordoes notrememberthem.

MORE INFORMATION

& WHO iSupport for dementia: training and support
manual for carers of people with dementia. WHO;

2019 (https://iris.who.int/handle/10665/324794).
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Locomotor capacity

Care pathway to improve
mobility

Musculoskeletal healthrefers to the performance of the locomotor
system, comprising muscles, bones, joints, nerves and connective
tissues. Locomotor capacity is defined as the status of aperson’s
musculoskeletal system, encompassing endurance, balance,
muscle strength, function and power, andjoint function, and how
these change overtime (27). Mobility is the interaction of locomotor
capacity and aperson’s environment. Mobility is a critical
determining factor formaintaining autonomy andindependence.

Nutritional statusis closely associated withlocomotor capacity.
Pain alsoimpacts mobility, balance and coordination, which may
increase therisk of falls. There are effective strategies toimprove
and maintainlocomotor capacity and mobility in olderage.

&® !

Key points

Health workers inthe community can conduct a basic
assessment forlimited mobility with a simple test.

Amultimodal exercise programme, tailored to individual
capacities, preferences and needs, isthe mostimportant
approachtoimprove or maintainlocomotor capacity, alongside
nutritionalinterventions.

Health workers should assess pain andinclude pain
managementinterventionsinapersonalized care plan.

Assistive products can enable older people to maintain mobility
despitereducedlocomotor capacity.

Environmental adaptations to the home and home surroundings
cansupportthe functional ability of older people with limited
mobility.

Community-based organizations and older people themselves
cansupportadherence to physical activity including exercise,
through establishing theirown activities and peer support.

63



Regardless of result:

Provide health and lifestyle advice including
advice to promote physical activity = 6.1 Physical exercise programmes

Locomotor capacity Conduct basic assessment regularly uesllimtizse el ot

\ Refer to primary care
Care pathway toimprove

mobility O

............................. f-\ ASSESS
u (IN-DEPTH)
IF LIMITED MOBILITY IF NORMAL MOBILITY Assess L

(SPPB score 0-9 points) (SPPB score 10-12 points) mobility
@ Provide support for self-care and @ Provide healthand lifestyle Example: Short Physical
. ; . Performance Battery (SPPB) (A,BandCcan
self-management advice to promote physical activity be assessedin
Multimodalexercise ® Provide multimodal exercise with andpreventfalls - 6.1,4.2.5 @0 any order)
A multimodal exercise close supervision - 6.4.2
programme for people with ©® Considerincreasing proteinintake —>
limited mobility combines
different types of exercise with S >
emphasis on the core muscle
groups of back, thigh, abdomen
and lower body
Reassess

Assess . Assess

social and physical environments for diseases and risk factors
e Risk of falls inhome and home surroundings e Inappropriate medication(s)

« Need for mobility assistive products e Pain

e Musculoskeletal conditions
(e.g. osteoarthritis, osteoporosis and sarcopenia)

e Social care and support needs including with ADLs

e Carers' support needs (training on transfer)

e Urinary Incontinence

@ Consider potential interventions @e

@® Consider potential interventions @e

DEVELOPJ IMPLEMENT
acare plan \ & MONITOR

Consolidate interventions, considering results of A, Band C
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Locomotor capacity

Need for specialized knowledge and training e Interventions for diseases and risk factors >

« Rehabilitation for those with significant loss of intrinsic Inappropriate medication(s) Review medication and withdraw or prescribe alternatives (6.5.1)

capacity and multimorbidity (4.2.1) Pain Pain managementincluding through physical exercise and

e Management of chronic pain that limits activity (6.5.2) psychologicalinterventions (6.5.2)

Musculoskeletal conditions Management of diseases (6.5.3)
o Management of pain and multidimensional suffering,

associated with life-threatening illness (4.2.3) Urinary incontinence SeeUlcare pathway - (13

o Tailored exercise informed by an assessment of safety risks
(Box 6.1)

e Provision and maintenance of mobility assistive products (6.6.2) . . . .
e Interventions for social and physical environment =

Risk of falls Optimize physical environments at home and home surroundings (4.2.5)

Need for assistive products Provide mobility assistive products and advise on use and maintenance (6.6.2)
0 Assess mOblllty - Social care and support Provide personal care and support with activities of daily living (11.6)

needs

Short Physical Performance Battery (SPPB) Support access to health care and getting medications (6.6.3)

Carers' support needs Provide training on positioning and transfer of an older person

SPPB measures timed performance on three tasks, each scored out with mobility loss (12.4)

of four, for a total score from O (worst) to 12 (best).

Describe each test and ask if the person feels able to do it. If not,
score accordingly and move to the next step.

) ) Side-by-side stand: ->
1. Balance: Stand for 10 seconds with feet in each of the three Held for 10 seconds 1point
positions. Use the sum of the three scores. If any not attempted, @ ¥ NotheldforlOseconds O points Painis a unigue and unpleasant sensory and emotional
end balance tests. Not attempted 0 points experience that can limit activities and make daily life
2. Gait speed: time towalk 4 m difficult. It may cause discomfort, limit movement, affect
< 4.82 seconds 4points . Semi-tandem stand sl:\zep? ar:d sou:l ;|:>arlt|C|Ipat|oln.|It |s|af'felctej bylal pe:son s
4.82-6 20 seconds 3 points Held for 10 seconds 1point pl ysu:at, psyc Tjolglca , s<|><:|§ ,cu tfra ano| splrt|ltuell
. circumstances. Pain can also impact mood, motivation,
6.21-8.70 seconds 2 points .. Not held for10 seconds O points red e I ,p vatl
) ) overall well-being and depressive symptoms. It can be
> 8.70 seconds 1point Not attempted O points ) ) .
) ' acute butis often chronic (longer than 3 months) in older
Unable to complete O points
people. Severe pain associated with movement can limit
3. Chairrise: time torise froma chair five times . Tandem stand or prevent physical exercise. Addressing painincludes a
< 1119 seconds 4 points - Held for10 seconds 2p9ints comprehensive pain assessment, understanding of the
11.2-13.69 seconds 3points Held for 3to <10 seconds 1p0“j1t person’s goals for pain management and use of non-
13.7-16.69 seconds 2 points Held for < 3 seconds Opo!nts pharmacological and pharmacological approaches to
16.7-59 .90 seconds 1point 9 Not attempted O points achieve optimal pain control.
> 60 seconds orunable to complete O points

If any of the above are not attempted, end
Final SPPB score = sum of scores for the three tests above. balance tests
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Health and lifestyle
advice to promote
physical activity

Everyone should undertake regular physical activity. The benefits
are well established, including forolder people and those with pain.
The benefitsinclude helping to prevent and control CVDrisk factors;
reducing depressive symptoms and anxiety, and enhancing cognitive
function; promoting and maintaininglocomotor capacity and preventing
falls;and improving bone health thus preventing osteoporosis (28).

Community health workers and other community stakeholders can
provide advice on physical activity to all older people, including
those with potential loss of mobility. This advice can be provided
alongside the more general health and lifestyle advice.—> 3.1.3
Advice on physical activity should take into consideration the
person’sintrinsic capacity and socialand physical environment,
and cultural perceptions and acceptability of physical activity in
theircontext. Advice should also include the fact that activity thatis
toointense, including physical work, may not be beneficial.

Forallolder people and carers:

e Allolderpeople canbenefit from physical activity, regardless
of theirlevel of mobility.

e Everymove counts. Any amount of physical activity is better
thannone. Older people can start slowly, doing small amounts
of physical activity and gradually increase frequency and
intensity. Try walking, cycling, jogging, swimming, everyday
household tasks, gardening, dancing and sport.

¢ Toomuchsedentarybehaviourisunhealthy. Getting moving
andreplacing sedentary time with physical activity of any
intensity provides health benefits.

e Physicalactivity should be adjusted to aperson’s ability.

e Ahealthydietisalsoimportant. 2

Eachweek:

e Getatleast150 minutes of moderate intensity aerobic physical
activity oratleast 75 minutes of vigorous intensity aerobic
physical activity, oranequivalent combination of both.

e Aimfor300 minutes of moderate intensity activity or
150 minutes of vigorous intensity activity for substantial health
benefits.

o Exerciseatleast10 minutes atatime.

¢ Domuscle-strengthening activities thatinvolve allmajor
muscle groups 2 days ormore.

o Performphysical activity that enhances balance on 3 days or
more.

e Do multimodal physical activity combining both balance and
strength training on 3 days or more.

e Ifyoucannotexercise as muchasrecommended, be as
physically active asyou can.

Moderate intensity activity: heartis beating faster than usual, and
you are breaking a sweat. Carrying on a conversationis difficult but
notimpossible.

Vigorousintensity activity: heartis beating very fast, and you are
breathing hard. Carryingon a conversationis almostimpossible
andyou are likely sweating profusely.

For older people with (potential) limited mobility, to
prevent falls:

e« Certainactivitiescanhelp preventfalls,including balance activities
likeyoga.

e Adaptthehomeenvironmentusinglighting, contrastand the use of
colours, installation of handrails and grab bars.

e Practisinggoodfoot care and hygiene and wearing appropriate
footwear.
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Community-based
health care to address
limited mobility

Physical exercise

If an olderpersonisidentified as potentially having limited mobility
through abasic ICOPE assessment, and anin-depth assessment
isnotimmediately available, community health workers and other
community stakeholders can provide more specific advice and
facilitate access to community-level opportunities for physical
exercise. Thiscaninclude organized exercise classes,and more
informal groups and activities. Community stakeholders, including
olderpeople’s groups, cansetup physical exercise activities,

such as brisk walking groups, regular Tai chiclassesinalocal park,
oryoga classesinacommunity hall, organizing trained people to
guide these exercises. This will provide opportunities for social
engagement and peersupport, whichmay encourage older people
to stick with their physical exercise.

Ifindoubt about the safety of exercise, referto an appropriate
health care worker with knowledge ( ,p. 69).

Intergenerational activities could also be offered where
appropriate and desirable for older people. Community
stakeholders might be able to work withlocal authorities and
otherservice providers (e.g. religious gatherings, gyms) to secure
dedicated time forolder people’s exercise and toimprove the
physical environment through age-friendly cities and communities
programmes.
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Moreinformation onthe SPPB, what
itinvolvesand howitis scored can

be foundonp.65

mobility

Mobility canbe assessed more fully by using a physical
performance test. The short physical performance battery (SPPB)
(29)is one of the most commonly used and widely recommended
tools. Ithas superiormeasurement properties andis useful across a
range of capacities. The SPPB comprises abalance test, awalking
speedtestandachairrise test with scores added togetherto
determine aperson’s physical performance, includinglocomotor
capacity. If apersonuses assistive product(s), alternative or
modified tests, conducted with or without the product(s), canbe
considered.

This care pathway outlines two different paths based on the total
score. Those assessed to have normallocomotor capacity should
stillbe assessed for diseases andrisk factors and social and
physical environments.

The basic assessmentresults for otherlinked domains of intrinsic
capacity, such asundernutrition should be verified and an
assessment conducted asnecessary. > 7

Urinary incontinence should be assessed forand managed as
appropriate. > (13

limited mobility

Interventions to manage limited mobility should always be
provided as part of acomprehensive personalized care plan,
includingunderlying diseases (e.g. musculoskeletal conditions)and
factors contributing to limited mobility, such as pain orjointissues,
along withinterventions for other domains of intrinsic capacity.

Inaddition to promoting physical activity, including exercise
providedinthe community, there are multiple otherways to
manage limited mobility. Multimodal exercise programmes,
increased proteinintake andreferral torehabilitation services
should be considered.

Support for self-care and self-management

Support forself-care and self-management of physical activity
increases adherence and benefits, and helps to address pain.
People whose SPPB scores areintherange of 10-12 (considered
as normal mobility) can exercise ontheirownathome andinthe
community, as can those with alower score if advice, supportand
close follow up are provided.

Multimodal exercise

Forthose with limited mobility, a multimodal exercise programme
should be tailored to suitindividual capacity, needs and preferences
and provided with supervision to ensure the safety of exercise

( ,p.69). The use of safe and familiarequipment and careful
warming up and cooling down should be prioritized to prevent
injury. Consideration should be given to cultural perceptions and
gender-specific factors, includinginrelation to the acceptability
of exercise. Multimodal exercise canalso help reduce the risk of
falls. >4.2.5
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Where pain limits mobility, pacing exercise in manageable chunks of
time and slowly increasing physical tasks helps to build the body’s
resilience and manage pain. Painmanagement should be considered
and provided as appropriate alongside physical exercise. For people
with significant loss of locomotor capacity, exercise trainingin bed
orseatedonachaircanbe astarting point. For people with cognitive
decline ordementia, asimple andless structured exercise programme
may be more suitable.

Safety of exercise

Before giving advice on exercise orplanning an exercise programme, ask about
health conditions that would affect the type and intensity of the activity. If the person
answersyesto any of the following questions, a health professional should develop a
tailored exercise programme.

Have you experienced chest pain or palpitationsin the last month?
Have youhad aheart attack within the last 6 months?

Have you fainted orlost consciousness?

Have youfalleninthe past12 months?

Have youbrokenaboneinthelastmonth?

Doyougetout of breath doing ordinary daily activities athome, such as getting
dressed?

Whenyouwalk, doyouneedto use objects to support yourself, forexample, holding
onto furniture orleaningonanotherperson?

Doyouhave ajoint ormuscle disease that limits exercise?

Has a healthworkeradvisedyouto limit exercise?

If anolderpersonhas chronic conditions or significantloss of
intrinsic capacity or pain limits mobility, health professionals should

be consulted foradvice onthe type and amount of physical exercise.

Amultimodal exercise programme for people with limited mobility
should be designed with the local contextin mind, considering
the exercise facilities and equipment available. There are multiple
ways people can exercise and specific types of training can be
adapted. Agymand/orspecialistequipment are not necessary. A
programme forolder people with limited mobility shouldinclude:

e Strength/resistance training, whichrequires muscles towork
underload, using weights, resistance bands or body weight
exercises suchas squats, lunges and sit-to-stand exercises;
otherexamples are heavy gardening and climbing stairs. If
exercise weights are not available ahouseholditemcanbe
used, forexample, tins of food orbags of beans orrice.

e Aerobic/cardiovasculartraining, such as fast walking, cycling
ordancingthatincreases heartrate untilthe personisslightly
out of breath but can maintaina conversation;itisimportant to
warmup and cool down afteraerobic exercise by doing light
stretches and walking at agentler pace.

e Balance training, which challenges balance and coordination,
including static and dynamic exercises; can progress to
different surfaces and with eyes open and shut; examples
are standingononelegatatime andwalking heel-to-toeina
straightline.

e Flexibility training, whichimproves the extensibility of soft
tissues, such as muscle, and therange of joint movement;
examples are stretching, yoga, Tai chiand Pilates exercises.

The Vivifrail project offers a practical guide to developing a
tailored exercise programme, based onlocomotor capacity and
risk of falls (30).

Nutritionalinterventions, including the provision of dietary advice
suchasincreased proteinintake, canenhance the benefits of an
exercise programme. > 7
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Numeric rating scale for pain
O=nohurt

2 = hurtslittle bit

4 = hurtslittle more

6 =hurtsevenmore

8 =hurtswhole lot

10 = hurts worstimaginable
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associated diseases
andrisk factors

Inappropriate medication(s)

Some medicines canimpairorinterfere withlocomotor capacity yet
are sometimes still prescribed. The potential harm of these medicines
canoutweigh theirbenefits forsome people (37). These include, but
arenotlimited to, medicine that affects the central nervous system
including those with anticholinergic effects (e.g. benzodiazepines,
opioids, antidepressants). > 4.2.4

Pain

Paincan make anolderperson’s daily life difficult. Itisimportant that
painisassessed and managed.

Assess pain

Itis helpful torate the severity of pain as part of a person-centred
assessment, both to help with designing an exercise programme
and formanaging pain. Early identification of pain (severity

and cause) should be performed proactively to facilitate the
management of loss of locomotor capacity and depressive
symptoms. There are several pain scales such as numeric rating
scale and the Brief Pain Inventory (32). The numeric rating scale
isan1l-point scale for patient self-reporting of pain. The person
should be asked torate the severity of their pain, when the pain
is experienced (morning, during sleeping at night, during or after
exercise), and duration of the pain.

Manage pain

The goal of painmanagement (33)is torelieve painto alevel that
allows foranacceptable quality of life. Where painis a significant
barrierto movementand activity, a health professional with
specialized knowledge of painmanagement should develop pain
managementinterventions, including medications with close
monitoring, forintegrationinto a consolidated personalized care
plan, thatmay alsoinclude referral torehabilitation services or
palliative care.~>4.2.1,4.2.3

Community stakeholders, including older people’s groups, could
also provide advice and support forolderpeople living with pain,
including through establishing peer support groups.

Interventions for pain mightinclude:

¢ self-management,including staying physically active,
applyingheat and cold, changing posture and reducing
inactive posture, managing stress, including through
relaxationtechniques, sleeping well and modifying thinking
tofocus more on positive thoughts;

e physical exercises;

e manual therapy such as massage, joint manipulation andjoint
mobilization;

e psychologicaltherapyincluding CBT; =
e acupuncture;
e assistive productsto aid mobility; and

e medicationsuchasnonsteroidal anti-inflammatory medicines,
which should be used with extreme caution, due to substantially
increasedrisk of gastrointestinal adverse events andrenal
impairment. Where absolutely necessary, prescriptionrequires
careful attention to medical history, medicationreview, close
follow up and the shortest duration of treatment possible.

Painrelated to seriousillnesses

Painis one of the most frequent, serious symptoms experienced
by patients with seriousillnesses. Palliative care should be
provided, including for those with life-threatening or chronic
and/orprogressive diseases (e.g. dementia, chronic obstructive
pulmonary disease, cardiac failure) to prevent andrelieve suffering
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through the early identification, correct assessment and treatment
of painand otherissues. Painrelief might be required at all stages of
adisease, notonly atthe end of life. Such patients mustbereviewed
regularly, as they may require increasing doses of analgesia with

The benefit of painrelief must
be balanced against therisk of
adverse effects and overdose
that may resultinrespiratory
depression. Regular monitoring
isimportanttoreduce the

risks associated with opioids,
promoting early identification
of potential adverse effects.

progression of theirdisease. 2 4.2.3

Painrelated to musculoskeletal conditions

Musculoskeletal conditions thatimpairlocomotor capacity often
involve chronic pain. Aspecific biological cause of persistent
painis not always found. Holistic assessment and personalized
care fromabiopsychosocial perspective, therefore, addresses
multiple factors that may be associated with pain - physical
factors such as muscle strength, range of movement and
endurance, psychological well-being such as coping with pain
andsocial factors.

Chronic low back pain

Chronic/recurrent low back pain (LBP) (longerthan 3 months)is
commonly experienced by older people inadditionto pain from
othermusculoskeletal conditions. Chronic LBP resultsinhighlevels
of disability and apronounced impact on quality of life. Since health
workers may identify underlying disease or structural lesions (e.g.
arthritis, old fracture) among older people, their clinical judgement
and acomprehensive approachis critical to diagnose chronic
primary LBP. The WHO guideline fornon-surgical management of
chronic primary low back painin adults in primary and community
care settingsrecommends 10 interventionsrelated to education,
physical, psychological, medicines and multicomponent
interventions (Table 6.1). Besides these interventions, mobility
assistive products should be considered.

6.5.3
Management of muscoskeletal conditions

Musculoskeletal conditions such as osteoarthritis, osteoporosis
and sarcopenia canimpairlocomotor capacity.

Osteoarthritisis a degenerative joint condition, which affects the
jointand surrounding tissues. It causes pain, swelling and stiffness,
canleadtosignificantlossesinlocomotorcapacity, reduced
social participation and quality of life and increased psychological
distress. Itismostcommonin the knees, hips, spine and hands.

Table 6.1
Recommended interventions for chronic
primary low back painin adults

Intervention class Interventions

Education e Structured and standardized
education and/or advice

Physical e Structured exercise therapies or
interventions programmes

« Needingtherapies

e Spinal manipulative therapy

¢ Massage

« Mobility assistive products

Psychological o Operanttherapy
interventions « Cognitive behavioural therapy
Medicines « Non-steroidal anti-inflammatory

drugs (NSAIDS)*
« Topical cayenne pepper
(Capsicum frutescens)

Multicomponent ¢ Multicomponent biopsychosocial care
interventions

*Thisrecommendationdoesnotinclude olderpeople

MORE INFORMATION

00

WHO guideline for non-surgicalmanagement
of chronic primary low back painin adults
in primary and community care settings. WHO;

2023 (https://iris.who.int/handle/10665/374726).

Executive summary: WHO guideline for non-surgical
management of chronic primary low back pain in adults in
primary and community care settings. WHO; 2023
(https://iris.who.int/handle/10665/37453]1).
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Osteoporosisis characterized by low bone mass and

structural deterioration of bone tissue, leading to anincreased
susceptibility to fractures, especially of the hip, spine and wrist.
Osteoporosisis more commoninwomen often being caused by
hormonal changes after the menopause. Smoking, alcohol, long-
termuse of steroids, lack of calcium and vitamin D, and being
underweight are the mainrisk factors.

Sarcopeniais a progressive skeletal muscle conditioninvolving
the loss of muscle mass and strength, whichis associated
withincreased adverse outcomesincluding falls, limitationsin
performing ADL, social participation, loss of independence and
mortality. = 7.5.1

6.5.4
Urinary incontinence - 13

Thereisevidence that demonstrates the link between Ul and limited
mobility (34), which cannegatively affectaccessto thetoilet.Ifa
loss of locomotor capacityisidentified, Ul should be assessed and
managed as appropriate.

6.6

Assess and manage
social and physical
environments

6.6.1
Optimize the physical environment to
reduce therisk of falls

An assessment of and modifications to the physical environment
canbeusefulinreducing therisk of falls. > 4.2.5

6.6.2
Assistive products

Mobility assistive products canimprove anolder person’s
independence and safety and enable themtolive athome foraslong
as possible. Mobility assistive productsinclude walking aids, portable
ramps, grab bars, transferboards and wheelchairs. = 4.2.2

Assistive products can:
o Helpapersonsitup, standorwalk.
e Supportapersontobemoreindependentintheir basic ADLs.

e Reduce therisk of fall whilst walking.

e Provide people who cannotwalk with a different way of
moving around.

e Supportapersontoaccesstheirenvironment(homeandhome
surroundings), including access to health and social services.

6.6.3
Social care and support > @

Anolderpersonwithlimited mobility might need assistance with daily
tasksincluding washing, dressing, going to the toiletand getting out
of the house. Potential challenges with accessing health care and
gettingmedications (e.g. going to the pharmacy) linked toreduced
mobility may also need to be addressed, with carers and community
stakeholders exploring alternative ways to facilitate access.

6.6.4
Support for carers > 12

Carers should be provided with training onhow to assist someone
to move safely, while also protecting themselves frominjury.

MORE INFORMATION

4§

¢’ Mobility assistive products, walking aids, portable

ramps. TAP (https://www.gate-tap.org/).
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Vitality

Care pathway to manage
malnutrition

WHO uses the termvitality to describe the physiological factors
that contribute to anindividual’sintrinsic capacity. These may
include energy balance and metabolism, neuromuscular function,
andimmune and stressresponse functions of the body (35). Body
compositionchanges occurwith ageing with fat massreplacing
muscle mass andinadequate nutrition also contributes to the

|loss of muscle mass and strength (sarcopenia). Nutritional status,
including hydration, one of the key factors forvitality, significantly
affectsanolderperson’s health, functional ability and quality

of life. Impairment of oral function may affect chewing and
swallowing ability and therefore nutrition. This handbook addresses
malnutrition, focusing onundernutrition.

Key points

Health workersinthe community can easily make aninitial
assessment of nutritional status. A fullassessment requires
specialized knowledge and usually blood tests.

Ahigh proteindiet throughlocally available proteinrichfoodsis
important forolderpeople.

Not drinking enough causes dehydration. Older people should
be encouraged and supported to drink well.

Abalanceddietinadequate amounts usually provides
the necessary vitamins and minerals for older people, but
deficienciesinvitamins D and B12 are common.

Overweight and obesity are majorrisk factors for
noncommunicable diseases and should be prevented and
managed through diet and exercise.

Making eating a social activity, by eating togetherathome or

within community groups, can encourage older people to eat
more healthily and avoidisolation.
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Regardless of result:

Provide health and lifestyle advice,
including advice on good nutrition,

hydration and locally available foods = Senend Sl e e

. : Promote oral health ( ) foods forundernutrition >
Vitality

Conduct basic assessment regularly Refer to primary care
Care pathway to manage
malnutrition O

IF MALNOURISHED —> ﬁt\T RISK OF UNDERNUTRITION > A‘IORMAL U ..
nutritional status
®

(orlow risk of undernutrition)

Provide personalized diet advice ® Provide personalized diet advice . . . c
Provide advice on hydration
Provide oral supplemental nutrition* ® Recordand adapt eating patterns and locally available foods —>
withincreased protein intake ® Monit ight cl | (A,Band Ccan
(400-600 kcal/day) ( ) onrtorweight closely Promote oral health ( ) be assessedin
) ) ) ® Consider multimodal exercise —> 6.4.2 any order)
® Monitordietary intake and

weight closely ® Consider oral supplemental nutrition*

social and physical environments for diseases and risk factors

e Social eating habits e Sarcopenia

e Social care and support needs e Gastrointestinal conditions

(access, preparation and provision of food and drinks) o Oral diseases and issues with chewing

e Need forassistive products or swallowing
(eating and drinking aids, dentures)

Consider potential interventions e
e Carers' support needs

Consider potential interventions e DEVELOPJ] IMPLEMENT

— d care plani\ &AMONITOR
c

onsolidate interventions, considering results of A, Band C



Vitality

Need for specialized knowledge
and training

¢ Management of gastrointestinal symptoms
(e.g. chronic vomiting, diarrhoea, abdominal pain)
(7.5.2)

¢ Management of malnutritionin the presence of
diseases affecting metabolism (e.g. cancer, heart
failure, respiratory diseases, renal dysfunction,
liver dysfunction, diabetes)

e Personalized nutritional counselling for those with
malnutrition

e Oral diseases andissues with chewing and
swallowing (7.5.3)

Assess nutritional status -

Several tools are available to determine the risk of under-
nutrition (normal nutritional status/low risk of malnutrition,
medium risk of malnutrition, and malnourished/at highrisk
of malnutrition) without a blood test. For example:

Mini nutritional assessment (MNA)
https://www.sciencedirect.com/science/arti-
cle/abs/pii/S0899900798001713

Malnutrition universal screening tool (MUST)
https://www.bapen.org.uk/pdfs/must/must_full. pdf

Seniors in the community risk evaluation for eating
and nutrition questionnaire, version Il (SCREEN Il)
https://olderadultnutritionscreening.com/screen-tools/

Short nutritional assessment questionnaire 65+

(SNAQ65+) https://clinicalnutrition.science/en/nrs/screen-
ings/snaq-65-.html)

a Interventions for diseases and risk factors >

Sarcopenia ® Considerrehabilitation to improve muscle function (7.5.1)
Gastrointestinal conditions ® Management of diseases (7.5.2)

Oral diseases and issues with ® Management of oral diseases (7.5.3)

chewing or swallowing ® Advice on consistency and texture of drink and food (chopped,

minced, pureed) (7.5.3)

e Interventions for social and physical environment -

Social eating habits ® Encourage family and social dining in the community (7.6.1)

Social care and support needs ® Arrange assistance with access, preparation and provision of food
and drinks (7.6.2)

Need for assistive products ® Advise the appropriate positioning and assistance with feeding (11.6)

Carers' support needs Provide eating and drinking aids, and dentures (7.6.3)

® Provide advice onfood preparation, feeding and drinking (12.4)

9

Dehydration, “aninsufficient amount of waterin the
body” is acommon condition in older people (36).
Oneinevery four older people living in the community
orin LTC facility has low-intake dehydration
(dehydration due to drinking too little) (37). Itisimportant
to encourage and support sufficient intake of water
based onindividual capacity and social context.
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Vitality

Remember: Itisimportant

that family members and other
carersaswellasthe olderperson
receive thisadvice, togetherwith
information on where specific
affordable foods, with adequate
energy (e.g. carbohydrates,
protein) and micronutrients such
asvitamins and minerals, canbe
purchased orsourced (shops,
markets) locally.

76

Health and lifestyle
advice to promote good
nutrition and oral health

Ourdiets and the way we eat are influenced by our culture and, for
many people, eatingis asocial event. As such, communities and
families, including carers, can play a keyrolein supporting healthy
diets and promoting oral health.— 3.1.3

Allolder people can benefit from healthy diet advice, including
those atrisk of or affected by undernutrition. When providing
advice on healthy diets, including hydration, itisimportant to note
that older people should follow any medical advice they have been
given, forexample, the need torestrict certain foods ordrinks due
tounderlying diseases and conditions, including medication
(drug-foodinteraction).

Forallolder people, the importance of:

e Foodhygiene: keep hands and food preparation areas clean
andraw and cooked food separate, cook food thoroughly,
store food properly and use safe, clean water.

o Eatingenough: eat smalleramounts more often (5-6 times per
day)if having large meals is difficult.

o Family-style mealsandsocial dining canhelp, particularly for
olderpeopleliving alone orwho are socially isolated.

e Carbohydrateintake should primarily come fromwholegrains,
vegetables, fruits and pulses and fats fromwholefoods, such as
nuts, seeds, beans, olives and fatty fish.

e Hydration: drink atleast1.6-2L (6-8 glasses or cups) perday,
regularly throughout the day. Drinks caninclude water, tea,
coffee, fruitjuice, soft drinks and soups, Other fluids willcome
fromfood. The amount of liquid should be increased during
particularly hot weatherorinhotplaces.

¢ Doingphysicalactivity, which enables proteinto beincorporated
into muscle and builds appetite, and helps to prevent and
manage overweight and obesity. =

o Safeexposuretosunlighttoallow the skinto manufacture
vitamin D. The vitamin D in food may notbe enough forolder
people to maintain optimallevels.

e Promote oralhealth( ,p.77)

e Forolderpeoplewho are overweight orobese, limit
energy intake from total fats and free sugars and increase
consumption of fruitand vegetables, legumes, wholegrains
and nuts.

e Forsomeolderpeople,including those with Ul and limited
mobility, it may be beneficial to avoid frequent trips to the toilet
during the night. Insuch cases, drinking could be reducedin
the evening.



Vitality

For older people with (potential) undernutrition:

¢ Adviseonwhatandhowmuchtoeat. Apersonwithdiabetes, renal
orliverdysfunction should be advised to consult ahealthworker for
dietadvice.

e Encouragetokeeparecordoffoodanddrinkconsumedonachart
every day - bothat meals andbetweenmeals. Thiscan makeiit
easiertofollowagooddietandstay hydrated.

Inaddition to organizing community meetings to provide nutrition
advice, community stakeholders can also support healthy nutrition
by encouraging eating as a social event, and organizing lunch clubs
and otherregularcommunity meetings with a meal provided. They
couldwork withlocal authorities and others to identify small areas
of land that could be used forcommunity allotments orkitchen
gardens andolder people and families who already grow food
could organize amongst themselves to exchange surpluses for
more dietary diversity.

MORE INFORMATION

&

Nutrition and food safety poster.
WHQO; 2024 (https://www.who.int/teams/
nutrition-and-food-safety/multisectoral-actions-in-

food-systems/five-keys-to-safer-food-poster).

Healthy diet. WHO; 2024 (https://www.who.int/
news-room/fact-sheets/detail/healthy-diet).

Oral health training course for community health
workers in Africa. OpenWHO; 2024 (https://openwho.
org/courses/oral-health-community-AFRO).

B ox 7.1 Promote oral health

WHO defines oral health as the state of the mouth, teeth
and orofacial structures that enablesindividuals to perform
essential functions such as eating, breathing and speaking.
Itencompasses psychosocial dimensions, such as self-
confidence, well-being and the ability to socialize and work
without pain, discomfort and embarrassment. Poor oral
hygieneis arisk factorfororal diseases, which negatively
affect nutritionintake. Oral diseases are also associated
with CVDrisk factors, particularly diabetes mellites.
Community stakeholders can provide the following advice:

e Brushteethtwice adaywith fluoride toothpaste
(T000-1500 ppm) and safe water afterbreakfastand
before goingto bed. Forthose withno teeth, brushing
gums and tongue with a soft toothbrush twice perday
toremove food debris and bacteriais advised.

¢ Adviseondenture hygiene,if applicable.
o Limitfreesugarintake.

¢ Stoptheuse of allforms of tobaccoincluding chewing
of arecanuts and betel quid.
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Community-based
health care to address
undernutrition

High-protein diet

If anolderpersonisidentified as potentially experiencing undernutrition
through abasic ICOPE assessment, andin-depthassessmentisnot
immediately available, community healthworkers can support them
with guidance ona high-proteindiet. Proteins are neededforcelland
tissue growth and they support muscle contractionand movement
anddigestive andimmune functions. Ahigh-proteindietisimportant
forolderpeople who are undernourished because the body’s ability to
absorb proteindecreaseswithage.

Foranolderpersonwith undernutrition, protein intake of

1.0-1.2 g perkg of body weightisrecommended. Aperson
recovering fromweightloss oranacuteillness orinjury may need up
to 1.5 gperkg of body weight. Guidance should also be provided
on safelyincreasing physical activity, as this enables protein to be
incorporatedinto muscle and builds appetite.

Foodsrichinproteins (> 20 gper100 g)include legumes such as nuts,
beans, lentils, peas and pluses, seeds, cereals, grains, cheese, meat
and fish. Community health workers can use afood composition
table toidentify local foods with high protein and micronutrients
(https://www.fao.org/infoods/infoods/tables-and-databases/
faoinfoods-databases/en/). Although some dried pulses have a
protein content similar to animal protein sources, when cooked they
are not comparable. Given the diversity in availability of different
food groups and types and cultural practices and tastes, developing
alocalfoodlistcan be helpful forolderpeople to accesslocally
available foods highin protein.
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nutritional status

Nutritional status andrisk of undernutrition should be
identified through anin-depth assessmentusinglocally available
andvalidated tools.

Most nutrition assessment tools (38) ask about:

o foodandfluidintake

e recentweightloss

¢ mobility

e recentpsychological stressoracute disease
¢ mentalconditions

e livingsituation.

Theyalsorecord:

e weight

e height

e bodymassindex(BMI-kg/m?)

¢ mid-upperarmcircumference (MUAC)and calf circumference.

Adeficiencyinmicronutrients; vitamins suchas A, B12,D; and minerals
suchasiron, folicacid and calcium cancause diseases and health
conditions suchas anaemiaand osteoporosis (39). Ablood testcan
identify specific vitamin and mineral deficiencies to inform nutritional
interventions. Specific oral nutrient supplements orinjections can treat
these deficiencies.

This care pathway outlines three different paths based on therisk of
undernutrition. Those assessed to have normal nutritional status (low risk
of undernutrition) should stillbe assessed for diseases andrisk factors
andsocialand physical environments.

The basic assessment results forotherlinked domains of intrinsic
capacity, suchaslimited mobility and depressive symptoms, should also
be verified and anassessment conducted asnecessary. - 6 10

Body mass composition and ageing

Typically afteraround 60 years of age, muscle mass tends to
decrease. Bothinadequate nutrition and inadequate physical
activity lead toloss of muscle mass and strength. Body weight
may decrease, orit may remain the same, masking these possible
harmful changes.

The use of BMlinolder people haslimitations, forexample, loss of
height canbe caused by vertebral collapse and change in posture.
Anolderpersonwithundernutrition might have lost cruciallean
body tissue and stillhave aBMlinthe accepted oreven overweight
range, duetoincreased fat.

Anthropometric proxy indicators of malnutrition such as MUAC and
calf circumference are simple and convenient tools. The available
datasuggestthataMUAC of 23.5-25.0 cm, onthe non-dominant
arm canbeusedtoidentify therisk of undernutrition foradultsin
the community (40)(41) (42).

Atrained healthworker could assess muscle strength and function
and undernutrition with atool such as ahand dynamometerto
measure grip strength, if available. This tool measures how hard
apersoncansqueeze the toolwithone hand. Low hand grip
strengthindicates the need forexercise and adiet thatincludes
more protein.
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Dehydration

Dehydration (43) is associated with adverse health outcomes such
asurinary tractinfection (UTI), renal failure, constipation, delirium
and cognitive decline and has multiple causes and contributors,
including age-related reductionsin the thirst sensation and fluid
reserves, uncontrolled diabetes andrenal dysfunction. Cognitive
decline, swallowing difficulties, mobility loss, Ul and difficulty
infeeding may also limit an older person’sintake of water. An
olderpersonwith Ul may actively choose to limit their fluid intake,
thinking this willhelp manage their Ul. Certain medicines, such as
diuretics and laxatives, can contribute to fluid losses, and older
people canalso be particularly susceptible to fever, diarrhoea and
vomiting, which all cause dehydration.

Health workers can:

e Lookforsymptoms of dehydration, such asdryness of the
mouth, lips and tongue, sunken eyes, constipation, less
frequenturination, tachycardia, headaches, weakness,
confusion and dizziness, although an older person may not
show typical clinical symptoms or signs (44).

e Advisetheolderperson(andcarers)to keep track of fluid
consumption, including water, fruit juices and soups.

e Setanindividualized daily fluidintake goal. This should be at
least1.6-2L (6-8 glasses or cups) whenno clinical conditions
are present thatrequire a different approach and takeinto
accountenvironmental factors, such as hot weather.

e Encouragetheolderperson(andcarers)tokeep asupply of
fluids they enjoy made the way they like to hand, and make
use of drinking aids (e.g. light containers, straws and spoons)
where needed.

o Discussandsupportthe olderpersontomanage Ulto enable
themto drink well. > (13

Obesity

The prevalence of obesity among olderpeopleisrisingworldwide
(45). Obesityis associated with multiple chronic diseases
including CVDs and cancer, as well asloss of locomotor capacity
and quality of life. Forolder people, the benefits of weightloss
needtobe weighed against potential risks, such asloss of muscle
mass, which can exacerbate sarcopeniaandincrease therisk of
fractures. Promoting healthy lifestyles (nutrition, physical activity)
is critical to maintain muscle mass and bone density during any
caloricrestriction. = 3.1.3

Health workersin primary care facilities should:

Assess the weight and height of older people regularly.
e Provide counsellingonhealthy dietandlifestyle.

e Monitorand manage CVDrisk factors (= 3.1.4) and assess the
presence of comorbidities, including mental health conditions.

e Whenapersonisdiagnosedwith overweight or obesity:

- Provide health services to manage obesityincluding dietary
intervention, physical exercise and medical measures where
indicated.

- Assessforthe presence of diabetes.

- Refertoaspecialist dietitian where available.
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undernutrition

Nutritionalinterventions should always be provided as part

of acomprehensive personalized care plan addressing the
underlying diseases (e.g. gastrointestinal or oral diseases,
malignancy) and factors contributing to poor nutrition, along with
interventions that address otherdomains of intrinsic capacity.
These factorsinclude sensory impairments (a decreased sense of
taste and smell), poor oral health such as chewing problems and
swallowing difficulties, socialisolation, loneliness, lowincome and
long-term chronic conditions. Some medications canalsointerfere
with taste orsmell or cause nausea and vomiting.

Inadditionto ahigh-protein diet, there are multiple otherways to
manage undernutrition such as nutritional counselling with weight
monitoring, multimodal exercise and OSN.

Oral supplemental nutrition: key points

Food comes first. Unless the need for OSNisurgent, improvementsin diet and more frequent
meals should be tried first.

OSN addstofood. It should notreplace food. Aperson taking OSN should understand the
needtokeep eatingaswellas possible.

People needinstructionin how to mix OSN, how much to take at atime and when to take it.
OSN should be taken between meals, not at mealtimes.

People often need continuing support and encouragement (from family members, carers and
health workers) to keep taking OSN.

People may become tired of the taste and texture of one kind of OSN. Avariety of flavours
couldbe used where available.

Weight should be closely monitored andrecordedregularly.

Ideally, the goal should be to stop OSN once the risk of malnutrition has passed and the diet
provides adequate nutrition.

Risk of undernutrition

Health workers can provide personalized diet advice, with close
weight monitoring, to prevent the development of undernutrition.
They should start by recording eating patterns (types and amounts
of foodsincluding fluids, and frequency) then adapt these eating
patternsto suit the individual’s cultural or personal preferences to
increase protein andrequired nutrients. If an older personisunable
toincrease theirfoodintake, including protein, OSN should be
considered ( ).

When arisk of undernutritionisidentified, itisimportant to also
consider multimodal exercise, as nutrition and exercise are key
factors to maintain and improve muscle strength and function.
Adequate energy and proteinintake willmake multimodal exercise
programmes more effective.— 6.4.2

Malnutrition

In cases of malnutrition, healthworkers need to give immediate
personalized dietary advice (nutritional counselling) and assess
and manage contributing factors. Ahealth worker with specialized
knowledge (e.g. dietitian) should conductanin-depth assessment
of nutritional status, offer customized dietary advice and prescribe
OSN, if needed and available.

Additional high-quality protein, calories and adequate amounts of
vitamins and minerals can be provided by OSN where deficiency
isidentified. Specialized knowledgeisneeded to develop aplan
for OSN thatis tailoredto anindividual’s needs and physical and
psychologicalimpairments. The assessment allows for choice

of the best method of supplementation - whether through
nutrient-rich foods, vitamin or mineral supplementation or through
specialized commercial products ornon-commercial nutritional
formulations (46)(47). OSN should be prescribed only whena
person cannot consume sufficient calorie- and nutrient-dense
regularfood orwhen OSNisatemporary strategy inadditionto
regularfoodtoincrease caloricintake. Community health workers
cansupportand monitorpeople using OSN ( ).
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associated diseases
andrisk factors

Sarcopenia

Sarcopenia, aloss of muscle mass and strength, that resultsin
decreased muscle function may require rehabilitationinterventions
including nutritional management with afocus on proteinintake.
—24.2.1,6.5.3

Gastrointestinal conditions

All functions of the gastrointestinal system such as movement of
foods, enzyme and hormone secretion, digestion and absorption,
canbe affectedinolderage. Gastrointestinal diseases are one

of the common etiologies forunintentional weight loss (48).
Physical examination and history taking canidentify common
gastrointestinal diseases such as constipation, diarrhoea,
inflammatory bowel diseases and peptic ulcers, and disease
management should be provided.

Oral diseases and issues with chewing or
swallowing

Oraldiseases andissues with chewing or swallowing have a major
impact onnutritional status. The main oral diseasesinclude dental
caries (tooth decay), periodontal (gum) disease, edentulism (total
toothloss)andoralcancer(49). Losing teethis oftenwrongly thought
of asaninevitable part of ageingandis socially acceptedin many
cultures. However, it canbe psychologically traumatic, socially
damaging and negatively affectintrinsic capacity and functional
ability. Most oral diseases are preventable through self-care

( ,p.77) and withaccessto appropriate oralhealth services.

Health workers at primary care facilities canidentify oral diseases
and conditions by asking about:

o difficultyineating/chewing food
o difficultyinswallowing food ordrink

e numberofremaining natural teeth (less than 20 natural teeth
correlated withworse outcomes)

e dentalcaries

e gumsbleeding while brushing

e experience of havingadry mouth
¢ pain/swelling/non-healing ulcer.

Oral diseases canbe addressed by atrained healthworkerin
aprimary care facility, inline with local rules and regulations,
including through arresting dental caries, filling after the removal
of adecayedtoothand managing periodontal disease with saline
and/ordisinfected mouthwash. However, furtherassessment
and managementrequire areferral to a health professional with
specialized knowledge (e.g. dentist, dental assistant, hygienist).
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Some older people may benefit
from food being more finely
chopped, minced orpureed.
For a personwith dysphagia, it
isrecommended to avoid mixed
texture foods (e.g. soup with
solid pieces) toreduce therisk
of aspiration.

Difficulties with swallowing (dysphagia), comprise problems
occurring during the passage of solids orliquids from the mouth to
the stomach, including sucking, chewing and biting, manipulating
foodinthe mouth, salivation and swallowing. Severe complications
in swallowing may include aspiration, dehydration or weightloss.
These difficulties can occuras aresult of anumber of conditions
more commoninolderage, including oesophageal dysfunction,
stroke, Parkinson’s disease and dementia.

Advice shouldinclude theimportance of considering the
consistency and texture of food and drink to make swallowing
easierandreduce therisk of choking oraspiration.

Training to strengthen the muscles for swallowing andimprove
coordination of the swallowingmechanism, can be provided,
including exercises with chewing, singing and saying words quickly
to maintain the muscles around the mouth. Salivary gland massage
couldbeinstructed to stimulate saliva production. If anolder person
has a significantimpairmentin swallowing, they should bereferred to
rehabilitation servicesif available and accessible. & 4.2.1

Dentures

Dentures areremovable false teeth that fit over the gums toreplace
missing teeth and eliminate potential problems caused by gaps.
Dentures canhelp prevent problems with eating, subsequent
undernutrition and speech. They can also improve self-confidence
by changing aperson’sappearance. Dentures canbe measured
and fitted by a health professional with specialized knowledge (e.g.
dentist, dental technician)who canalso provide advice onhow to
wear, cleanandlook after them. They should be checkedregularly,
including for fit, especially if the person’s weightis changing.

social and physical
environments

Social eating habits

Making eating a social activity canhave a positiveimpact, not only
interms of nutrition and hydration status, but also psychologically,
helping to fosterbelonging and preventloneliness.

Carers and community stakeholders can help to overcome barriers
to olderpeople’s social eating habits by organizing social dining
eventsforolderpeople,including providing food at meetings
oractivities, and families eating meals together. Community
organizations can facilitate access to healthier food options (e.g.
through community gardens, community food markets).

Social care and support ->

Social care and supportforanolderpersonwith oratrisk of
malnutrition and/or dehydration mightinclude supporting access
to prepared andready-to-eat meals, helping with cooking,
providing drinks, including collection of water.

If an older person or/and their carer has difficultiesin accessing
food, community stakeholders may be able to help, by organizing
grocery deliveries and providing financial advice and support. If
anolderperson has difficultiesin feeding, they may also be able
to provide assistance with appropriate positioning at a table and
feeding.
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7.6.3
Assistive products

Simple eating and drinking aids can help a person with
weakness orpoorcoordinationto eatand drinkindependently.

Community health workers canidentify when these simple assistive
products may be helpful. Dentures may also be needed for those
with toothloss, to manage problems with eating. Simple trainingis
available in how to identify and provide eating and drinking aids.

7.6.4
Support for carers > 12

Carers should have access to advice ontheimportance of
hydrationand how to prepare food forolder people, including
softerfoodsif chewing or swallowingis difficult. They should also
be provided withinformation on how to help with feeding.

Carers should be supported withinformation on what to expect at
the end of life. Areductionin eating and drinkingis anormal part of
the end-stage of aseriousillness. Carers may find this difficult as
foodis oftenhow people show love foreach other. Informationand
supportshould be provided, including helping carers find other
ways to show theirlove, like oral and skin care.

Having a healthy dietis equally asimportant for the carer, but carers
may neglect theirown diet, particularly if feeling overwhelmed
orstressed by theircaregivingrole. If anolderpersonneeds
assistance with feeding, a carermay focus on thatratherthan
eating and enjoying theirown meal. Sharing meals with family or
friends can help, as others will be available to provide support.

MORE INFORMATION

00

Training on eating and drinking aids. TAP; 2024
(https://www.gate-tap.org/).
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Vision
Care pathway to manage
vision impairment

Visionis a critical component of intrinsic capacity, enabling
people tobe mobile andtointeract safely with theirpeers and the
environment. Around 80% of distance visionimpairmentand 67%
of nearvisionimpairmentoccurinpeople aged 50 years orolder
(50). Far-sightedness (presbyopia), cataracts, glaucomaand age-
related maculardegeneration are common eye conditions among
olderpeople.

Visionimpairment severelyimpacts quality of life andis associated
with depression, cognitive decline, anxiety, socialisolation

and higherrisk of falls. It can cause difficulties in moving safely,
maintaining family and other social relationships, ability towork and
secure anincome andinaccessinginformation.

Key points

With a simple eye chart, health workersinthe community can
conduct abasic assessment forvisionimpairment.

The majority of cases of visionimpairment and blindness canbe
prevented through early detection and timely management of
eye diseases.

Spectacles canoftencorrectloss of nearordistance vision.

Assistive products such as magnifiers and white canes can
support those with visionimpairment that cannot be corrected
with spectacles.

Environmental modifications such as betterlighting can
improve the functional ability of older people with vision
impairment and prevent falls.

Community stakeholders can supportolder people with vision

impairment by mapping and auditinglocal environments and
establishing peersupport groups.
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Regardless of result:

Provide health and lifestyle advice,

. . including advice on eye and vision care - 8.1 Provision of reading spectacles
Vision and screening for hypertension

Conduct basic assessment regularly for vision . £ 8.2
or vision impairmen .

Care pathway to manage

visionimpairment —

Refer to primary care

/ A ASSESS
_s§ess_ . . - (IN-DEPTH)
vision impairment and eye diseases (i @ e A Band Coan
be assessedin
® Manage common eye diseases — 8.4.1 any order)
® Refertocomprehensive vision and eye care
e Treateye diseases
e Manage visionimpairment
e Review and update spectacles prescription
k AN
/
Reassess

Assess Assess

social and physical environments for diseases and risk factors
o Need forlow-vision assistive products e Hypertension and diabetes

e Need for adaptation of home and home surroundings e Steroiduse

(risk of falls) @ Consider potentialinterventions @e
e Social care and support needs (ADLs, social participation)

e Carers' support needs

@ Consider potential interventions @e

DEVELOP [ IMPLEMENT
acareplan |\ & MONITOR

Consolidate interventions, considering results of A, Band C



n Vision

@e Interventions for diseases and risk factors > 2.5

Hypertension and diabetest ® Management of CVDrisk factors (8.5.1)
® Annualretinal check (8.5.1)

Steroid use

> @ Regularreview of steroid prescription (8.5.2)
® Regulareye andvision examination (8.5.2)

(9
Assess vision impairment and
common eye diseases 2.3

Aperson’s ability to identify or distinguish an object or
letter clearly at a given distance (visual acuity) is
measured using a tumbling E chart. Visual acuity
assessmentis animportant clinical measure when
evaluating refractive error.

To conduct this assessment, a space with good
lighting and big enough to ensure the correct testing
distance (e.g. 3mfordistance vision, 40 cm for near
vision) is required.

If the person already wears spectacles, examine visual
acuity while wearing them.

Common eye diseases such as such asred eye,
abnormallashes, conjunctivitis and dry eye disease can
be further assessed by examining the appearance of the
external eye, eyelids and eyelashes using a torch.

@e Interventions for social and physical environment - 5.6

Need for assistive products —————> @ Provide low-vision assistive products (optical and non-optical) (8.6.1)

Need for adaptation of
home and home surroundings

® Optimize physical environments (home and home surroundings) to reduce
therisk of falls (4.2.5)

® Advise onthe use of household objects with larger more legible font (8.6.2)

Social care and support needs ———> @ Support tasks of daily living, opportunities for social participation (8.6.3)

® Provide psychosocial support (8.6.3)
Carers' supportneeds ———————————> @ Provide advice and training including adaptation of communication (8.6.4)

Refractive error

Uncorrected refractive erroris the most common
cause of vision impairment globally. Refractive error
occurs when the shape of the eye prevents light
from focusing directly on the retina, leading to
blurred vision. Common types of refractive errors
include myopia (distance vision impairment),
hyperopia (near vision impairment), presbyopia
(age-related nearvisionimpairment) and
astigmatism (blurred vision at any distances).

> The external eye

Toplid

Eyelash

Tearduct

Bottom lid
Cornea
(clearlayerover
the coloured part
of the eye)

Conjuctiva
Pupil
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Vision

Health and lifestyle
advice to promote
eye and vision care

Community health workers and other community stakeholders can
provide advice to all older people, including those with potential
visionimpairment, to support eye andvision care, including:

For all older people:

e Addressingcommon misconceptions, such asvision
impairment being part of the normal ageing process.

¢ Importance of management of risk factors forvisionimpairment,
including diabetes, hypertension and use of steroids.

e Havingregulareye check-upswith a healthworkerand seeking
adviceif experiencing any problems.

e Takingregularbreaksfromnearwork activities such asuse of
electronic media (phones, tablets, etc), reading and sewing.

e Limitingexposure to ultraviolet lights by wearing sunglasses
and hats.

¢ Washinghandsregularly, avoidingrubbing ortouching the
eyes andonly using mild soap to wash eyelids.

¢ Smokingcessation, as smokingincreases therisk of eye
diseases (e.g. cataracts, maculardegeneration).

For older people with (potential) vision impairment:

¢ Howtooptimize the home andhome surroundingstoreduce the
risk of falls, by using lighting, contrastand colours.

¢ Followingadvice onhowandwhentouse spectacles, forexample,
if youhave beentoldyouneed them forreading.

Community-based
health care to address
vision impairment

Provision of reading spectacles

If an older personisidentified as potentially having vision
impairment through abasic ICOPE assessment, and anin-depth
assessment (for eye diseases, external abnormality and vision
impairment)is notimmediately available, community health
workers canhelp. They can facilitate access toreadymade reading
spectacles, where available, for those with near visionimpairment.
Many people aged 50 years and older have difficulty seeing or
reading at short distances. Reading spectacles canbe an effective
and quick solution to correct presbyopia (nearvisionimpairment)
by making close-up objects appearlarger.

Readymadereading spectacles may be available atlow costinvarious
magnification strengths (+1.00, +1.50, +2.00, +2.50, +3.00). There
are several ways to prescribe reading spectacles. One commonly
used methodis to combine aperson’s age with trial and error.

Age group Power of reading spectacles
40-50years +1.00DSt0+2.00DS
=50years +2.00DSto+3.00 DS

Reading spectacles should be trialledin a well-litroom using the
nearvision acuity testcard (p. 23). The frame should fit the person
comfortably and correctly, making sureitisnottoo small orloose
andit fits overthe ears without pressing on the side of the head.
When simplereading spectacles do notresolve the problem,
comprehensive eye and vision examination by a health professional
with specialized knowledge (e.g. ophthalmic nurse/optometrist/
ophthalmologist)is advisable.



n Vision

Community stakeholders can provide information onwhere
readymade reading spectacles are available locally and how
they work. Community-based groups, including older people’s
organizations, can work with health workers to facilitate mobile
outreach services to provide and trial reading spectacles with
olderpeople.

8.2.2
Screening for hypertension

Therisks foreye diseases and visionimpairment posed by hypertension
canalsobe screened. Community healthworkers should test blood
pressure, if they have appropriate training and equipment, to identify
therisk factors for CVDs and give advice onthe management of these
riskfactors. = 3.1.4 If apersonhas already been diagnosed with
hypertensionand diabetes, they should be referred to primary care for
followup and a systematic retinal check should be recommended.

MORE INFORMATION

7

¢’ Trainingin provision of reading glasses,

magnifiers, and telescopes. TAP; 2024

(https://www.gate-tap.org).

Vision and eye screening implementation
handbook. WHO; 2023 (https://iris.who.int/
handle/10665/375590).
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Vision

vision impairment
and eye diseases

Eye care services may be offered within primary care facilities,
through proper supervision and the training of existing health
workers, orthe adoption of standalone primary eye care services,
eitherin fixed facilities or through mobile units.

Health workersinprimary care facilities can carry out eye and vision
examination. They can measure the ability of a person toidentify
ordistinguish an object orletterclearly at a given distance (visual
acuity). They can also examine forcommon eye diseases, such as
red eye, abnormallashes, conjunctivitis, dry eye disease and eyelid
inflammation, using a torch.

Insome cases whenspecialized knowledgeis needed, areferral

to ahealth professional (e.g. ophthalmic nurse/optometrist/
ophthalmologist) should be made. Thatincludes morein-deptheye
examinations such as subjective refraction, direct ophthalmoscopy
andretinalimaging, provision of spectacles orcontactlenses for
distancevisionimpairment (myopia) as well as diagnosing and
treating eye diseases such as cataract andretinopathy due to
diabetes and hypertension.

Theresults of basic assessment for other linked domains of intrinsic
capacity, such as cognitive decline and depressive symptoms,
should also be verified and anin-depth assessment conducted as
necessary. > (5 10

E M3 LU

A“tumbling E” chartis widely
applicable, while aLogMAR (EDTRS)
chartrequires knowledge of the
Latinalphabet.

Cataract

Cataractis clouding of the lens of the eye, which prevents
clearvision, oftenrelated to the ageing process. Diabetes
and obesity arerisk factors. Along with refractive errors,
itistheleading cause of preventable visionimpairment
andblindness (57). Reduction of smoking and ultraviolet
light exposure may prevent ordelay the development

of cataract. Early detectionand surgical correctioncan
restorevision and save large numbers from losing their
sight. Surgicalinterventioninvolves the removal of the
cloudedlensinthe eye and theimplantation of an artificial
intraocularlens.
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Manage vision
impairment and eye
diseases

Interventions to manage visionimpairment and eye diseases should
always be provided as part of acomprehensive personalized

care planaddressing the underlying diseases (e.g. hypertension,
diabetes) and other factors, along withinterventions that address
otherdomains of intrinsic capacity. In addition to provision of
reading spectacles and screening forhypertension there are
multiple other ways to manage visionimpairment.

8.4.1
Management of common eye diseases

Healthworkers can provide treatment and/or first aid care
atprimary care facilities with advice on follow up for people
presenting withred eye and/orabnormallashes, infective and
allergic conjunctivitis, dry eye disease, eyelidinflammation
(blepharitis), ocular foreign body and keratitis (corneal
inflammation). If thereislittle ornoimprovement, timely referralto a
health professional with specialized knowledge is needed.

8.4.2
Management of refractive errors

Management of refractive errorsincludesregulareye examinations
and comprehensive vision and eye care. Corrective measures such
as spectacles, contactlenses andrefractive surgery can effectively
manage refractive errors. These treatments are safe and can
significantly improve vision, enhancing quality of life.

8.4.3
Irreversible vision impairment and blindness

Many people have low vision for which prescription spectacles
cannot correct theirvision sufficiently. Forthese people, low-
vision assistive products can make tasksinvolving nearvision
possible, such asreadingabook ornewspaper, identifying
money, reading labels, sewing andinspecting small objects or
parts of large objects. They should be referred to rehabilitation
services, if available and accessible, foradvice onhow to
enable their participationinsocial life by maximizing the use of
residual vision and providing practical adaptations to address
the social, psychological and economic consequences of vision
impairment. 2 4.2.1

Community stakeholders can support people with low orno
vision to navigate theirlocal community. This couldinclude
accompanying a personwalking or taking ajourney ona

route they would like to learn, for example, from theirhome

to afamily member’shome. Doing this a number of times will
help the person to get used to the environment and build their
confidencein making the journey. Developing audio maps of
local environments, describing where things are and how to
find particular facilities and services could also be useful.

MORE INFORMATION

& Package of eye care interventions.
WHO; 2022 (https://iris.who.int/
handle/10665/354256).
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associated diseases
andrisk factors

Hypertension and diabetes

Hypertensionand diabetes areimportantrisk factors forretinal
diseasesand glaucoma (aleading cause of preventable vision
impairment and blindness). Diabetic retinopathyis the most
common microvascularcomplication of diabetes. Inadditionto
managing CVDrisk factors (= 3.1.4), a systematic retinal check
(i.e. annually or biennially, depending on the setting) for people
with hypertension or/and diabetes, followed by treatment is
recommended. Retinopathy canbe detected and monitored
using ophthalmoscopy by a health professional with specialized
knowledge orretinalimaging with eitherlocalinterpretation or
telemedicine-based programmes with centralized grading.

Steroid use

Insome people, long-term treatment with corticosteroids can
increase pressureinthe eyeball orlead to cataract. Thisincreased
pressure (glaucoma) canleadtovisionimpairment and blindness,
by damaging the optic nerve, if not treated. Anyonereceiving
long-term steroid treatment needsregularcomprehensive

eye and vision examinationincluding eye pressure checks. The
appropriateness of steroid prescriptionincluding dosage should
beregularly reviewed.

social and physical
environments

Low-vision assistive products

Arange of assistive products canbeusedto help olderpeople
withvisionimpairment continue with their daily lives and interests.
Theseinclude optical assistive products such as magnifiers,
telescopesandspectacles, non-optical assistive products such
asaudiobooks and players, talkingwatches, white canes, screen
readers and adapted mobile phones. Many mobile telephones
and computerprograms now have text-to-speech functions. Pill
organizers withraised text or braille might be helpful.

Environment modification at home and in home
surroundings

Inadditionto the use of low-vision assistive products, simple changes
canbe madetothehome andhome surroundings toreduce the risk
of falls for older people with visionimpairments. - 4.2.5 Besides
these modifications, changes to make daily tasks and leisure
activities easiercaninclude:

e Useofthemostlegible type: Forprinted materials and
electronic display screens oncomputers and telephones, large,
sans serif type (such asthe typeinthishandbook) that stands
outclearly fromauniformbackground colouris easiest toread.
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Forexample, keeping similar
items like cutlery togetherin
drawers and not mixing them
with screwdrivers. Clothes
canbe organizedindrawers
or cupboards as coordinated
outfits orby arranging them
accordingtothe occasionson
whichthey are worn.

e Choosinghousehold objects with larger type and good
contrast: Products are commonly available that use larger
lettersand numbers orgood contrast, forexample, clocks,
watches andlarge-printbooks. Forleisure, large game boards
and pieces, and playing cards with large printand symbols can
be bought ormade.

e Useof talking assistive products: Considertalking watches,
thermometers and scales.

Social care and support > n

Older people with visionimpairment may require support with
ADL. Besides assistance with daily activities such as eating
and dressing, older people can be supported to organize their
belongings to make them easy to find and distinguish.

Older people withvisionimpairment may feelunhappy, lonely
orhopeless, and have anincreasedrisk of depression, anxiety,
fatigue or griefrelated to (progressive) visionloss. They can
experience socialisolation, particularly if they find it difficult to
get out of the house to attend social gatherings and events and
may benefit from psychological support.

Carers and community stakeholders can help by organizing
local events and accompanying people to attend, mapping
local environments and establishing peer support groups. They
canalso advocate forandimplement solutions toimprove the
readability of signsin both private and public facilities (e.g. in
health care facilities, restaurant menus) as well as in outdoor
spaces (e.g. traffic and street signs).

Support for carers > 12

Training for carers of older people with visionimpairment could
include, how to help the person move around, ranging from
modifying the home environment to make it saferto how to walk
with someone with visionimpairment. It could also focus onhow to
adapt communication styles and methods, including:

e Bepatient-givethe personenoughtimetonavigate an
environment especially ifitisunfamiliar.

o Offerhelpwhenneeded, butrespectthe person’s
independence, allowing them to do things for themselves

when possible.

e Describe the environment, forexample, surroundings, layout,
objectsand peopleinaroom.

o Bealert-walkafewstepsaheadtoprovide cuesandalertthe
personto potential hazards, such as steps.

e Avoidassumingwhat the personwithvisionimpairment canor

cannotdo. Allow them to express theirneeds and preferences.

e Encouragetheuse of assistive products to help the person
stayindependentand connected.
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Care pathway to manage
hearing loss

Age-related hearingloss may be the most common sensory
impairmentinolderpeople. Untreated hearinglossinterferes with
communicationand canleadto socialisolation. Limitations of
otherdomains of intrinsic capacity, such as cognitive decline, can
make these social consequences worse. Hearing lossis linked to
many other healthissues, including depression and anxiety, poor
balance andfalls. Hearingloss has beenidentified as a potentially
modifiablerisk fordementia (52). Its management through the use
of hearing devices can effectively reduce thisrisk.

Key points

Health workers inthe community can conduct a basic
assessment forhearingloss with simple portable equipmentor
awhispervoice test.

Simple actionsinthe household and community canreduce
theimpact of hearingloss, including adopting communication
strategies.

Hearing aids can be fitted by a trained health worker. However,
some people may need guidance from a specialist on fittingand
use to ensure the hearing aid works to maximum benefit.

Community stakeholders can support older people with
hearingloss by providinginformation and advice, adapting
communication styles during community events and meetings
and establishing peer support groups.
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Regardless of result:

@ Provide health and lifestyle advice,
including advice on caring for ears and
when to suspect hearingloss = 9.1 ©® Communication strategies

m ® Conduct basic assessment regularly forhearingloss > 9.2

©® Referto primary care

Care pathway to manage [N
hearing loss

........................................................ V4
N ASSESS
IF DEAFNESS IF MODERATE TO SEVERE IF NORMAL OR MILD (IN-DEPTH)
(Audiometry: = 80 dB) HEARING LOSS HEARING LOSS
(Audiometry: 35-< 80 dB) (Audiometry: < 35 dB) A,BandC
@ Refertospecialized hearing care ) ) )
® Referto trained health worker ® Provide advice on caring for

¢ Evaluate and provide hearing ears and when to suspect First, perform ear exam

. . . ¢ Provide hearing aids )
device (hearing aids or hearingloss - 9.1 using otoscopy @a
cochlearimplants) @ Ifno hearing aids available, ®E lar heari Assess
inf P ncourage regular hearing : : If wax impaction,
@ If no hearing device available, inform ?bOUt communication check-up (every 1-3 years) hearlng capaCIty P
. s strategies — 9.2 . . . P treat and repeat
inform about communication Diagnostic audiometry @e hearing test

strategies - 9.2
NN \ N

/

Reassess

Assess Assess forred flags
social and physical environments e Inappropriate medication(s) (ototoxic medication)

e Noise exposure

e Need forhome adaptations

« Need for assistive products (vibrating or flashing e History of sudden orrapidly progressive hearing loss

alarms, sound amplifiers) e Unilateral orasymmetric hearing loss
e Social care and support needs (ADLs, social e Complaint of ear pain, discharge or dizziness
participation) « History of ear diseases, such as recurrent or chronic
e Carers' support needs otitis media

@ Consider potential interventions @o ©® Consider potential interventions @e

DEVELOP| IMPLEMENT
acare plan \ & MONITOR

Consolidate interventions, considering results of A,Band C
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@a Ear exam using otoscopy

o Use onehandto gently pull the
pinna backwards and upwards to
straighten the ear canal.

o With the other hand, gently pull
the tragus forwards with your finger
to open the ear canal.

e Shine alightinto the ear canal (with
the otoscopy, if available, orask an
assistant to help with a torch), to help you
look for:

- Earwax, pus, ordischarge
- Swellingandredness
- Foreign body in the ear canal

Ear wax can be removed by doing an ear washout.

Hearing test should be repeated after wax removal.

Ear wax

Wax is made by the ear canal to clean the earandis
normally expelled from the canal by the earitself.
Impacted wax canlead to pain and hearing loss, and
affect the performance of hearing aids. If an older
person fails the hearing screening test, waximpaction
should be identified and addressed if present.

Earwax can be removed with an ear washout with
clean, body temperature water (37 °C). If the wax
cannot be safely removed, refer to a specialized care.

Need for specialized knowledge
and training

Fitting hearing aids for moderate hearing loss (9.4.3)

Evaluation and management of severe hearing loss/
deafness and provision and use of hearing device

Management of an underlying problem that causes
or contributes to hearing loss

If any red flags identified (9.5)

@e Diagnostic audiometry - 9.3.2

Anon-invasive hearing test that measures the ability
to hear different sounds, pitches or frequencies. The
testrequires a quietroom and earphones. There are
two tests: pure tone audiometry and speech
audiometry.

@e Interventions for red flags - 9.5

Inappropriate medication(s) (ototoxic medication)

\ 4

@® Review medication and withdraw
or prescribe alternatives (9.5.1)

Noise exposure

History of sudden or rapidly progressive hearing loss

Unilateral or asymmetric hearing loss

N\

A4

@ Advise onsafe listening volume
and use of earplugs (9.5.2)

Complaint of ear pain, discharge or dizziness

\ %4

® Referto specialized hearing care

History of ear diseases such as recurrent or chronic otitis media

@e Interventions for social and physical environments - 9.6

Need for home adaptation ——> @ Arrange the home to aid communication (9.6.1)

Need for assistive products ——> @ Provide assistive products such as vibrating or flashing telephones
and doorbells, portable sound amplifiers (9.6.2)

Social care and supportneeds ——> @ Support tasks of daily living, opportunities for social participation (11.6)

Carers' supportneeds —— > @ Advise carers on communication strategies (9.2)
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9.1

Health and lifestyle
advice to promote ear
and hearing care

Community health workers and other community stakeholders
canplay aroleinthe provision of general earand hearing care and

lifestyle advice forall older people,including those with hearingloss.

Information that canbe sharedincludes do’sand don’ts for healthy
ears,importance of regularhearing checks, aswellas when to seek
health care,includingwhento suspect hearingloss.

Advice for all older people:
o Cleanonlythe outerpartof the earwith a soft cloth.

¢ Donotputthingsinside the ears, forexample, Q tips/cotton
buds, hopicandles, oils, liquids such as kerosene, sticks,
homemade remedies ordirty fingers.

¢ Donotswimorwashindirty water.

e Donotshareearphonesorearplugswith otherpeople.

e Donotlistentoloud sounds ormusic,and use earplugsin noisy

places.

e Haveregularhearing check-upswith a healthworkerand seek

advice inthe case of ear pain, discharge or any difficulty in
hearing.

e Seeahealthworkerifhearinglossis suspected, basedon:
- Oftenasking people torepeat themselves.
- Turning up the volume on the radio or television.
- Having difficulty following conversationsin noisy places.
- Having difficultyinunderstanding whatis said over the phone.
-Havingaringing sensationinthe ear (tinnitus).

- Having problems hearing sounds like a doorbell, alarm
ortelephone.

- Beingtold by others that you speak loudly.

Community stakeholders canalso arrange advice sessions or
discussions onhow hearingloss canbe managed, including through
the use of hearing aids and other assistive products. They canalso
help to address stigma associated with hearing aid use. Awareness-
raising campaigns can educate people that hearinglossis nothing to
be ashamed of orto hide. One out of every 20 people has a hearing
lossthat needs management (53).
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9.2
Community-based
health care to address
hearing loss

9.2.1

Communication strategies

If an olderpersonisidentified as having potential hearingloss
through abasicICOPE assessmentand diagnostic audiometryis not
immediately available, community health workers and community

stakeholders can advise oncommunication strategies, whetherornot
hearing aids are available. Advice should include:

o Givethepersonyourfull attention, particularly if they also have
speechdifficulty.

e Letthepersonseeyourface whenyouspeakandmake eye
contact to show you are actively listening and that you value
what they have to say.

e Makesurethereisgoodlightonyourfacetohelp thelistenerto
seeyourlips. Do not exaggerate ordistort lip movements.

e Gettheperson’sattention before youspeak.
e Reducebackgroundnoise ormove to a quieter setting.
e Speakclearlyand more slowly. Do not shout.

o Givethepersontimetospeak.Don'tinterrupt orfinish
sentences forthem.

¢ Rememberthatthe person may need extratime to
communicate. Be patient and respectful.

¢ Usenonverbalsignalslike nodding yourheadtoindicate you
are following the conversation.

Ingroups, donotalltalkat once. Encourage people to
speakoneatatime.

Do not give up speaking to a personwith hearingloss.

If the person has difficulty speaking, use visual aids like
pictures or written notes to assist them.

Be aware of and look out for different reasons for
communication challenges that are notrelated to hearing
loss, such as cognitive decline.

MORE INFORMATION

& Tipsforhealthy ears. WHO; 2023
(https://www.who.int/publications/m/item/
community-resource-5-tips-for-healthy-ears).

Hearinglossin adults. WHO; 2023
(https://www.who.int/publications/m/item/
community-resource-la-when-to-suspect-hearing-
loss-in-an-adult).

Basic ear and hearing care resource. WHO; 2020
(https://iris.who.int/handle/10665/331171).

Tips for hearing aidusers. WHO; 2023
(https://www.who.int/publications/m/item/
community-resource-4-tips-for-hearing-aid-users).
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Make sure to always examine both
ears, evenif the person’scomplaintis

inone earonly.

9.3
Assess ear problems
and hearing capacity

Animportant step before any diagnostic tests for hearing
capacityistoidentify and treat wax using otoscopy.

9.3.1
Otoscopy

Otoscopyisthe procedure that allows identification of conditions
that cause hearingloss, such as earwax or perforations of the
tympanic membrane. There are many kinds of otoscope. Some
canconnecttoacomputerormobile phone andrecord pictures
orvideos of whatisbeingviewed. An otoscope needs a speculum,
an attachment (usually plastic) forlookinginto the ear canal.

9.3.2
In-depth hearing assessment

Anin-depthhearing assessment caninvolve three tests with
equipment - a diagnostic audiometer for pure tone; speech
audiometry; and atympanometerformiddle ear assessment.
These tests canhelp toidentify the need for hearing devices and
support. Doing these tests needs specialized training.

e Puretone audiometry (PTA): This tests aperson’s ability to
hear sounds of different pure tone frequencies (pitches).
It consists of playing pre-recorded sounds louderand
louderuntil the person canhearthem toidentify the hearing
threshold. It tests airconduction and bone conduction of
sounds to assess hearing thresholds at frequencies from
125 Hz (very low) to 8000 Hz (very high). This test helps to

determine the severity and type of hearing loss.

e Speechaudiometry: Olderpeople benefit from this
additional test. Inaspeechaudiometry test a series of pre-
recorded simple words are played at increasing volumes,
andthe personis asked torepeat the words when they hear
them. This test cross-checks the results of the PTA. It helps
to determine whether speechrecognitionis consistent with
the PTAresults, if thereis anasymmetry of speech perception
thatis notpredicted by the PTA, and identifies which ear to fit
with a hearing aid if only one hearing aidis being fitted.

e Tympanometry: This tests the compliance (or mobility) of the
eardrum - how effective the eardrumis at transmitting sound
to the middle ear cavity and therefore the inner ear. This test
cansupportthe pure tone and speech audiometry results to
determine the type of hearing problem.

The care pathway shows the management of hearing loss by three
categories (normal, moderate to severe and deafness). Where the
capacity of the health system permits, anditis considered more
suitable, mild hearingloss (20 to < 35 dB) can also be identified
(Table 9.1,p.101). Those assessed to have normal hearing capacity
should stillbe assessed forred flags and social and physical
environments.

In addition to hearing tests, results of basic assessment for other
linked domains of intrinsic capacity, such as cognitive decline and
depressive symptoms, should also be verified and anin-depth
assessment conducted asnecessary.—> (5 10
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Table 9.1

Hearing loss classified according to severity

Hearing threshold in

Hearing experience ina

Grade better hearing ear (dB) quiet environment

Normal hearing <20dB No problem hearing sounds

Mild hearing loss 20to<35dB Does not have problems hearing
conversational speechina quiet
environment

Moderate to severe 35t0<80dB Difficulty hearing conversational

hearing loss speechinaquiet environment; if
severe hearing loss, even with raised
voices

Deafness =280dB Extreme difficulty hearing raised

voices

9.4
Manage hearing loss

People with hearingloss may report feelings of embarrassment,
anxiety andloss of self-esteem, leading to less participation
insocial activities, socialisolation and loneliness, all of which
contribute to depression. - 10

Interventions to manage hearingloss should always be provided
as part of acomprehensive personalized care planresponding
tounderlying factors, along withinterventions that address
otherdomains of intrinsic capacity. In addition to supporting
communication strategies, there are multiple other ways to
manage hearingloss, including provision of hearing devices and
referral torehabilitation services. 2 4.2.1

Basic educationand counselling on hearingloss should be
provided to encourage and support psychological acceptance
and adjustment. Thisincludes communication strategies,
adaptationsin environments, how to use hearing aids and peer
mentoring. Older people and their family members and carers
may benefit from counselling to help them accept and adjust to
theirhearingloss, includinglearning to overcome the stigmatizing
attitudes of others.

9.4.1
Moderate to severe hearing loss

Itisimportant that older people with moderate to severe hearing
loss are provided withinformation and support to help themto
adjust andlive with theirhearingloss. The benefits of hearing
devices such as hearing aids should be explained both to the
personwith hearingloss and their carers along with information
onwhere to getthemandhow touse them. Once apersonhasa
hearing aid, a health worker can supportand encourage its use.

101



102

Hearing

9.4.2
Deafness

Anolderpersonwith severe hearingloss ordeafness orwho does
notbenefitfromthe aboveinterventions willneed anotherapproach,
suchas provision of acochlearimplant, if available. Thiscan only be
decidedin consultationwith ahearing care specialist.

9.4.3
Hearing devices

Most hearing devices should be provided by a trained health
workerwhois authorized, inline with local rules and regulations.
If hearing devices are not available, community health workers
and other community stakeholders can provide information on
communication strategies.

Hearingaids: Ahearingaidis an electronic device thatiswornon
orinside the ear. It helps to amplify sounds to allow a person with
hearingloss to betterhearspeech and othersounds. Itisusually the
most usefuland convenienttechnology forolder people with hearing
loss. Audiometry alone should not determine whetheraperson
needs ahearing aid. Aperson must be assessed for their overallneed

Some countries have regulations that
provide access to hearing aids over-
the-counterwithout prescription,
such as pre-programmed hearing aids
and self-fitting hearing aids. These
hearing aids are commonly suitable
forthose with mild ormoderate
hearingloss, without anyred flags.
Pre-programmed hearing aids are
already programmed according to the
mostcommon types of hearinglossin
olderpeople. Atrained healthworker
candecide which pre-programmed
hearingaidis suitable and fitit.

before ahearingaidis suggested. Iltisimportant to explainto people
that hearing aids donot cure ortreathearingloss. Advice should be
providedregarding theiruse and maintenance, includingregular
replacement of the battery and earpiece.

Advice and information for the use of hearing aids include:

e Howhearingaidswork and theimportance of using them
regularly during waking hours.

e Caringforahearingaid, including:

- keepingitinasafe, coolplace whennotinuse, and
away fromwater and heat at all times;
removing it while bathing or showering;
opening the battery drawer at night;
making sureitis switched off whennot being used;
cleaning the earpiece with a dry cloth every day.

e Changingorrecharging the batteries and where to access
affordable batteries.

¢ Commonproblemswhenusing hearing aids and how to
address them.

e Thelikelihood of hearing aids being effective - to manage
expectations.

Cochlearimplants: A Cochlearimplantis anelectronic medical
device forpeople with severe hearingloss who are unable to
benefitfromhearing aids. It has two parts, an external processor
that picks up the sounds and delivers them to the implantable
partthatis surgically placedin the ear. It turns soundsinto
electricalimpulses and sends them to the nerves of the ear. A
person must be evaluated carefully to seeif acochlearimplant
will help. If cochlearimplantationis not available or feasible, an
older person and their family should be informed about different
communication strategies.

MORE INFORMATION

& Training on hearing assistive products. TAP; 2024

(https://www.gate-tap.org/).

Hearing aid service delivery approaches for
low- and middle-income settings. WHO; 2023
(https://iris.who.int/handle/10665/376092).

Primary ear and hearing care: training manual. WHO;
2023 (https://iris.who.int/handle/10665/366334).



https://www.gate-tap.org/
https://iris.who.int/handle/10665/376092
https://iris.who.int/handle/10665/366334

n Hearing

9.5
Assess and manage
red flags

There areanumberof “red flags” inrelation to hearingloss,
including potential causes andissues that should be considered
asrequiringreferral to a health professional with specialized
knowledge (e.g. earnose throat specialist).

9.5.1
Inappropriate medication(s)

Certainmedications can cause damage to the inner ear, resulting
inhearinglossand/orloss of balance (54), forexample:

e antibiotics suchas streptomycin and gentamicin;

e antimalarials such as quinine and chloroquine;

e injectiontreatment of multidrug-resistant tuberculosis;
e diureticssuchas furosemide; and

¢ nonsteroidal anti-inflammatory drugs such as aspirin.

Afullmedicationreview and adjustment of medications may
require specialized knowledge. Where such ototoxic treatmentis
essential, itisimportant that hearingis checkedregularly to detect
hearingloss at the earliest stage and take appropriate action.

9.5.2
Noise exposure

Noise-induced hearingloss canbe caused by avariety of
environments and behaviours at work, home or fromrecreational
activities. The volume of sounds, the duration of listening and
frequency of exposure to loud sounds all have animpact on hearing.
Inthe case of hearingloss caused by the unsafe use of personal
audio devices, there are simple, effective practices such as keeping
the volume within safe listening levels and limiting the time spent
engagedinnoisy activities.

9.5.3
Otherred flags

Conditions that may underlie hearing loss and need specialized
diagnosis and managementinclude:

e historyof suddenorrapidly progressive hearingloss;
e unilateralorasymmetric hearingloss;

e complaintof paininthe ear, eardischarge ordizziness with
moderate to severe hearing loss; and

e history of eardiseases, suchasrecurrent or chronic otitis
media (middle earinfection).
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Community stakeholders

can help to identify whatis
available locally and provide
information and support.
Community organizations that
run classes to support older
people tolearn about and use
digital technology couldinclude
sessions focused on how to
use captioning and speech

to text apps.

9.6

Assess and manage
social and physical
environments

9.6.1
Home adaptation

Environmental modificationathome andin the home
surroundings can help those with hearingloss. Examplesinclude,
addinglights to ensure people canbe seen during conversations,
arranging furniture so that chairs face each otherto aid
communication, fixing doorbellsin different placesinthe home
andinstalling flashing alarms.

9.6.2
Assistive products

Besides hearing devices, assistive products that canhelp people
with hearinglossinclude telephone amplifiers, portable sound
amplifiers, text messaging devices, apps and programmes that
enable captioning and subtitling of audio content on different
media channels and to convert speech to text. Hearinginduction
loops canalso be helpful. They comprise awire orwires placed
around a space (e.g. meetingroom or service counter). The wires
send signals from a microphone and amplifierto certain types

of hearing aids.

9.6.3
Social care and support > @

Regularsocialinteraction may reduce therisk of cognitive
decline, depression and other psychological and behavioural
consequences of hearingloss. Intimes of particular distress,
social support networks can help.

Community stakeholders and family members canplay arole
by continuing to communicate with a person with hearing loss
and organizing activities that keep the personinvolvedin social
networks.

Alongside supportto enable social participation, people with
hearingloss may need other forms of assistance in their daily lives.
Forexample, if communicationis achallenge, support might be
needed with making phone calls orappointments.

9.6.4
Support for carers - 12
Carers cansupportanolderpersonwith hearingloss by adopting

the communication strategies detailed above. They may also
need support themselves.




Psychological capacity

Care pathway to manage
depressive symptoms

Key points

People with “depressive symptoms” have two ormore

simultaneous symptoms of depression most of the time for at
least 2 weeks, but do not meet the criteria fora diagnosis of
depression. Depressive symptoms are commoninolder people
withlong-term and disabling conditions and can be associated
with declinesinall otherdomains of intrinsic capacity. Itis also
common forthose who are sociallyisolated orwho are carers
with demanding care responsibilities to experience depressive
symptoms. They can affect all aspects of life, including
relationships with family, friends and community.

Depressive symptoms represent one dimension of many
that compose psychological capacity (anxiety, personality
characteristics, coping and mastery).

This chapter provides guidance on preventing and managing
depressive symptomsinolderpeople. Furtherguidance on
interventions fordepression (moderate to severe) as well as anxiety
canbefoundinthe mhGAP intervention guide and mhGAP guideline.

By asking questions, health workers inthe community can
identify those with depressive symptoms.

Using psychologicalinterventions, trained and supervised
non-specialist healthworkers canhelp people with depressive
symptoms.

Forapersonwith depression (moderate to severe), amore
specific, targeted ortailored approachis needed.

If animminentrisk of self-harm or suicide isidentified, prompt
referralto specialized careis needed.

Community stakeholders canraise awareness and
understanding of depressive symptomsinorderto address

stigma. They canalso help toaddress socialisolation.
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Regardless of result:
Provide health and lifestyle advice,

including advice to promote mental
health >

Psychological capacity
Care pathway to manage
depressive symptoms

Conduct basic assessment regularly

ﬂDEPRESSION (MODERATE TO SEVERE)
(

> 3 additional symptoms) —>

N

(0-2 additional symptoms) -

® Assess therisk for self-harm/suicide ©® Stressmanagement —>

Referimmediately to health .
@ Manage depression o

rofessionals with specialized
P . p See mhGAP intervention guide (depression)
knowledge and training )

_ N

Psychoeducation

Brief structured psychological

Mobilize family, friends, concerned interventions

colleagues or otherindividuals to
ensure close monitoring

Link the person to community
resources including mental health or
suicide phonelines

Remove access to means of
self-harm

social and physical environments

e Socialisolationandlonliness Inappropriate medication(s)

e Social care and support needs

Stress managementincluding
relaxation techniques for
depressive symptoms —

Refer to primary care

O

First, identify
and treat potential
causes (seeB )

depressive
symptoms

for diseases andrisk factors

(ADLs, social participation)

e Carers' support needs

Consolidate interventions, considering results of A, Band C

Anaemia, malnutrition, hypothyroidism

Pain
e Majorloss (bereavement) in the last 6 months
e Disability due toillness orinjury

e History of mania

IMPLEMENT
& MONITOR

DEVELOP
a care plan



Psychological capacity

0 Need for specialized knowledge
Assess depressive symptoms > o Meetthe personina private space, if possible. and training

* Beempathic and sensitive. o Imminentrisk of self-harm or suicide (10.4.4)

If apersonreports at least one of the core
symptoms - feeling down, depressed or hopeless * Show extra sensitivity with difficult topics.

L ) . ) ) ¢ Management of bipolar disorder or psychosis
and having little interest or pleasure in doing things

e Remind the person that what they tell you will (delusions, hallucinations, disorganized behaviour,

- do afurtherassessment. . ) ; . . .

remain confidential unless there is a risk of disturbances of emotion) (10.5.4)

self-harm or suicide. .
ASK: Over the last two weeks, have you been « Provision of brief structured psychological
bothered by any of the following problems? o Don’tjudge people by their behaviours and interventions (10.4.2)

appearance.
e Trouble falling or staying asleep, or sleeping too ¢ Management of chronic pain, that requires

* Acknowledge thatit may have been difficult for the
person to disclose information.

much comprehensive care (6.5.2)

o Feelingtired orhaving little energy . )
o If carers are present, suggest speaking with the

o Poorappetite or overeating person alone

e Feelingbadaboutyourself or that you are a failure
or that you have let yourself or your family down

e Trouble concentrating on things such as reading

the newspaper or watching television e Interventions for diseases and risk factors -
e Moving or speaking so slowly that other people
could notice Inappropriate medication(s) Review medication and withdraw or prescribe alternatives (10.5.1)
e Beingsorestless oragitated that you have been Anaemia, malnutrition, hypothyroidism Management of diseases (10.5.2)
moving around a lot more than usual Pain Assess and manage pain (6.5.2)
* Thoughts thatyouwould be better off dead or of Major loss (bereavement) in the last 6 months Advice for culturally appropriate adjustment and mourning processes
hurting yourself in some way
Disability due toillness or injury Advice on stress reduction and strengthen social support
If a person has more than two additional symptoms, History of mania See the mhGAP intervention guide (psychoses)

they may have depression (moderate to severe). Itis
important to distinguish depressive symptoms from
depression because their treatments differ.

e Interventions for social and physical environments >

Social isolation and loneliness Identify and tackle loneliness and social isolation (11.3.3)
Social care and support needs Support tasks of daily living including with ADLs (11.6)
Encourage participation in community activities (11.3.4)

Carers' support needs Provide psychoeducation and psychosocial support (12.4)
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Psychological capacity

Health and lifestyle
advice to promote
mental health

Community health workers and other community stakeholders can
provide advice to all older people, including those experiencing
depressive symptoms about healthy lifestyles to promote mental
healthand manage depressive symptoms.

Advice for all older people includes the importance of:
e« Takingregularphysical activity.

¢ Gettinggood quality sleep, including by maintaining the same
routine of sleep and waking times.

o Eatingahealthyandbalanceddiet.
¢ Maintaining social connectionandbeingsocially active.
¢ Thebenefits of stressreductiontechniques.

o Avoidingandreducing harmful use of alcoholand other
psychoactive substances. Alcoholuse disorders and
depressioncanbothincreaserisk of suicide and affect quality
of sleep.

Alongside healthy lifestyle advice, community stakeholders can
provide otherinformation about depressive symptoms and other
mental health conditions. Raising awareness can help older people
and carerstobebetterequippedtounderstand and manage
depressive symptoms. Normalizing mental health conditions can
also help toreduce stigma, discrimination and social exclusionand
cansupportpeopletobe more openabout theirfeelings. Itisalso
importantto educate people that depressive symptoms are nota
normal orinevitable part of ageing, butif they occur, they canbe
treated ormanaged.

Community-based
health care to address
depressive symptoms

Stress management

If an olderpersonisidentified as potentially having depressive symptoms
throughabasicICOPE assessmentand anin-depth assessmentisnot
immediately available, community health workers can provide guidance
onstressmanagement. This anbe provided throughunguided self-help or
guided formats. This guidance can also be provided to carers.—

Physical exercise, restorative sleep and spending quality time with loved
onesare allusefulto help manage stress. Physical exercise should be
encouraged, tailored to the person’slocomotor capacity and preferences,
duetoits positive effect onreducing stress, relieving symptoms of anxiety
andsadness, boosting energy levels andimproving sleep.— 6.1

Relaxationtechniquesand engaginginpleasant activities of interest

with friends orloved ones can also be beneficial. Deep breathing and
stretching and muscle relaxation are quick and effective ways toreduce
the physicaland psychologicalimpact of stress. It can be useful to practise
these techniquesdaily to help maintainresilience and so thataroutineis
established forany difficult times when they are particularly needed.


https://iris.who.int/handle/10665/328742
https://iris.who.int/handle/10665/328742
https://iris.who.int/handle/10665/331901
https://iris.who.int/handle/10665/331901

Psychological capacity

depressive
symptoms

Animportant first step when conducting anin-depth assessment
fordepressive symptomsis toidentify and treat any potential
reversible causes that canresemble or exacerbate depressive
symptoms (). =

Following this, by asking a series of questions, ahealth worker
canidentify those with depressive symptoms and distinguish
depressive symptoms from depression (moderate to severe) at
aprimary care facility. If apersonreports atleast one of the core
symptoms - feeling down, depressed orhopeless and havinglittle
interestorpleasure in doing things - and one or two additional
signs, they may have depressive symptoms. If apersonhas more
than two additional symptoms, they may qualify for a diagnosis of
moderate to severe depression. A personwithmoderate to severe
depressionusually has considerable difficulty with daily functioning
inpersonal, family, social or other situations.

Inadditiontoanin-depthassessment for depressive symptoms,
results of basic assessments for otherlinked domains of intrinsic
capacity, such as cognitive decline, visionimpairment and hearing
loss should also be verified and in-depth assessments conducted
asnecessary.—~> (5 8 (9

Seethesectionondepressioninthe mhGAP intervention guide for
details of how to conduct anassessment. Tools can be usedforthe
assessment of depression, e.g. the Patient Health Questionnaire
(PHQ-9).

depressive
symptoms

Interventions to manage depressive symptoms should always
be provided as part of acomprehensive personalized care plan
responding to underlying factors, along withinterventions that
address otherdomains of intrinsic capacity.

Inadditionto guidance on stress management, there are

multiple otherways to manage depressive symptomsincluding
psychoeducation and brief structured psychologicalinterventions.
Itisrecommendedto apply astepped care approach, starting with
aself-helplow-intensity intervention (stress management) and
monitoring symptoms and provision of furtherinterventions, incase
of noimprovement orworsening.

Psychoeducation

Psychoeducationrefers to educational programmes targeting an
olderpersonwith depressive symptoms and their carers focused
onimprovingunderstanding of their symptoms, including likely
cause, symptom monitoring and coping strategies, takinginto
account their specific difficulties with ADL and problem-solving.
Thisinformation:

e Helpsimprove aperson’s knowledge about theirconditionand
enablesinformed decision-making about treatment.

e Improvesunderstandingabouthow andwhy treatmentcanbe
helpful,encouraging adherence, andrealistic expectations.

e Mayincrease feelings of controland empowerment and reduce
anxiety.

e Provideshopeforrecovery.

e Canimprove carers’ and family members’ knowledge, helping
themto better support the person.
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Psychological capacity

Psychoeducation canbe deliveredindividually orin group settings
if the therapeutic components are adapted fordeliveryina
structured psychoeducational format.

Brief structured psychological interventions

Psychologicalinterventions are the informed andintentional use
of clinicaltechniques developed from psychological principles
to help people modify theirpsychological skills (e.g. emotional,
interpersonal, behavioural and cognitive skills). If thereisno
improvement of depressive symptoms by providing guidance
onstressmanagement and psychoeducation, brief structured
psychologicalinterventions, such as behavioural activation
therapy, CBT, problem-solving therapy and third-wave therapies,
may be considered.

Differentformatsforthe delivery of psychologicalinterventions
(average 8-10 sessions) canbe considered with olderpeople
includingindividualand/or group face-to-face psychological
treatments. Health professionalsinmental healthsuch as
psychologists would usually administer these interventions. Health
workersinprimary care facilities could provide themif they are skilled
andtrainedinthe mentalhealthissues faced by olderpeople, asthe
benefits outweighthe harms.

While face-to-face psychological treatments are likely to have
betteroutcomes thanunguided self-help, the lattermay be
suitable forthose who either do not have access to face-to-
face psychological treatment orare not willing to access such
treatments.

e Behavioural activation therapy: This focuses onimproving
mood by (re)engagingin activities that are task-oriented and
usedto be enjoyable, in spite of currentlow mood. It may be used
asastand-alone treatment, anditis alsoacomponent of CBT.

e Cognitive behavioural therapy (CBT): A person with
depressive symptoms may have unrealistic, distorted
negative thoughts that canlead to harmful behaviour. CBT,
which combines thinking differently (e.g. through identifying
and challenging unrealistic negative thoughts) and doing
things differently (e.g. by helping the personto do more
rewarding activities) can be helpful.

e Problem-solvingtherapy: Aproblem-solving therapy
involves the systematic use of problemidentification and
problem-solving techniques overanumber of sessions. It
offers direct and practical support by breaking problems
downinto specific, manageable tasks and then developing
coping strategies for specific problems.

e Third-wave therapies: These include mindfulness-based
interventions, acceptance and commitment therapy,
metacognitive therapy and dialectical behavioural therapy.
“Mindfulness-basedinterventions” isused here asanumbrella
term for mindfulness, meditation and yoga techniques, as well
as mindfulness-based cognitive therapy and mindfulness-
based stressreduction. Mindfulness consists of paying
attentiontowhatis happeninginthe present momentinstead
of being carried along by a train of thoughts about the past,
future, wishes, responsibilities orregrets.

Community stakeholders can provide information on available
services and supportand canhelp break down stigma around
mental health. This can be particularly effectiveif trusted and
respected community leaders, including faith leaders, are involved.
Community-based organizations can help to identify those in their
communities who may be experiencing depressive symptoms and
who may need support, as well as their carers, who may experience
symptoms themselves. They can help by referring people to
appropriate services, establishing peer support groups, organizing
events to promote social participation and helping with day-to-day
tasks which may be causing stress.



m Psychological capacity

10.4.3
Cognitive decline > (5

Cognitive decline and dementia may be associated with depressive
symptoms. Results of abasic assessment for cognitive decline
should be validated and anin-depth assessment conducted
asnecessary. The cognitive functions that canbe affected
indepression are attentionand memory, as well as executive
functions. Depression could be apsychologicalresponse to an
individual’s self-awareness of mild cognitive decline that has not
yetbeguntointerfere with daily functioning.

Apersonwithdementia often complains of mood or behavioural
problems, such as lack of interest, loss of emotional control or
difficulties carrying out usual work, domestic or social activities.
Psychologicalinterventions, such as CBT, interpersonal therapy,
structured counselling and behavioural activation therapy, should
be considered forpeople withdementiaand mild to moderate
depression (see mhGAP guideline).

10.4.4
Manage moderate to severe depression

Forapersonwithdepression(moderate to severe), amore specific,
targeted ortailored approachisneeded. Thatincludes assessment
of potential thoughts, plans oracts of self-harm or suicide offering
evidence-basedinterventions such as antidepressants and brief
structured psychologicalinterventions.

Asking about self-harm or suicide does NOT provoke acts of
self-harm. It oftenreduces anxiety associated with these
thoughts oracts and provides a sense of relief. However, itis
important to establish arelationship with the person before
asking such questions. Tointroduce questions about suicide,
acknowledge thatwhen people are very upset orfeel hopeless,
they may have thoughts about death orending theirown life
andthat these thoughts are notuncommon, and people should
not feel ashamed.

After checkingwhetherthe personagreestodiscuss theseissues,
questions like “Inthe past month, have you had serious thoughts
of ending yourlife oraplantoendyourlife? Orhave you taken any
actionstoendyourlifeinthe pastyear?” canbe asked.

If imminentrisk of self-harm or suicide isidentified, the person
should bereferredimmediately to health workers with trainingin
mental health or specialized care, if available. Family members,
friends and other colleagues orneighbours should be mobilized
tomonitorthe personand access to means of self-harm should
beremoved. The person and their carers should be linked with
community resources, forexample, mental health or suicide
phonelines that provide advice and support.

Prescription of antidepressants requires knowledge of managing
mental health conditions. Antidepressant medicine alone for people
with depression (moderate to severe) should only be considered
whenstructured psychologicalinterventions are not available.

MORE INFORMATION

00

mhGAP intervention guide for mental,

neurological and substance use disorderi
nnon-specialized settings: mental health Gap
Action Programme (mhGAP), version 2.0. WHO; 2016

(https://iris.who.int/handle/10665/250239).

Mental Health Gap Action Programme (mhGAP)
guideline for mental, neurological and substance use
disorders, [3rded.]. WHO; 2023
(https://iris.who.int/handle/10665/374250).

Psychologicalinterventions implementation
manual: integrating evidence-based psychological
interventions into existing services. WHO; 2024
(https://iris.who.int/handle/10665/376208).
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Psychological capacity

associated diseases and
risk factors

Anassessment of diseases andrisk factors fordepressive symptoms
should start by identifying and treating possible causes (* ).
Common conditions andrisk factors that can cause depressive
symptomsinclude medication(s), anaemia, malnutrition,
hypothyroidism, and pain. In some cases, treatment of these
conditionsresultsinimprovementin depressive symptoms. If
depressive symptoms persist, furtherassessment will be required.
Uncovering possible cause(s) of depressive symptomsinvolves a
full diagnostic work-up, sometimesincluding blood tests.

Inappropriate medication(s)

Some medications canlead to depressive symptoms. These
include, but are notlimited to medicines thatact primarily onthe
centralnervous system, such as antihistamines, psychotropic
medicines, muscle relaxants and othernon-psychotropic drugs
with anticholinergic properties, and steroids. The potential harm of
these medicines canalso outweigh theirbenefits forsome people.
Eliminatingunnecessary, ineffective medicines as well as medicines
that share an active ingredient reduces polypharmacy.— 4.2.4

Anaemia, malnutrition and hypothyroidism

Various diseases affect depressive symptoms, such as heart
diseases, chronic obstructive pulmonary disease, cancer,
autoimmune diseases, anaemia, malnutrition and hypothyroidism.
Itisimportant to control these diseases, whichcanresemble or
exacerbate depressive symptoms.

Anaemia and malnutrition canlead to depressive symptoms
because of deficiencies of iron, vitamins such as folate, vitamin
Bé andvitamin B12. Depressive symptoms canalsoplayarolein
the development of anaemia. Forexample, loss of appetite and
lack of interestin performing daily activities (such as shopping
and cooking), both associated with depressive symptoms, can
reduce quality and quantity of nutrition, potentially leading to the
development of anaemia and malnutrition. To manage depressive
symptoms, itis crucial to manage anaemia andimprove
nutritional status. > (7

Hypothyroidismisacommondisorderinolder people, especially
women. The symptoms of hypothyroidism can be non-specific
such asfatigue and dry skinand caninclude depressive
symptoms. The diagnosis of hypothyroidism usually requires a
blood testandcare should be managed by health workers with
specialized knowledge.

Pain

Thereis abidirectionalrelationship between painand
depressive symptoms. Individuals reporting chronic pain often
have depressive symptoms and depressive symptoms can
present as physical symptoms such as vague aches and pains.
Some people experience avicious cyclein which painworsens
depressive symptoms, and the resulting depression magnifies
feelings of pain. Itisimportant to address pain and depressive
symptomsinacomprehensive, holistic manner. 26.5.2
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Other associated conditions

The presence of the following associated conditions would
suggest adifferentapproach fromtreatment fordepressive
symptomsisneeded.

e Majorloss (bereavement)in the last 6 months: Bereavement
isanormalprocess of loss, grief and recovery associated with
death. Grief hasboth mental and physical effects and people
grieve in different ways, forexample, showing strong emotions
oralimitedreaction.Inmost cases, grief diminishes over
time. Adiscussiononand support for culturally appropriate
adjustment and/or mourning processes are important to
manage grief. If aperson’s symptoms involve considerable
difficulty with daily functioning lasting longer than 6 months
andinclude severe preoccupation with orintense longing
forthe deceased personandintense emotional pain, grief
disorder should be suspected. Inthis case, a health worker with
specialist knowledge should be consulted.

e Disability due toillness orinjury: People who experience
disability due toillness orinjury undergo stress; they must also
cope withlife transitions. The stages of adjusting to anew form
of disability include shock, denial and adjustment/acceptance.
Olderpeople with new disabilities are at risk of developing
anxiety and depression.Inmost cases the symptoms are likely
to diminish over time, particularly if the person gets social
supportandengagesinstressreduction.

e History of mania: Maniais anepisode of mood elevation
andincreased energy and activity. People who experience
manic episodes are classified as having bipolar disorder,
characterized by alternate manic and depressive episodes.
History of mania canbeidentified by checking several
symptoms, including decreased need forsleep, increased
talkativeness orrapid speech andimpulsive orreckless
behaviours occurring simultaneously, lasting for atleast 1week,
andsevere enough tointerfere significantly withwork and
social activities orrequiring hospitalization or confinement.
Management of maniarequires health professionals with
trainingin mental health or specialized care, if available.

social and physical
environments

Social isolation and loneliness

Lossof interestin activities that used to be interesting or
pleasurableiscommoninpeople with depressive symptoms and
canleadtosocialisolationandloneliness. Itisimportant to try and
understand any factors that may be leading to orexacerbating
socialisolationandloneliness, in addition to depressive symptoms,
which couldinclude challenging personalrelationships. Asking an
olderpersonif there are activities they would like to try and engage
with and providing support to enable this can be helpful. >11.3.3

Social care and support

Anolderpersonwith depressive symptoms may find it difficult to
manage everyday activities and may need social care and support.
This can start with providing help with addressing basic needs,
facilitating access to services and connecting with family and other
forms of social support.

Itisimportant toidentify and discussrelevantissues that place stress
onthe personand/orimpact theirlife including, but not limited to,
family andrelationship problems, housing, finances, access to basic
security and services, stigma, discrimination and maltreatment
(abuse of older peopleincluding neglect). > 11.4
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Support for carers > 12

Carers of people with depressive symptoms should be provided
withinformationand advice, including through psychoeducation
interventions. Psychoeducation may produce awiderange of
positive effectsincluding areductioninacarer’s depressive
symptoms, if present, care burden and stress, and anxiety; aswell as
increased well-being and health-related quality of life.

Health workers can support carers by:

e Helpingthemtounderstandthat depressive symptoms are
acommonoccurrence. They are not a sign of weakness or
laziness and cannot be controlled by willpower.

e Encouragingopennessand communicationbetween carers
andthe personthey care for, including:

- Listening with empathy without judgement.

- Beingthere forthemand making them feel they are not
alone and areunderstood.

- Acknowledging their feelings.

¢ Providing knowledge on depressive symptoms and mental
health services.

o Explaining that people with depressive symptoms tend to have
unrealistic negative thoughts about themselves and theirlives,
but that this will likely improve once their symptoms improve.

e Supportingwhat carerscandotohelp the personadhereto
treatment (e.g. by assisting with making appointments).

e Educatingthecareraboutcrisisplansandwhattodoin
emergency situations, including the person they are caring for
displaying thoughts oracts orself-harm or suicide.

o Explainingtheimportance of respecting the dignity andrights
of the personwith depressive symptoms.

Itis alsoimportant to acknowledge that caring forsomeone with
depressive symptoms can be challenging, and the carer may need
support fortheirown health and well-being. The psychosocial
impact and needs of the carershould be assessed to ensure the
appropriate support canbe provided.




Social care and support

Care pathway for social
care and support

Allolder people might require social care and supportat some
point to enable themto live meaningful and dignified lives. This
need may arise irrespective of theirintrinsic capacity, and may
change overtime. Social care and support needs may result from
changesinintrinsic capacity and functional ability, for example
the need forsupportwithBADLs and IADLs, but needs and
preferences forsupportand acceptability forhowitis provided
will differ bothindividually and socioculturally. Provision of social
care and supportenables anolder personto continue to do the
things that areimportant to themin the place of theirchoice.

The most appropriate personto ask about social care and
supportneeds,inmostinstances,isthe older personthemselves.
However, there may be situations in which questions should be
directedto someone else. If anolder person has cognitive decline,
forexample, questions about BADLs and finances may be best
asked of someone who knows the person well, such as a family
member or carer.

Key points

Health workers inthe community and other community
stakeholders canask questions to identify needs forsocial
support.

Interventions and advice from multiple sectors, such as from
social services, including LTC, finance, social protectionand
legal services, areimportantin supporting olderpeople.

Personal assistance mightberequired to supportolder people
with significantlossesinintrinsic capacity with daily tasks,
including bathing, dressing, toileting and eating.

Health workers in primary care and community stakeholders
should observe potential signs of abuse and neglect of older
people and take action.

Community stakeholders are crucial providers of social care

and support, ofteninvolvedin organizing and managing home-
based care programmes and community clubs and activities.
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Regardless of result:
® Provide health and lifestyle advice, including

information on opportunities for social engagement = 11.1
©® Re-askregularly

Ask supplementary questions

1]

Social care and support

Care pathway to provide

Home environment

!

Do you have concerns because of:
Do you have problems with your home,

o ) , e safety and security e Jocation
social care and support for example, house condition, location, safety e housing conditionincluding e livingindependently
maintenance e size of home
Financial situation
o m—) e Are you able to manage your money and financial affairs?
* These are examples of questions Do you often have insufficient funds e Would you like advice about financial allowances or benefits?

that could be used. Please adapt to to pay for your food, housing and health care costs?
your context.

-

Socialisolation and loneliness ) ) ) o
0 e Do you have close relationships (e.g. with spouse, family, friends)?

Do you often feel lonely? e Are you aware of social activities and opportunities to contribute

in the community?
e Areyouable to stay in touch with friends and family via phone,
computeretc?

1 ¥

Social engagement and participation
0 You are not able to pursue... because of:

Do you have difficulty in pursuing
leisure interests and other activities that
are important to you?

e cost e transport _
e distance e lack of opportunities

If YES to one or more question,
OR alossinintrinsic capacity, continue with assessment ASSESS

AandB

If aloss inintrinsic capacity

Assess
risk of abuse
Assess _ _ . . , Reassess
the needs for personal assistance with by observing behaviour and for signs of neglect
BADLs and IADLs daily activities (example: BADLs, IADLs): = 11.5 orabuse — Table 11.1
Basic activities of daily living (BADLs) are the « Transferring e.g. from bed to chair If abuse is suspected @e

basic skills required to independently care for
oneselfindaily life: bathing, dressing, toileting,
transferring, continence and feeding.

* Personalhygiene - toileting, bathing, dressing If any immediate threat to life or physical safety

» Meal preparation and feeding @e refer for specialist assessment, adult protection,

. I ¢ Use of medication and adherence to treatment such as temporary shelter orlaw enforcement systems
Instrumental activities of daily living (IADLs)

are more complex activities that facilitate
independent living: ability to use a telephone,
shopping, food preparation, housekeeping,
laundry, transportation method, use of
medication, handling finances.

o Ability to use a telephone and manage
transportation

16
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Need for specialized knowledge
and training

Social care and support involve many sectors in
addition to health, including housing, finance,
transport and law enforcement which can provide
services for:

e Significant home adaptation or repair and
access to these services, or forlegal advice in
relation to housing disputes such as safety
and cost (11.3.1)

Financial support and provision of financial
advice, including eligibility and entitlements for
social protection payments (pensions,
allowances, grants) (11.3.2)

Assessment of the need for delegation of
financial and health care decision-making and to
ensure legal protection (11.3.2)

Provision of advice on employment, education
and volunteering opportunities, support groups
and rights (11.3.3)

Assessment of risk of abuse and provision of
protection and law enforcement (11.4)

Assessment of eligibility for and provision of
formal LTC services (11.6)

Assessment of the need for assistive products,
ensuring access and providing advice on their
use and maintenance (4.2.2)

@a Social support > 11.3

Home environment — 11.3.1

« Considerhome adaptation
o Consideralternative accommodation

o Considerreferral to social welfare or community
housing programmes or support networks

Financial situation — 11.3.2

o Considerreferral to social services foraccess to
social protection (pensions, grants, allowances)

o Considerreferral for financial advice

« Provide advice on delegation of financial
decision-making with protection against financial
abuse, if needed

Social isolation and loneliness - 11.3.3

e Provide support to address challenging personal
relationships

e Provide alist of opportunities for social activities,
volunteering, employment and educationin the
community

e Provide advice and support with using digital techno-
logy to maintain contact with friends and family

Social engagement and participation - 11.3.4

o Discuss personalinterests and preferences

Provide alist of local community services, such as
leisure facilities and clubs, adult education
programmes, volunteering and employment
advisory services

e Provide advice onservices that support participa-
tion, for example, subsidized transport, free
activities and discounts for older people

e Provide support to maintain contact with trusted
organizations and institutions, including religious or
spiritual networks and leaders

@e Abuse of older people - 11.4

o Referforfurther assessment through social
services

o Offerclose monitoring of the situation, for
example, through visits by a community health
worker or social worker and encouragement to
attend a health facility or other service for support

o Considerreferral to psychosocial services, such as
counselling

¢ Ifanyimmediate threat tolife or physical safety,
refertolaw enforcement systems and provide
temporary shelter, where possible

@ :)
Personal care and assistance with
daily activities > 11.6

e Modify home environment to improve mobility and
prevent falls (4.2.5)

e Consideruse of assistive products (e.g. shower
chairs, dressing aids, modified cutlery, plates and
cups, pill organizers) with information on access
and maintenance (4.2.2)

e Assessthe need forrehabilitation services and
ensure access, if available (4.2.1)

o Assess support from spouse, family or other
carers, and identify the needs of the carer

e Review needs for support from care workers (12.3)

o Linktolocally available services such as
home-based care, day-care, orresidential LTC
facilities, as available and culturally acceptable
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1.1

Advice onsocial support
and opportunities to
participate

If anolder person’s answers toinitial questions on social support
suggest they may need support from others, acommunity health
worker or other community stakeholder can provide advice and
guidance while waiting foranin-depth assessment orif anin-depth
assessmentisnot available. This guidance caninclude:

¢ Simple modifications that could be made to the home
environment, forexample, removing trip hazards. - 4.2.5

e Basicadvice onavailable financial support, forexample, social
protection entitlements or organizations supportingincome-
generating activities.

¢ Encouragementtoreachouttoandengage withfriends, family
andneighbours.

e Suggestions of how to participate in the community, for
example, throughjoining an older people’s club.

¢ Community-levelinformation andresources for those with
potentialneed for personal care and assistance with daily
activities.

1.2
Assess social support
needs

Social support shouldbeincluded as part of a

personalized care plan. Support may focus on
enablinganolderperson’s participationin community

andsocial life toreduce socialisolation andloneliness and
addressing key factorsin theirlives such as theirhome environment
and financial situation. There are several opportunities to identify
need forsocial support,including during abasic assessmentin the
community oras part of anin-depth assessmentataprimary care
facility. Therisk forabuse should be also considered as some older
people may face greaterrisks than others (Table 11.1, p. 122).

Anolderpersonwith significant loss of intrinsic capacity would
also benefit from a full assessment of social care and support
needstoindicate whether they have reached the point of nolonger
being able to take care of themselves without the help of others.
This assessmentincludes theinitial four questions followed by an
assessment of therisk of abuse and theirneed for personal care
and assistance with daily activities.

Theissues addressedthrough these questions and assessments,
andthe specific challenges older people may face are highly
contextual. The questions providedinthe social care and support
pathway serve as examples, and should be adapted to suit the
context.
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1.3
Manage social support
needs

Social supportincludes support withthe home

Anumber of sectors willneed
towork together to deliver
interventions to address challenges
including housing services, social
services, occupational health,
benefit advisory services (where
available), and humanitarian actors
inresponse to emergency and
disastersituations that may lead to
displacement.

environment, financial security, loneliness, social

participation and engagementincluding through access

to community facilities and public services. Health workers
should be aware of local opportunities, services and support,
including community-based groups which are often key service
providers. = 4.1.3 They should also facilitate links with those with
specialized knowledge, including social welfare, employment,
educationandvoluntary services, transport services and faith
leaders. Age-friendly cities and communities programmes are a
good source of thisinformation.

11.3.1
Home environment

The place where anolderpersonlives can affect theirhealth,
well-being, independence and social participation, particularly if
there are challenges with the size of the home, access, condition,
location, safety and security.

Problems with the home environment can be mitigated by
introducing new security measures, having anumber to call
inthe event of an emergency and making adaptations fora
saferenvironment to maintainindependent living. - 4.2.5
Financial benefits may be available to help withaccommodation
costs, andforrepairand maintenance. If these measures do

not help, amove to more suitable accommodation should be
consideredif possible.

1.3.2
Financial situation

Aperson’s financial situationis strongly associated with health,
independence and well-beinginolderage. Problems caninclude
having too little money to meet basic needs or to fully participate
insociety and worries that money willrun out. Older people may
also be concerned that they willbecome unable to manage their
finances.

Financial problems, including being unable to pay for basic needs
may be mitigated thoughindependent advice about financial
planning and management, and eligibility and entitlement for
available social protection, including pensions, disability grants
and carers’ allowances. Advice may be needed from those

with specialized knowledge in these areas, including benefit
advisory services, employment services, organizations providing
supportwithincome-generating activities and social workers.
Arrangements can be putinplace fordevolved authority to
atrustedthird party formanaging finances, providedlegal
protectionisinplace to prevent financial abuse, especially for
those with cognitive decline.

If carers provide financial support forolder people, orincur costs
due to theircaregivingrole, they should alsoreceive information
and advice, including onhow costs for care may change as anolder
person’s functional ability declines and theirneed for care and
supportincreases.
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Itisimportantto discussissuesin
a sensitive way, being aware that
how questions are asked and the
setting may influenceresponses.
The olderpersonshould be
reassured that the discussionis
confidential, to help overcome any
fears aboutrevealing the nature

of personalrelationships.

1.3.3
Social isolation and loneliness

Socialisolationandloneliness are commonin older people with
some lacking social networks and up to a third of older people
reporting they feellonely (55). Lonelinessis subjective andis
measured by asking people how they feel. Both socialisolation
andloneliness are associated with anincreased likelihood of
preventable mortality and diseases and mental conditions such as
CVD, stroke, anxiety, depression and dementia. Itisimportant that
these conditions are considered and results of abasic assessment
forrelevant domains of intrinsic capacity are validated through an
in-depth assessmentwhere necessary, if lonelinessisidentified as
apotentialissue.—»> (5 (9 10

If anolderpersondiscloses that they feellonely orthey have few
social connections, there are follow-up questions that canidentify
need forsupportand suitableinterventions. Thereis oftenastigma
attachedtoloneliness, and thereasonsomeone feels lonely may
be linked to challenging personalrelationships. Being alone (or
living alone)isnot the same as beinglonely - anolderpersoncanbe
lonely evenwhen surrounded by other people, if the quality of their
relationshipsispoor.

It canbe helpfulto ask anolder person, who expressesloneliness,
ifincreased social contact with family and friends, ormeeting
otherswith similarinterests, would help toreduce their sense of
loneliness, and also tounderstand whether they are aware of local
social activities. These discussions should informinterventions to
beincludedinacareplan.

Use of community facilities such as clubs, faith groups, day centres
and sports, leisure oreducation services should be encouraged.
There may be opportunities to contribute through volunteering
orpaid employment. Social connections canalso beincreased
through opportunities to engage with people of different
generations. Having apet alsoreducesloneliness formany older
people (56). Community stakeholders can provide support by
organizing events and facilitating older people’s access toreduce
socialisolation.—4.1.3

11.3.4
Social engagement and participation

Everyolderpersonisunique and will have different priorities,
values and things they like to do. Itisimportant to find out about the
things older people enjoy and find meaningful by understanding
the person’slife, priorities and preferences, forexample their
hobbies, leisure activities, work, learning and spiritual activities.
Thisinformation should guide the development of the personalized
careplaninrelationto social engagement and participation.

Supplementary questions can be asked to identify any barriers
to social participation such as cost, accessibility (distance and
transport) and opportunity. Health workers should know about
local opportunities forengagement and participation, discuss
whetherthese might be of interest to the older person and
supportthemto participate. Charges forsome of these services
may be subsidized to allow older people and those onreduced
incomes to participate.
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1.4
Abuse of older people

Aroundoneinsixolderpeople experience some form of

abuse (57), afigure higherthan previously estimated (58). Abuse can
take many forms, including neglect, psychological, physical, sexual
and financial (including property andinheritance rights). Anyone
canexperience abuse, but there are anumber of risk factors that
make an older person more vulnerable, notably, cognitive decline,
poormental orphysical health, and disability. Other factorsinclude
socialisolation, history of abuse, family violence or conflict, ethnic
background andlowincome orlivinginpoverty. Although not
oftenrecognized oradequately tackled, violence against women
continuesinolderage.In2018, forwomenaged 60 and over the
lifetime prevalence of physical and/orintimate partnerviolenceis
23% (59).

Inline with theserisk factors, an older person withloss of intrinsic
capacity should be assessed forsigns of abuse. Due to the links
between abuse of olderpeople and socialisolation and low
income, anassessment should also be conducted with any older
personidentified to have issues with theirhome environment,
financial situation, socialisolation andloneliness or social
participation. Specific consideration should be givento an
assessment forsigns of abuse of anolder person with cognitive
decline, as changesinbehaviour could be linked to their condition,
ratherthan potential abuse.

Observationalinformation based on the behaviour of the older
person and that of theircarers orrelatives, or signs of physical
abuse should be used toidentify potential abuse (Table 11.1,p. 122).

During anyinteraction, acommunity health worker shouldlook for
signs of despair, fearand poor eye contact and note the physical
appearance and hygiene of the olderperson, such as the state of
theirnails, skinand grooming.—> 3.5

Inaddition, during a physical examinationin a primary care facility
ahealthworker shouldlook for physical signs of abuse. If injuries
are noted, the healthworker should look at the stage of healing,
the size of bruises and consistency of the injury with the reported
cause. |[dentification of dehydration, malnutrition,noncompliance
with medications or health care appointmentsincrease suspicion
of neglect.

If thereis any suggestion of abuse, furtherassessment and
management willbe needed. The health worker should inform the
older person of theirconcerns and that they will ask for specialist
help, forexample, from social workers orlaw enforcement services.
They should alsorecord theirconcerns and the action taken, and
closely monitor the situation while waiting forreferral. If a health
workeridentifies anyimmediate threat tolife or physical safety,
they shouldreferforspecialist assessmentand action (e.g.
temporary shelter), adult protective service orlaw enforcement
systems. Referral to psychosocial services, including counselling,
should also be considered, if available.

MORE INFORMATION

& Abuseofolder people: key facts. WHO; 2024
(https://www.who.int/news-room/fact-sheets/
detail/abuse-of-older-people).
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Table 11.1

Observational cues for potential abuse

Behaviour of the older person

Behaviour of the carer

Physical abuse

Neglect

o Seems fearful of or hostile towards the
carer

o Doesnotwanttoanswer when asked,
orlooks with anxiety at the carer before
responding

e Behaviourchanges when the carer
enters or exits the room

o Referstothecarerintermssuchas
“strong willed” or often “tired” or “bad
tempered”, oras becomingirritable/
very anxious/highly stressed

e Shows exaggeratedrespect orextreme
deference forthe carer, orappears very
restless orindifferentin their presence

Hinders or prevents the health worker
and the older person from talkingin
private, or keeps finding reasons to
interrupt the flow of the assessment

Interrupts orinsists on answering
questions that are addressed to the
older person

Provides a conflicting account of
events from that of the older person

Finds excuses to prevent health and/
or social workers visiting to provide
assistance at home for the older person

Demonstrates a high level of
dissatisfaction about having to take
care of the older person

Attempts to convince the health worker
that the older personis “crazy” or
“demented”, orthat the person does
not know what they are saying due to
confusion, when this is not the case

Isunengaged, inattentive, overwhelmed,
frustrated, hostile, angry, tired or
impatient during the interview

Evidence that the carer (orolder
person) hasissues with alcohol or
substance use

Injuries (cuts, burns, bruises and
scratches) that are unlikely to have
happened accidentally

Injuries that do not match the
explanation given for them

Injuries and wounds in concealed
places or protected areas (e.g.
underarms)

Bruising that is shaped like fingers from
rough handling (often upper arms)

Multiple injuries at different stages of
healing including untreated injuries

Medication underuse or overuse

Recurrent visits to a health care facility,
particularly an emergency department,
for similarinjuries

e Malnutrition, dehydration and pressure
sores

e Poorbodyand oral hygiene

o Dirty, severely worn clothing,
unchanged incontinence pad/pants

¢ Noncompliance with medications,
appointments or health worker
directions

o Delaybetween onset of illness orinjury
and seeking medical attention
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11.5
Assess social care needs

(Personal care and assistance)

Aperson’s specific needs for personal care and

assistance will depend on how to compensate for

theirloss of intrinsic capacity in order to optimize their
functional ability (i.e. to meet theirbasic needs; learn, grow and
make decisions; be mobile; build and maintain relationships;
and contribute), alongside their preferences, choices and goals.

Anin-depthassessment canbe conducted to determine needs
by understanding anolder person’s abilitiesinrelationto BADLs
and|ADLs. Frequently used questionnaires that measure function
include the KatzIndex of Independence in Activities of Daily
Livingandthe Lawton Instrumental Activities of Daily Living Scale.
Various factors affect IADL limitationsincluding gender, culture
andsocialnorms.

Anassessment and provision of personal care should include
but not be limited to:

e Transferring: This covers anumber of activities, suchas moving
fromabedto achair. Limited mobility increases therisk of falls
andthe need forpersonal care with these activities.

e Personal hygiene: Toileting, bathing, dressing - ability to get
toandusethetoilet, towashyourself, to get dressed and with
grooming, including brushing teeth and hairand cutting nails.
This may particularly be the case forolder people with limited
mobility or cognitive decline.

e Mealpreparation and feeding: Ability to shop for groceries,
prepare meals and to eatindependently may be affected by
limited mobility, cognitive decline and visionimpairment. It may
alsobe both aresult of and a factorinundernutrition.

e Useof medication: Ability to adhere to prescribed treatment
fordiseasesincluding medication and assistive products (e.g.
hearing aid)is critical for older people with multimorbidity.
Safe medicationuse includesremembering to take medication
as prescribed - theright medication, intheright dose, at the
right time. The efficacy of medication may also be affected by
any challenges with meal preparation and feeding. Adhering to
treatment may be difficult for people with cognitive decline or
visionimpairment.

e Ability touse atelephone and manage transportation: This
can affectutilization of health and social care services because
of difficulties with making appointments, either by phone,
online orinperson, understanding correspondence with health
workers aboutupcoming or past appointments and getting to
and from facilities. This may be challenging for older people
with limited mobility, hearingloss orvisionimpairment and
cognitive decline.

Older people with depressive symptoms may struggle with any of
these tasks. Thismay be linked to alack of interestin doing these
things, ratherthan their physical capacity.

MORE INFORMATION

00

WHO Long-term care for older people: package
foruniversal health coverage. WHO; 2024
(https://iris.who.int/handle/10665/376585).
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11.6
Manage social care
needs

Many older people donotwant torely onothers for
help with daily tasks, and support and training should
be provided to enable them to do as much as they can.

Forexample, an older personwho needs assistance with bathing,

may still be able to wash some parts of themselves, and should
be encouragedto do so. Similarly, someone whoisunable to

reach downto putontheirshoes, may be able to put ontheirother

Box 11.1 Social prescribing

Social prescribingis a means of connecting people to arange of non-clinical servicesin the
community toimprove their health and well-being and can be used as a way to address social
care and support needs. It can take various forms and can be adaptedin different communities
and contexts. Forexample, health workers at primary care facilitiesreferan older personto a
“case worker” or “care coordinator” who works with an older person to identify their social care
and supportneeds and develops a personalized plan. The case worker or care coordinator
alsoregularly follows up with the older person. Social prescribing canbe included as part of a
personalized care plan.—> 3.3

Animportant step in social prescribingis mappinglocal services, associations and organizations
inthe community toinform possible referrals. This mapping shouldinclude services for welfare,
legal, financial, housing support and food security; social care services, including mental health
and disability support; support for survivors of abuse; social activities; employment services;
activities forlifelonglearning and education; health care and health promotion services, including
physical activity and nutrition; inurban areas, opportunities for spending time outdoors; culture-
related activities; and volunteering opportunities.

With appropriate support and supervision from health workers, amember of a civil society
organization canactasacase workeror care coordinatorworking closely with multidisciplinary
healthworkers. Community stakeholders are also often best placed to map available services.

clothes. Carers should be supported withinformation and advice,
onhow to provide personal care, but also theimportance of the
older personmaintaining as muchindependence as possible. When
acareristired and overstretched, getting tasks done as quickly as
possible may seem preferable, so the benefits of taking time with
the older person, encouraging themto dowhatthey can, shouldbe
explained by health workersincluding social care workers.

Olderpeople who have asignificantloss of intrinsic capacity and
difficulties with BADL and IADL may benefit fromrehabilitation
services (= 4.2.1), provision of assistive products (- 4.2.2) and/or
environmental adaptations to optimize functional ability. Accessing
these types of support canhelp the older personwith daily tasks and
alsoreduce the demands ontheircarer(s).

Inaddition to the personal care provided by acarerinanolder
person’shome, otherservices and support should also be sought
asneeded. Thisincludes home-based care, day care services and
otherfacility-based care and support, as available and culturally
acceptable. Community stakeholders can provide information and
advice andlink older people and carers with formal LTC services.
They canalso support carers’ psychosocial well-being, through
facilitating respite and peer support. - (12

Social prescribing canbe amechanism through which to deliver
social care and support to ensure the delivery of services through
formalizedrelationships with community stakeholders (Box 11.1).

MORE INFORMATION

&

A toolkit on how to implement social
prescribing. WHO; 2022 (https://iris.who.int/

handle/10665/354456).

& Social prescribing. Open WHO: 2024

(https://openwho.org/courses/social-prescribing-WPRO).
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Carer support

Care pathway to
support carers

The demands and stress of caring for older people with significant
lossesinintrinsic capacity and functional ability can affect the
health and well-being of carers. Therole carers play is rarely well
recognized orvalued oradequately supported, exacerbating the
challenges associated with providing care. Being a carercan also
resultinreduced opportunity to undertake paid work, particularly
forwomen. Carers’ needs should be identified and interventions
to supportthem should be includedin a personalized care plan.

Key points

Health workers in the community canidentify carers’ needs and
ways to support theirhealth and well-being.

Arange of interventions - advice, training, respite care,
financial support and psychologicalinterventions - can help
carers to sustain a satisfactory and healthy caringrelationship
and provide quality care while maintaining theirown health
and well-being.

Incaseswhere acarerisanolderperson, anassessment
of the carer’s own health, includingintrinsic capacity, is
recommended.

Health workers, including community health workers, should
be aware of signs of abuse to look forduring an assessment of
eitheranolderpersonortheircarer.

Acarer’srole should be recognized, valued and supported and
efforts should be made toredistribute care work. Community
stakeholders canadvocate for thisrecognition while also
providing ongoing training, including refresher training and
supportto carers.
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Carer support

Care pathway to
support carers

If the carer is an older person,
advise to get an ICOPE basic assessment and support

When talking with the carer, make sure to do it privately,
in a separate room without the older person

e Do you feel supportedin your role as a carer?

0 Do you feel confident in your ability to provide care?

(to either question)

Provide support for carer: = 12.4
o training for skills and knowledge for caregiving Gc
e respite care
» othercommunity resources (e.g. volunteer programmes, peer support groups)

Assess impact of carerrole

if negative impacton:

Considerrisk of carer burnout and possible abuse (I:a

Regardless of result:

YES

to both questions @ Provide health and lifestyle advice for

carer, including advice to promote —> 12.1
self-care

@ Re-askregularly

[socialwell-being (ﬁnancialsituation (physicalhealth (mentalhealth

Provide respite care ® Strengthenlink with ® Promote self-care )
Provide advice and formal LTS’ system atnd ® Encouragecarertogo ®
supporttoincrease community suppor forhealth check-up

socialengagement ® Explorelocal financial L

support options

Reassess
Assess depressive symptoms —» 10

Assess anxiety

Provide psychosocialinterventions = 12.4.3
¢ stress management -

« mindfulness-based interventions

e psychoeducation

o psychotherapy/counselling

o multicomponentinterventions
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Training and advice needed for carers -

Carers should be supported with specific training and
advice to enable them to provide good quality care.
Besides how to identify deteriorationin signs of
functioning, management of medications, navigating
health and social services and systems, as well as
managing their own needs, the type of training and
information willdepend on the loss of intrinsic capacity
of the person they are caring for.

e Cognitive decline: the importance of maintaining a
daily routine, how to use memory aids, whatto doin
response to challenging behaviour and how to
respond when/if the person they are caring for does
notrememberthem.

e Limited mobility: how to assist the person to move
safely, while also protecting themselves frominjury,
how to access and use assistive products.

e Undernutrition: how to access and use (or help the
older person to use) assistive products, particularly
for feeding, the types and amount of food and liquid
required and how best to prepare them.

¢ Visionimpairment: how to help the person move
around, modifying the home environment to make it
safer, how to walk with someone with vision impair-
ment and help them to map their environment, how to
adapt communication styles and methods and how to
use assistive products.

e Hearingloss: how best to communicate with the
person, how to use and maintain hearing aids and
assistive products.

* Depressive symptoms: how to communicate openly
with older person, what to do if the immediate risk of
self-harmis suspected, how to prevent social isolation.

¢ Urinary incontinence: how to assist with personal care,
use of incontinence pads and products, encouraging
prompted voiding, and cleaning and safely disposing
of soiled clothes, bedding andincontinence pads.

Therisk of abuse

The two-way relationship between the person
receiving care and the carer may be complex.
Healthy, happy carers are capable of extraordinary
support, but sometimes the caring relationship can
be more challenging, including being unwanted by
one or both participants. Without adequate
support, carers can become overwhelmed and
experience burnout. This increases the risk of abuse
of the person being cared for.

Abuse can take the form of neglect, financial or
material abuse or physical, emotional or sexual
abuse. Neglect may be intentional or may occur
due to alack of skills or knowledge regarding how
to provide care or lack of external support or
supervision.

Carers can also experience abuse, including fromthe
person they are caring for. This abuse can take the
same forms as those detailed above, and may occur
for similarreasons. A carer of a person with dementia
may face particular risks due to challenging behaviours
associated with dementiain some people.

Neither the older person nor the carer may
disclose an abusive situation to a health worker.
Observational information based on the behaviour
of the older person, their carers or families is
therefore important, as are noting any signs of
physical abuse ( ).

If an abusive relationship is suspected, a more
detailed assessmentis needed, following local
referral pathways, where they exist, and relevant
and available services should be engaged. In many
cases the provision of additional support for carers
may be more effective in addressing an abusive
relationship than punitive measures. Health workers
should seek legal advice.

Need for specialized knowledge
and training

e Provision of support for a carer with depression or
anxiety

e Carerthemself has significant loss of intrinsic
capacity and/or multiple diseases

e Imminentrisk of self-harm or suicide of carer (10.4.4)
e Abusive relationship is suspected (11.4)

e Provision of brief structured psychological
interventions (10.4.2)

e Financial support and provision of financial advice,
including eligibility and entitlementsrelated to
caregiving (11.3.2)

Factors that increase the likelihood of being abused:

Carerecipient with
« significant care dependence
o behavioural and psychological symptoms of dementia
e lowincome orlivingin poverty

Factors thatincrease the likelihood of becoming a
perpetrator of abuse:

Carerwith
e poor mental health
« substance abuse and dependency
» stressand burnout
« financial dependency on the person being cared for

Otherfactors that canincrease the likelihood of an abusive
relationship include a history of family or partnerviolence
and a poorlong-termrelationship.
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Health and lifestyle
advice to promote
carers’ well-being

Providing care can be tiring and stressful, particularly for family

carers livingwith the person they are caring for,impacting carers’

health and well-being. Community health workers and other
community stakeholders can provide advice to support carer
well-being, including:

e« Startingagain(orcontinuing) activities that were previously
enjoyed.

¢ Maintaining aregularsleepingroutine.
e Beingasphysicallyactive as possible.

e Havingahealthybalanceddietandeating propermeals
regularly.

e Spendingtime with friends and family.
¢ Participatingincommunity and other social activities.

e Takingregularbreaks.

Community-based
health care to promote
carers’ well-being

Carers may provide regular (including daily), occasional orroutine
care orbeinvolvedin organizing care delivery by others. In countries
with policiesinplace, carers mayreceive social benefits such as paid
leave and cash-for-care transfers. Based onacarer’s needs, varied
types of support should be considered, both forthe carer’'s well-
being andto enable them to provide quality care.

Community-based organizations can play aroleinidentifying carers
who may need support. They can establish peer support groups

and provide spaces such as community halls for carers to meet and
share theirexperiences. They may be able to organize trips or coffee
mornings to give carers an opportunity to take time for themselves to
do something enjoyable and to share their experiences, feelings and
knowledge with others.

Availableresources andinformation onwhere and how to seek
supportinthe community should also be provided (e.g. provision of
respite care athome orthrough a day care centre, if available, and
culturally acceptable). Organizations that run ormanage home-
based care programmes, either working with paid care workers or
volunteers, can provide information and advice and, where possible,
provide care to an older person, giving the family carer somerespite.

If acarerisidentified asbeingnegativelyimpacted by theirrole,
andanin-depthassessmentisnotimmediately available, there are
actions community health workers can take to provide support.
Alongside health and lifestyle advice, they can provide guidance
onstressreduction andrelaxation (= )and somesimple
mindfulness techniques.
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carers’ needs

Itisimportantthatacarer'sneedforsupportisassessed,
including theirhealthand well-being, the socialand economic
impacts of providing care and their confidence in fulfilling
theircaregivingrole.

Ask the carer

The discussionaround a carer’sneedsis best done away from the
personthey are caring for, toreduce the carer’sembarrassment
orhesitation about speaking openly. This caneitherbe done at
the same time as the assessment with the older person, butina
separateroom orspace, ormay require a separate appointment.
The accounts of the older person and the carer may differ for
variousreasons, including memory problems of the older person,
if they have cognitive decline, so theresults of the older person’s
basic andin-depth assessments should be borne in mind.

The carersupport pathway provides two example questions to
identify how a carer feels and the support they currently receive
ormay need. Aresponse to either question that suggests the
careris struggling or facing challenges should lead to practical
support being offered, including training, respite care and linking
with community resources. The carer should also have anin-depth
assessment of theimpact of theirrole, including their psychological
andphysical health, and theirsocial and financial well-being.
Responses fromadiscussion on psychological well-being may
suggesttheneedforanin-depthassessment fordepressive
symptoms and anxiety, for which a separate meeting with the carer
should be arranged.

Forthose forwhom providing care is having a negative financial
impact, examples of how to access financial support and advice
should be provided.

When talking with a carer, a health worker should look for any signs
of exhaustion, anger, frustration or disrespect. If the carerappears
stressed orburnt out, attention should be paid to any signs of abuse
orneglect by the carer of the person they are caring for. > 11.4 They
should also be aware of potential signs suggesting the carermay be
being abused by the carerecipient. These situations may well not
be disclosed by the carersoitisimportant for the healthworkerto
observe what might be happening ( o p.127).

Assessment of depression and anxiety

Caregivingis associated with poorermental health outcomes for
carerscompared with the general population, with depression and
anxiety being particularly common. It also may be complicated

by feelings of bereavement overloss of the previous relationship
betweenthe olderpersonandthe carer, particularly if the carer
isaspouse. Itisimportant forhealthworkers to acknowledge

that caregiving can be extremely frustrating and stressful. Health
workers should considerwhethera carerneeds anassessment to
identify depression or/and anxiety and if they need any care and

support. - 10
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Carersupport

for carers

Arange of support may be neededincluding

direct help and support from paid care workers

and organizations, assistive products and home

modifications to facilitate the provision of care,

especiallyif the carerisliving with the person being

cared for, psychosocial support to address anxiety or depression,
andrespite care. Provision of information and training for carers is
alsoimportant.

Health workers and community stakeholders can create anetwork
to share available resources for the training of carers and where

to access psychosocial and otherforms of support. Peersupport
groups forcarers may be included orcombined with other
interventions as part of multicomponentinterventions to support
carers. Digital assistive products can be usefulin supporting carers
intheirrole, both through enabling those receiving care to continue
doing things forthemselves and providing carers with tools to
improve the quality of care they can provide ( ).

Digital assistive products

Innovative digital assistive products, suchasremote
monitoring and assistive robots, can enhance the functional
ability of older people,improving their quality of life as
wellasthat of their carers, increasing choice, safety,
independence and a sense of control,and enabling ageing
inplace. The use of these products should be based onthe
needs and preferences of older people and theircarers, and
availability of resources and appropriate training.

Training

Care workers, supported and supervised through the health and
social care system oraservice-providing organization should
support carerswith trainingand advice. Tounderstand the carer’s
training needs, the healthworkerincluding care worker can ask
what caring tasks are needed based onloss of intrinsic capacity
and functional ability of the older person being cared forand how
oftenthese tasks are undertaken. They canalso observe aspects of
care thatcould be improved through training, advice and practical
support. Support shouldreflect the carer’s choices and emphasize
optimizing quality of care and the carer’'s well-being.

Topics fortraining for carers mightinclude, but should not be limited
to, the care of olderpeople who need assistance; how to identify
deteriorationin signs of functioning; prevention and responses to
falls; management of medications; management of pain; navigating
health and social services and systems; how to communicate
effectively with the personbeing cared for; and managing theirown
needs. The type of training a carer should receive will be determined
by the care needs of the person they are supporting. Specific training
topicsrelated to the loss of intrinsic capacity and Ul are suggested

( o p.127). Training and education opportunities should be
provided forcarerswho are interested to gain more formal skills,
which could translate into future work opportunities.

WHO iSupportis aself-help skills and training programme for carers
of people with dementia that aims to prevent and/or decrease mental
and physical health problems associated with caregiving and to
improve the quality of life of those caring for people with dementia.
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Respite care

Respite carerefersto the temporary relief from caregiving duties
through the provision of substitute care in the form of home-based
care, day care ortemporary admission of the person being cared
forto acare facility. Respite from caregiving may help to keep

the caringrelationship healthy and sustainable, and if properly
organized and managed, periods away from the usual carer should
not have anegative effect onthe personreceiving care.

When caring has become too demanding, respite care should

be considered. Ahealth worker should explore whetheranother
person cantemporarily supervise and care forthe olderpersonand
supportthistohappen. This could be anothermember of the family
orhousehold, oratrained social care worker, whether professional
orvolunteer,inthe home orinacare facility.

The opportunity foranolderpersonto attend aday care centre or
receive day care athome canrelieve the main carer, who canthen
restorcarry out otheractivities. Day careis atype of community
supportservice, which provides personal care (bathing, feeding,
shaving, toileting), recreational and social activity programmes,
meals and transportation, several hours a day foranumber of days
aweek. Day care also provides support services forcarers such as
home visits, family activities, support groups and training.

Psychological interventions

Ahealthworkercanaddress acarer’s psychological

stress with psychosocialinterventions, including
mindfulness-basedinterventions, multicomponentinterventions,
psychoeducation and psychotherapy/counselling. Thiscanbe
particularly helpfulwhenthe care being providedis complexand
extensive and the strainon the careris great. Different modes of
delivery of psychosocial interventions canbe used: face-to-face
ordigital/remoteinterventions, which have beenreportedto be
effective. Group-basedinterventions are likely most effective.

Psychosocialinterventionsinclude:

e Mindfulness-basedinterventions, such as mindfulness,
meditation, yoga techniques, mindfulness-based cognitive
therapy and mindfulness-based stressreduction.

e Psychoeducation, which comprises educational programmes
that provide standardized information and focus onincreasing
carers’ knowledge of common conditionsinolderage and
developing specific coping skills to deal with caregiving
challenges. =

e Psychotherapy/counselling, focused oninterventions that
involve implementation of specific forms of individual or
group therapy orcounselling, including behaviour therapy,
cognitive therapy, conventional CBT and newer theoretical
orientations such as acceptance-commitment programmes.
These are usually delivered by a health professional with
specialized knowledge, such as psychologists or therapists,
andplace strongemphasis onthe development and utilization
of the therapeuticrelationship as part of the treatment process.

e Multicomponentinterventions, which use multiple approaches
suchascounselling, support groups andrespite providedin the
one programme without any one being dominant.
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12.4.4
Interventions to support physical health
and social well-being

Carers should be advised to look after theirown health, including
through havingregularhealth checks, including for theirintrinsic
capacityif they are older. They should also be given advice and
supporttotackleloneliness andisolationand maintain orincrease
theirsocial engagement and participation. = 11.3.3,11.3.4

12.4.5
Financial support

If providing careis having anegative impact onacarer’s finances, a
health worker should provide advice and link the carer to available
sources of informationand support, including financial advice

and available support through formal LTC systems. The carer
themselves may also be eligible for financial support through
social protection schemesincluding carer’s allowances and
non-contributory pensions. Employers may have some provision
forcarersinterms of leave allowances and flexible working
arrangements.

MORE INFORMATION

& Long-term care for older people: package for

universal health coverage (Annex 6). WHO; 2024
(https://iris.who.int/handle/10665/376585).

WHO iSupport for dementia: training and support
manual for carers of people with dementia. WHO;
2019 (https://iris.who.int/handle/10665/324794).
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Urinary incontinence

(o

Care pathway to manage

urinary incontinence

Urinary incontinence (Ul)isacommon condition affecting many
olderpeople, withwomen more likely to be affected than men (17).
butisnotanatural orinevitable consequence of ageing. Itisunder
recognized and under-reported. This could be due to anumber

of factors, including stigma and older people thinking itis normal
inolderage. Itis associated with depression, loss of mobility,
cognitive decline and comorbidities such as urinary tractinfection
(UTI), obesity, stroke and diabetes. It has a significantimpact on
quality of life and well-being. Urinary incontinence can affect
anolderperson’s self-esteem and confidence about going out,
and subsequently their social participation, leading to possible
isolation andloneliness (60).

Key points

Healthworkers should be proactive in discussing Ul but
mindful of how to ask questions, due to the sensitivity of the
issue and people feelingembarrassed andreluctant to have
anassessment.

There are effective behavioural strategies and interventions,
such as pelvic floor muscle training to manage Ul.

Adopting alife-course approachto Ul canenable the
identification of risk factors earlierinlife, including obesity,
thatcanbe addressedto preventits onset.

Assistive products such as toilet chairs, urinals and containment
products, help to manage Ulandimprove quality of life.

Community stakeholders canraise awareness that Ulis not
a‘“normal” partof ageing and supportolderpeople with Ul

through the establishment of peer support groups.
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Regardless of result:

@ Provide health and lifestyle advice,

Do you have any problems including advice to prevent Ul — 13.1

with bladder control, @ Re-askregularly
such as accidental
leakage of urine?

i i - How does Ul affect your life? @ Bladder training to manage Ul
Urinary incontinence

@ Refertoprimary care
Care pathway to manage
urinary incontinence (Ul)

Z
SN ASSESS

Assess urologic condition 13.3
9 > A, Band C

Bladder training with abladder diary — 13.2

Pelvic floor muscle training (women) = 13.4.1

If cognitive decline, prompted voiding - 13.4.2 Assess First, Identify .
: and treat potential
urinary
. . causes (seeB¢)
N klncontlnence
/

(B

Assess Assess

social and physical environments for diseases and risk factors Reassess
e Toiletaccess ¢ Fluid balance*

e Need for containment products ¢ Constipation

e Social care and support needs (toileting, < Inappropriate medication(s)

bathing, provision of gloves, soap) 4 Urinary tractinfection (UTI)

e Carers' support needs ¢ Delirium

® Consider potential interventions @e « Vulval symptoms (women)
e Incontinence-associated dermatitis
e Diabetes and obesity

® Consider potential interventions (@)
Be mindful about the

appropriate fluid balance, DEVELOPJ IMPLEMENT
as restriction of fluid intake a care plan & MONITOR
mightincrease the risk of

UTland dehydration. = 7.3.2 Consolidate interventions, considering results of A, B and C
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(O
Asking questions about urinary
incontinence

Urinary incontinence can be a sensitive subject with
people feeling embarrassed to raise issues themselves or
answer questions when asked. It is preferable to have a
health worker of the same sex as the older person
conduct the conversation.

When having a discussionon Ul:

o findaprivate place to talk
e spendtime to build trust and confidence

o activelylistenand avoid language that suggestsyou are
makingjudgements

o usesimplelanguageif necessary, e.g. wetting yourself

The discussion should also include the negative impact of
Ul on the person’slife, to motivate and encourage further
assessment and inform potential interventions. Itis
important to note that many older people feel Ul is normal
and this view may influence its perceived impact.

Ask the older personif Ul is affecting their daily behaviors
and activities including:

¢ Goingout

¢ Engaging withfriends, family, community

¢ Hobbies and social participation

* Physical activity including exercise

* Fluidintake

* Thekind of clothes they choose to wear

e Sexlife

* Psychological state: embarrassment, anxiety, confidence

* Needforassistive products, including containment
products such as pads

Need for specialized knowledge and training

o Fullassessment and management of a potential urologic conditions (13.3) suggested by:

- Palpable bladder
- Pelvic mass

- Macro haematuria (bloodiis visible to the naked eye in the urine)

- Recurrent symptomatic UTI
- Large prostate (men)

- Prolapse (descent of the uterus, cervix or vaginal walls) (women)

- Suspected fistula (women)

o Ulwith history of pelvic irradiation and surgery

o If the interventions to manage Ul do not work after 3—-6 months (13.4)

@a Interventions for diseases and risk factors = 135

Fluid balance

A4

Constipation
Inappropriate medication(s) ————> ®
Urinary tract infection (UTl) —————> @
Delirium > ®
Vulval symptoms (women) ————————> @

Incontinence-associated dermatitis—> ®

Diabetes and obesity > @

Encourage normal fluid balance and trial of caffeine restriction (13.5.1)

Treat constipationincluding through high fibre diets and physical activity (13.5.2)
Review medications and withdraw or prescribe alternatives (13.5.3)

Treat UTl if symptomatic (13.5.4)

|dentify cause and treat (5.5.1)

Prescribe topical vaginal moisturizers (13.5.6)

Skin hygiene and treat secondary infection (13.5.7)

Management of diseases and CVD risk factors (13.5.8)

@e Interventions for social and physical environments - 13.6

Toilet access \; )
()

Need for containment products ——> @

Social care and support needs o

[
Carers' supportneeds ———————> @

Home modifications for easier access (13.6.1)
Consider assistive products (e.g. raised toilet seat, commode, chair) (13.6.1)

Support access to containment products (13.6.2)

Provide assistance with toileting, bathing, dressing and hygiene and sanitation
products (gloves, wipes, soap) (13.6.3)

Provide psychosocial support (13.6.3)

Provide training on prompted voiding and appropriate use of containment
products (13.6.4)
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Health and lifestyle
advice to prevent urinary
incontinence

Urinary incontinence remains a stigmatized and often taboo subject,
which canleadto people not seeking supportandnot getting the
services they need. Community stakeholders can provide health
and lifestyle advice to all older people including those with Ul to
reducerisks and manage Ul, highlighting the importance of:

¢ Maintaining good drinking habits, i.e. drinking atleast
1.6-2L (6-8 glasses orcups)aday, unlessindicated by a health
professional due tounderlying diseases (e.g. heart orkidney
diseases). Drinkingless canreduce the bladder’s capacity and
make Ul worse, and canlead to dehydration. =

o Decreasing caffeine and alcohol, particularly at night, which
canincrease the needto urinate. Coffee, tea or caffeinated fizzy
drinks can be substituted with low-caffeine versions.

¢ Havingahealthydiet,including fibre toreduce therisk of
constipation, which can make Ul worse as straining to go to the
toiletcan weaken the pelvic floor.

¢ Managingweight - being obese canweaken the pelvic floor
muscles. =

e Doingphysical exercise canhelp strengthen muscles, which
can help with Ul. Individual advice should be sought on the
types of exercise that would be best.

e Tobaccocessation, as smoking weakens the bladderand
coughing puts a strain on pelvic floormuscles.

Awareness campaigns can also be helpfulin addressing the stigma
associatedwithUlandinencouraging people to seek health care.

Community-based
health care to address
urinary incontinence

Bladder training

If anolder personis found to potentially have Uland anin-depth
assessmentisnotimmediately available, community health
workers cansupport the older person and their carer with bladder
training. Abladderdiaryisusedto track a person’s toileting
patterns andinform appropriate interventions and behaviour
change. This can helpreinforce learning of new habits. A progressive
voiding schedule can be effective, especially for those with urgency
Ulby voiding the bladder every 2 hours and gradually increasing the
time betweenurination, in combination with distraction techniques,
such as, sittingon ahard surface, ordoing an activity that requires
concentration. Itisimportant not to be prescriptive and torecognize
anindividual’s limits and abilities. Bladder training with a bladder
diary should be implemented foratleast 6 weeks.

Date,
time Fluid intake Urine Leakage
Type Quantity  Volume Urgency  Volume Activity Pad
(mL) (mLor of need (S/M/L) engaged change
*S/M/L) tourinate in
(1-5)

*Ifitisnotpossible tomeasure orestimateinmL, record volume as small, medium
orlarge



Urinaryincontinence

urinary
incontinence and
urological conditions

Urinaryincontinenceis the involuntary leakage of urine. It occurs
inassociationwithnotonly lowerurinary tract dysfunction butalso
loss of mobility, cognitive decline and other diseases. Animportant
step, beforeanin-depthassessment forUlistoidentify and treat

anyreversible causes (< ).~

Potential Ul can be identified by asking about leakage, with sudden
urgency and/or caused by coughing orlifting. Information about
severity and quantity of urine lost, frequency of incontinence
episodes, and duration of the complaint should be sought. There
are different types of Ul ( ); however, diagnosing the

type of Ulis not essential at primary care to be able to provide
interventions.

Types of urinary incontinence

e Urgencyurinaryincontinence: Ulimmediately preceded by a sense of urinary urgency.
Most commoninolder people.

e Stressurinaryincontinence: Ul occurringwith abruptincrease of intra-abdominal pressure
(e.g.coughing, lifting), due to pelvic floorweakness or a weak urinary sphincter. Associated
with obesity and women who have experienced vaginal childbirth.

e Mixedincontinence: Combination of stressand urgency Ul.

e Overflowincontinence: Ul from overly full bladder due toimpaired bladder contractile
functionand/orbladderoutlet obstruction. Thisiscommonin men.

e Disability-associatedincontinence: Due to cognitive decline, limited mobility or
comorbidities.

Assessment of urologic conditions should be conducted by a
trained health workerandinclude the examinations listed below.
Inmost cases, urologic assessmentis notnecessary during the
initial assessment, but reversible causes should be identified and
treated.

¢ Abdominalexaminationtoidentify apalpable bladder.

o Digitalrectalexamination toidentify a pelvic mass, large
prostate (formen, approximately ping pong ball size, e.g.
biggerthan 40 cc)and stoolimpaction (constipation).

e Urinalysistoidentify haematuriaand UTI. Be aware of the
limitation of urinalysis stick asit does not differentiate between
haemoglobinand myoglobin. Microscopy (if available)is
recommended to confirm haematuria.

¢ Forwomen, external genitaliaexaminationto checkforprolapse
(descent of the uterus, cervix orvaginal walls) and fistula (a hole
betweenthe vaginaandbladder), suspected by abnormal
vaginal discharge, continuous urine loss orodourinurine.

Results of basic assessment for otherlinked domains of intrinsic
capacity, such as cognitive decline, limited mobility and
depressive symptoms should also be verified and anin-depth
assessment conducted asnecessary. > (5 6 10
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urinary
incontinence

Interventions to manage Ul should always be provided as part of a
comprehensive personalized care planresponding tounderlying
factors, along withinterventions that address otherdomains of intrinsic
capacity. Inadditiontobladdertraining, there are multiple ways
tomanage Ulincluding pelvic floor muscle training forwomen and
prompted voiding for those with cognitive decline.

Pelvic floor muscle training

Pelvic floormuscle training canbe recommended to olderwomenwith
Ul. As thisiscommonly providedinhealth services as part of postnatal
care,ifadequately trained andresourced, health workers should be
able toprovideinformationand supportto olderwomen ( ).
Undertaking three sets of 10 contractions with adequate relaxation
between contractions daily, should be advised. Toimprove pelvic floor
function, these exercises should be maintained foratleast 3months.

Pelvic floor muscles

Uterus

Rectum

Bladder

Pelvic y 3 y
bone = g it floor

How to exercise pelvic floor muscles

Health workers can provide information to olderwomen

onp

elvic floor exercises. Itisimportant for olderwomen to

learnto do the exercisesintheright way, and to periodically
checkthat they are stillbeing done correctly. Health workers
canhelp olderwomentounderstand the exercises by using
diagrams, drawings and models and by sharing the following

tips:

Inthe upright position, the woman should sit
comfortably with feet and knees wide apart. If
preferred, they canalsolie down flat withlegs slightly
apart. They shouldrememberto keep breathing
throughout and keep theirstomach, legand buttock
musclesrelaxed.

The womanshouldimagine sheis trying to stop herself
from passing gas fromthe bowel and at the same time
trying to stop the flow of urine from the bladder. She
should feel alifting and tightening around the vagina
and anus.

Women may not be able to contractandrelaxtheir
pelvic flooradequately at first. This can take practice
and mostwomenwilllearnhow to doitif they are given
sometimetotry.
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Prompted voiding

People with cognitive decline willneed specific support for Ul.

This shouldinclude promptedvoiding toincrease the person's toilet
use and decrease the number of Ul episodes. Acarershould suggest
the olderperson go to the toilet every 2 hours throughout the day
and assistthemto doso. They cantry toreinforce the positive
behaviour of frequent toilet visits by spending time in the toilet,
having a conversation and notrushing the older person. The carer
should also ask the personwhether they are wet, to encourage them
tonotice and actonthis. If the personcannotreliably self-report,
the carershould check forwetness during toilet visits, and record
eachwetcheckinabladderdiaryto build up apattern of urination
that could help to pre-emptincontinence episodes.

The effect of each of the above interventions should be monitored
for3-6 months. If noimprovementis seenthe olderpersonshould
bereferredto specialized care.

associated diseases
andrisk factors

Anassessment of diseases andrisk factors for Ul should start by
identifying and treating possible causes, including fluid imbalance,
constipation, medication, UTland delirium. Identifying reversible
cause(s) of Ulinvolves a full diagnostic work-up at a primary care
facility. It may be necessary to explore several different potential
explanations of symptoms to arrive at an appropriate approach for
acareplan.

Fluid balance

Excessive fluidintake canbe arisk factorfor Ul. Fluid balance
should be checked toidentify potential cause of excessurine
output. Certaindrinks and foods such as caffeine may act as
diuretics, increasing volume of urine produced. Normal fluid
balance should be encouraged and therisks of restricting fluid
intake (increasedrisk of UTI, dehydration) explained. Areductionin
caffeine canbe tried for 6 weeks. =

Constipation

Infrequent stools or difficult stool passage, due toreduced

bowel movement, canbe a cause, or contributing factor to Ul.
Stoolimpaction can beidentified by symptoms, stool diaries and
physical assessment (e.g. digital rectal exam). High-fibre diets,
adequate fluid intake, regular physical activity, and having a bowel
movement at the same time every day (e.g. after breakfast) can
help manage constipation.
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Inappropriate medication(s)

Areview of medications should be undertaken toidentify any
medications that mightlead to Ul.

Medications that mightlead to urinaryincontinence:

e Diuretics

o Alphaadrenoreceptorantagonists

¢ Angiotensin-converting enzyme (ACE) inhibitors

e Calciumchannelantagonists

¢ Psychotropic medicines (clozapine, selective serotoninreuptake
inhibitors, benzodiazepines, lithium)

e Anti-Parkinsonian medicines

. Antihistamines

Following areview, medications can be withdrawn or alternatives
prescribedif deemed appropriate by ahealth worker.

Urinary tractinfection (UTI)

Acute UTlshould be suspected on the basis of urinalysis. It can
cause symptoms such asanurgent or frequent need to urinate,
aburning feeling while urinating and blood in the urine. UTIs can
manifest commonly as delirium or confusionin the absence

of afever. The treatment of bacteriuriais only indicated when
symptoms are present orwhen thereis evidence thatitmay be
the cause of Ul. Recurrent symptomatic UTls (two ormore
infectionsin 6 months orthree ormoreinfections peryear) require
areferralto specialized care.

Delirium

Deliriumis asudden, fluctuantloss of the ability to direct, shift,
sustainandfocus attentionand canbe acause of Ul. Apersonwith
delirium may be unaware of their bladder filling or the need to void.
—5.5.1

Vulval symptoms (women)

Vulval symptomsinclude discomfort (e.g. itching, dryness or
burning, pain) around the outer part of the female genitals as a part
of genitourinary syndrome of menopause. They have a profound
negativeimpacton quality of life. Women should be made aware
of these problems and treated, including with topical vaginal
moisturizers and oestrogen, if appropriate, available and accessible.

Incontinence-associated dermatitis

An examination of external genitalia should be conducted to assess
possible skininflammation due to prolonged contact withurine.
Prolongeduse of containment products such asincontinence pants
orpadscanleadtodermatitis andinfection. Incontinence-associated
dermatitis appearsinitially as erythemawhich looks different on
different skintones: onlighter skin:ranging from pink tored; and on
darker skin: skinmay be paler, darker, purple, darkred oryellow.

The affected area usually has poorly defined edges and may be
patchy orcontinuous overlarge areas. Advancedincontinence-
associated dermatitis shows areas of superficial skin erosion with
pain. If dermatitisis found, advise on mild cleansing and protecting
the skinwith appropriate topical productsincluding barriercreams
orfilms, treat any secondary infectionandrecommend appropriate
containment products.

Diabetes and obesity

Diabetesis associated with Ul due to excessive urine output and
alterationsinbladder muscle function. Obesity has beenshownto
be astrongrisk factor for Ul, specifically, the higher prevalence of
Ulinolderwomenislinearly correlated with higher BMI (61). Asintra-
abdominal pressure increases with obesity, theincreased bladder
pressure weakens the pelvic floor. Management of CVD and risk
factors should be provided through healthy diet and physical
activity including exercise, together with medication. Forolder
people, the benefits of weightloss need to be weighed against
potential risks, such as concurrent muscle mass reduction. >
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Community stakeholders can
provide maps of where public
toilets are located, and speak
with local shops, cafés and
other businesses to ask if their
toilet facilities could be made
available to older people.

13.6

Assess and manage
social and physical
environments

13.6.1
Access to a toilet

Anolderperson’saccessto atoilet, should be assessed, including
distance within the home to the toilet, and for those with shared
toilet facilities outside of the home, distance, terrain, safety and
security. The usability of the toiletitself should also be considered,
including the type of toilet (sit or squat), need for grabrails, space
forpeople using mobility assistive products to manoeuvre.
Commode (toilet) chairs and urinals may be useful if the distance
to atoiletisnotmanageable, orif the personisunable to use the
toilet. Additional lightingin the toilet, contrasting strips to indicate
any steps and a coloured marker on the flush, could be helpful for
people withvisionimpairment. Clothing thatis easy toundo or take
off might also be beneficial.

It canalso beuseful to assess access to toilet facilitiesin the local
community. Alack of access may hinderan older person’s ability or
willingness to go out and participate in activities, leading to social
isolationandloneliness.

13.6.2
Containment products

If treatment for Ulis not possible or does not work, the use

of containment products can help toimprove quality of life.
Absorbent containment productsinclude incontinence pants
and pads; different products should be used at different times
and for different activities. Forexample, asmaller product could
be used during the day while alargerone may be needed at night.
Containment products may be reusable or disposable. Reusable
products should be washed and dried carefully. These products
can be prohibitively expensive but may be subsidized, insome
contexts through various mechanisms.

Community stakeholders can support access to containment
products through working with local authorities and health workers
to make products available (and affordable) and holding them to
account ontheircommitments.

Indwelling urinary catheters should be avoided as they cause
infections and otherharms such as blood ordebrisin the catheter
tube that might block the drainage system.

MORE INFORMATION

00

Training on self-care assistive products and
absorbent (containment) products. TAP; 2024
(https://www.gate-tap.org/).

141


https://www.gate-tap.org/

142

Urinaryincontinence

Social care and support >

Socialcare and support needs may include assistance with
toileting, bathing and dressing. If apersonwith Ulwho uses
containment products needs support fromacarerto go to the
toiletand getdressed, the ease of use of containment products
should be considered, including whetheritis possible to change
withoutremoving outer clothing. Day care and other LTC facilities
inthe community should ensure adequate space forolder people
to be assistedin going to the toiletand changing.

Olderpeople withUImight benefit from psychosocial support,
including peersupport. Community stakeholders can establish support
groups, to give older people the opportunity to share theirexperiences
and seek advice fromothersinasimilarsituation. This could help to
empower older people with Ulto speakup and ask forhelp.

Support for carers > 12

Looking after someone with Ul can be physically and psychologically
challenging. Carers, including family members at home with the
olderpersonallday, shouldreceive traininginhow best to provide
care, including how to safely assist the older persontowalk and to
transfer on to and off of a toilet; how to assist with personal care,
including cleaning and skin care to avoid infection; appropriate
use of incontinence pads and other products to avoid areliance
onthese productsif they are not necessary; how to encourage the
personto keep drinking and not restrict their fluid intake; how to
encourage prompted voiding; and how to clean and safely dispose
of soiled clothes, bedding andincontinence pads.

Itisalsoimportant to provide supportand advice forcarers

onhow to manage any feelings of embarrassment or anxiety
associated with providing personal care. Carers may find it difficult
todiscussissuesrelated to Ul with the person they are caring for,
and may feeluncomfortable providing personal care. They should
be givenadvice and information onhow to approach sensitive
conversations and how to provide personal care in away that
promotes dignity and autonomy.




Implementation

considerations for ICOPE

ICOPE cansupportatransformationin health and social care
systems and services to deliveranintegrated, person-centred
continuum of care for older people with the aim of optimizing
functional ability. The overarching ICOPE care pathway withina PHC
approach cansupportthe identification of the older population's
needs and provision of services (Fig. 1.1, p. 5). The implementation
of ICOPE should therefore align closely with efforts to strengthen
PHC, utilizing the levers of PHC outlined in the WHO and UNICEF
Operational Framework for Primary Health Care.

ICOPE has been piloted in multiple countries around the world
across arange of income levels and with different structures and
capacities within their health and social care systems. Learnings
from these pilots highlight key considerations forimplementation
relevant to project and system managers.

Key points

Beforeimplementingan ICOPE care pathway an assessment of
readiness at service and systemlevelisrecommended.

Adapting and developinglocal care pathways starts with
mapping availableresources andidentifying the entry points
and opportunitiestoimplement the ICOPE approach.

Engagement of older people and theircarersis key for successful
and sustainable implementation of integrated care.

Optimizing the intrinsic capacity and functional ability of older
people beginsinthe community. Health and social care systems
should supportand enable delivery of community-level
services through strengthened primary care and engagement
with community stakeholders.

Health workers should receive training, support and proper
remuneration to enable the delivery of person-centred
integrated care withinroutine practice.

ICOPErequires theintegration of healthand social care,
including LTC. Care can be delivered by and with multiple
sectorsand across settings. Effective coordination and
collaborationacross sectors, settings and servicesis crucial.
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ICOPE should be adapted to
ensure the steps of the care
pathway can be effectively
implemented within and by
existing services and settings
inaculturally appropriate and
sustainable way.

144

14.1
Adapting ICOPE to local
contexts

Priortoimplementing ICOPE at scale, countries should conduct
anassessment of readiness to deliverintegrated care toinforman
adaptation of the approach to the local context. The WHO ICOPE
implementation framework provides a scorecard to guide the
assessment of overall capacity of healthand social care services and
systemsto deliverintegrated careinprimary care, and alsoinforms
implementationaction plansbased onreadiness toimplement
(none to minimal, initiating, sustaining). Scoring can highlight the
areas of opportunity and be used to monitor ongoing progress of
implementation.

Thisisanimportant step as allhealth and social care systems are
different, with varied service delivery approaches, workforce
structures andregulations, referral pathways and resource
capacities. Itispossible to startimplementing ICOPE by piloting
and adapting the approachinacommunity or clinical setting,
engagingrelevantlocal stakeholders.

Toinformlocal ornational adaptation, acomprehensive
mapping exercise (Box14.1,p.145) should be undertaken with
the involvement of older people, carers, healthand social care
workers from different settings, public health authorities and
community stakeholders. The mapping process canbe usedto
build supportand collaboration forthe approach.

Theinformation collected through a mapping exercise should
inform the development of care pathways specific to the local
context. This exercise should focus on working with existing
routine practice and using basic andin-depth assessment tools
already available and validated that address intrinsic capacity and
functional ability, and building workforce capacity andincentives
and strengthening services where needed. Adapted care
pathways should be translatedinto relevant languages and piloted
to test their feasibility and acceptability.

Health workers canundertake similar exercises to identify
availableresourcesin theirownhealth care setting, building a
multidisciplinary team and a collaboration mechanism among
different health and social care services, and identifying entry
pointstointegrate the ICOPE care pathway intoroutine clinical
practice. This process caninformwhere, how and withwhom to
start piloting the approach. The first phase of a pilot should be to
assess the feasibility of implementing ICOPE and identify barriers
andenablerstoitsimplementation.
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m Implementation considerations forICOPE

Older people and their carers:

Situation analysis of health and well-being of olderpeople informed
by keyinformantinterviews and a survey (population or facility based).

Olderpeople andtheircarers’ healthliteracy.

Identification of where olderpeopleinneed of care are, including those
unable toaccesshealth care facilities, whose engagement willneed to
happenathome orinthe community.

Models of care: Amodel of careis a conceptualization of how services
should be delivered, including the processes of care, organization of
providers and management of services. Itis supported by mapping:

Availability, accessibility (cost, distance, transportation, age
friendliness), acceptability and quality of services forolder people
atdifferentlevels of the health system.

Care pathways (usual firstand regular point of contact, referral
mechanisms).

Entry points forimplementation of ICOPE within existing service
delivery (e.g. throughnoncommunicable diseases clinics ormobile
outreach services).

Available infrastructure (diagnostics, health and care data collection
and sharing mechanisms, space forassessment).

Screening and assessment tools forimpairments of intrinsic
capacity.

Essential medicines, vaccines and health productsincluding
assistive products.

Availability, accessibility and acceptability of social care services,
including LTC, and community services forsocial support.

Box 14.1 Elements of comprehensive mapping to inform adaptation of ICOPE

Partnerships:

Formalized engagement betweenhealth and social care sectors across
different settings and community stakeholders.

Clarity of roles and responsibilities.

Recognition, trainingand support forcommunity stakeholders.

Coordination:

Mechanisms for collaboration between health and social care services and

workers.

Ways of working that enable a multidisciplinary team approach.
Structure and capacity of LTC services and workers.

Utilization of social support such as social prescribing.

Existing partnerships with other sectors, including transport, education,
employment, justice andlaw enforcement.

Humanresources:

Who the health workers are in primary care, including community health
workers, their capacity (time, knowledge, skills, remuneration) and
composition of multidisciplinary teams (if they already exist).

The training currently received, and necessary knowledge currently not
being provided.

Rolesandresponsibilities of different healthworkers across health care settings

(primary, secondary, tertiary) and social care settingsincluding LTC facilities.

Otherhumanresourcesincludingvolunteers and community stakeholders.

Financialresources:

Budget currently available that could be utilized for promoting quality
person-centred care forolderpeople.

Costings of the provision of integrated care and budget gaps.

Note: The elements of comprehensive mapping toinform adaptation of ICOPE canbe undertakeninany order.
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Box 14.2 Summary of actions from the ICOPE
implementation framework

Actions for systems (macro level)

J Strengthen governance and accountability systems
Engage stakeholdersinpolicy and service development; develop
policy andregulationto supportintegrated care and responses to
abuse of olderpeople; undertake continuous quality assurance
and quality improvement; regularly review capacity to deliver care
equitably.

J Enable systems strengthening
Develop workforce capacity, financing and humanresources
management; use technology to exchange informationamong
service providers; collectandreport data onintrinsic capacity
and functional ability; use digital technologies to support self-
management.

Actions for services (meso level)

J Engage and empower people and communities
Engage olderpeople, theirfamilies and civil society in service
delivery; supportand train carers.

J Support the coordination of services provided by multidisciplinary
teams
Identify older peopleinthe community who need care, undertake
comprehensive assessments and develop comprehensive care
plans; establish networks of health and social care workers.

J Orient services toward community-based care
Deliver effective and acceptable care focused onfunctional
ability through community-based workers and services backed by
adequate age-friendlyinfrastructure.

14.2
Implementation considerations

Following the readiness assessment and adaptation of

ICOPE, there are anumber of further considerations forits
implementation. The WHO and UNICEF Operational Framework
forPrimary Health Care providesinterdependent andinter-
related levers (strategic and operational) to guide countries’
efforts to strengthen PHC-oriented health systems.

The ICOPEimplementation framework sets out 19 actions, that
complementthe PHC levers, to support Member States, focused
onthe system (macro) and services (meso)levels (Box14.2). The
macro-level components are intended to support policy-makers,
system-level planners, funders and decision-makers; while

the meso-level actions are targeted at service and programme
managers and decision-makers. In alignment with operational levers
of PHC, such as models of care, PHC workforce, digital technology
and monitoring and evaluation, the followingimplementation
considerations, drawn from the implementation framework and
learning gained through ICOPE pilot programmes, aim to support
implementation at the service level.

14.2.1
Integrating health services, prioritizing
primary care

Most health systems around the world are designed to treat and
cure diseases, oftenthrough vertical services. Despite efforts to
strengthen PHC, they are oftennot equipped to deliverintegrated
person-centred care thatrequires amore horizontal comprehensive
approach, allowing for flexibility and multidisciplinary working.
Therefore, primary care services as a firstandregular point of
contact, and the firstcomponent of PHC, need to be prioritized
with the delivery of a continuum of integrated care asakey aim, to
enable quality careincluding the implementation of the ICOPE care
pathway. Thiscanbe supported byincluding ICOPEinterventionsin
anessential service package at primary care.
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Multidisciplinary teams that
optimize health workers’ skills mix,
should enable the delivery

of acontinuum of integrated
person-centred care.

Consideration should be given to the level of coordination
between health systems including the suitability and age-
friendliness of infrastructure and availability of appropriate
tools and technologies, including medicines, vaccines and
health products such as assistive products, ensuring effective
referral mechanisms, both within the health service, including to
specialized care at secondary and tertiary levels, and between
health and social care services, and establishing and/or
strengthening systems for data collection and sharing.

14.2.2
Human and financial resources

Additionalinvestmentis most likely needed to support the
implementation of ICOPE, particularly inrelation to human
resources to ensure amore effective and efficient approach while
betteraligning with current and future needs of the population.
Capacity building of multidisciplinary health workers usually
involves the provision of competency-based training at all levels,
especially at primary care, toincrease understanding of ICOPE
andhowitcanbe applied.

Inmany contexts, community health workers play anincreasingly
significantrolein the delivery of health services but may lack
training and support and oftenworkin avoluntary orunpaid
capacity, all of which affect sustainability (e.g. recruitment,
retention). Provision of job security, supportive supervision

and careerdevelopment pathways areimportant. Alternative
workforce configurations might be needed, based on the setting
andresource availability torespond to evolving healthneeds and
populations. Task sharing among health workers can support the
delivery of integrated care and may also require adjustment of
regulation, recognition of new roles and specific remuneration.

Buildingincentives for public health andrewards for health
workers forintegrated care, financing mechanisms and
performance monitoring can encourage the shift towards quality
care forolderpeople. Authorities responsible fordeveloping
training and curricula and providing accreditation, and national
andlocal professional societies canplay animportantrole.

14.2.3
Coordination among health and social care sectors

Structures and mechanisms arerequired at the service level to enable
referralbetweenhealth and social care and collaborationbetween
health and social workers, facilitated by a care coordinator, as part of
amultidisciplinary team. This coordination shouldinclude LTC services
andintegration of information and quality assurance systems.

WHO’s Long-term care forolderpeople: package foruniversal
health coverage, provides alist of LTC interventions for countries
to consider, prioritize and provide. In some countries, the
mechanism forassessment for eligibility for LTC services and care
provisionis organized by different sectors. Whatever the local
arrangements, the principles of a person-centredintegrated
approach are the same, although different staff (in the community
orinresidential settings) and specialist skills may be needed. The
healthand social care sectors willbe betterable to adoptandapply
ICOPEwhennational policies support anintegrated approach to
health and social care. These policies should take into accounthow
health and social care services are provided and by whom, including
therole of the private sectorinthe provision of LTC, in particular,and
the need for strengthened public-private partnerships.

14.2.4
Digital technology

The use of digital technology as a potential enabling factor has
been highlighted by learning from ICOPE pilots, which have
shownitsuseleading toimprovementsin the efficiency and
effectiveness of integrated care.

Digitaltools can support health workers to access training
(e-learning), to conduct the basic and in-depth assessments of
the ICOPE care pathway, and to monitorand analyse outcomes of
interventions. Digital technologies can also enable andimprove
communication with olderpeople and their carers, such as
through telehealth and mobile health and using video and other
online media toraise awareness of integrated care and provide
health andlifestyle advice. Digital technology canbe used to
supportfunctional ability, reduce the need for care and to assist
carersintheirrole ( ,p.130).
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Ageistassumptions thatolder
people cannot ordo not want to
use digital technology should be
tackled.

Within the context of PHC,
countries willneed to assess gaps,
determine priorities, establish
baselines and targets, and track
progress and performance
towards UHC across their health
and social care systems.

Advancesininformationand communications technologies
(electronic healthrecords) also facilitate data sharinginreal-time
among healthworkers, including community health workers and
social care workers, and support aggregation of datato monitor
andimprove the targeting of public health efforts.

When considering the use of digital technology, potential
challengesneedtobe considered, including digital literacy
amongolderpeople andinequalitiesinaccess totechnology,
interoperability, integrity, data governance, cybersecurity and
usability.

14.2.5
Monitoring and evaluation

Monitoring, evaluation andreview of health progress and
performance are essential to ensure that priority actions and
decisions areimplemented as planned against agreed objectives
and targets forolder people. Robust monitoring and evaluation of
ICOPE, including afocus on the health status (intrinsic capacity and
functional ability) of an olderperson and older populations, should
beincluded as part of this wider monitoring and evaluation process.
Building capacity to collect, analyse and use data forlocal decision-
makingis crucial. Reliable service-level data collected through
standardizedindicators supportunderstanding of the effectiveness
of ICOPE andinform priority setting and changes to service delivery,
helping to assure accountability, including towards older people and
theircarers.

Community stakeholders can play arole in accountability,
including: holding health systems accountable to older
populations’ needs; and contributing to accountability in the
governance, planning, delivery and evaluation of health care.

The development of anapproach to monitorICOPE withinthe
monitoring and evaluationlever of PHC canalso be takenforward as
part of abroadermonitoring and evaluation of healthy ageing, guided
by the WHO framework and indicators formeasuring the progress and
impact of the UN Decade of Healthy Ageing (2021-2030).

MORE INFORMATION
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informed decision-making. WHO; 2021
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Annex: Example of a simplified care plan

Thisis anexample of a simple summary care plan that canbe shared by the case manageror care coordinator with the olderperson.

Itisnotintendedto capture afull medical history oractas amedicalrecord.

Date: DD /MM /YY Location: xxx primary care clinic

Personal information

Date of birth (Age): (?25) Gender: Male ID: XXX

Person-centred goals

(Short term) I would like to join my granddaughter’s school soccer game
next month. To do so, I want to be able to walk to the school.

(Long term) I would like to keep being able to walk to church over
the next year. This is becoming more difficult.

Assessment summary

Intrinsic capacity
— Limited mobility with knee pain
— Moderate hearing loss without red flags

Diseases andrisk factors
— Controlled hypertension and hyperlipidemia
— Osteoarthritis of knees

Social and physical environment

Living with his wife on the third floor without a lift. His son,
davghter-in-law and grandchildren live locally and visit weekly.

Participating in community activities regularly, including church
groups and having coffee with friends but limited mobility has begun
to reduce his participation recently and he sometimes struggles to
follow conversations if the environment is noisy.

Proposed and agreed interventions

Proposed
interventions

Agreed by Actions
older person

Multimodal exercise Yes Referralletterisbeing preparedto make
programme withreferralto anappointment withrehabilitation
rehabilitation service service
Referralto the hearingcare Yes Referralletterisbeing preparedto make
anappointmentwith hearing care
Painassessmentand No Declinedreferral for painassessment.
management Advised to make arecordwhen painis
feltandintensity of pain (0-10)
Continued management of Yes Continue checkingblood pressure at
diseases (hypertensionand home

hyperlipidemia)
Take medications as prescribed and next
bloodtestin2months

Dietadvicetoincrease protein No Stateddidnotwant toincrease protein
intake consumption. Advised to try to eat
locally available proteinrich foods.

Assessment of risk of falls No Advised how to make home andhome
athome surroundings safe
Assessment of carer Yes Anassessmentis being scheduled with

(his wife) needs the carer(wife)

Mobility assistive products Yes Referralletterto be preparedto make an

appointment with rehabilitation service

Assessorname: xxx

Date recommended for nextappointment: DD/MM/YY



155



For more information:

https://www.who.int/teams/maternal-new-
born-child-adolescent-health-and-ageing/ageing-
and-health/integrated-care-for-older-people-icope
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