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1Introduction

Bea L. Dijkman, Evelyn J. Finnema, Petrie F. Roodbol, 
and Irma Mikkonen

1.1  Introduction

The demographic situation in Europe is changing rapidly. The proportion of older 
adults is rising, while the proportion of younger children is falling. For the first time 
in human history, there are about to be many places with more older people than 
young children. This change effects society intensively and also influences the 
health and social care systems. Older adults use far more health and social care 
services than do younger groups and will put increasing pressure on health and 
social care budgets and on the capacity of the health and social care workforce to 
deliver those services. Far out most of the health and social care professionals all 
over Europe will work with older people in different settings, at home, in the com-
munity, in hospitals or in long-term care settings. Dealing with the special needs of 
older people requires specific competences for health and social care professionals, 
as well as an integrated approach to health and social care. Are health and social 
care professionals prepared for this?
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Recently, in 2017, the World Health Organization mentioned in their report “10 
Priorities towards a decade of Healthy Ageing” that the workforce, including formal 
health and social care providers and informal caregivers, is largely unprepared to 
deal with the needs of older people [1]. Many countries have to deal with workforce 
shortages in the health and social care sector, as well as a workforce that is ageing 
and poorly trained in basic geriatric and long-term care principles [2]. Also, research 
has found that many educational programmes lack adequate preparation for stu-
dents in health and social care working with older people when it comes to the cor-
rect competences [3, 4]. What competences do you, as a health and social care 
professional, need in order to provide care and support for older people in our age-
ing societies? That is the main focus of this book. But first, let us have a look at the 
expectations health and social care professionals working with older people have to 
fulfil.

1.1.1  Health and Social Care Professionals Working  
with Older People

Today as a professional in the field of health and social care for older persons, you 
are expected to be an expert in your own profession. This can be, for example, nurs-
ing, physiotherapy, social work, dietician and many more. Besides your own spe-
ciality, you are also expected to be a generalist and know a lot about health and 
wellbeing of older persons in general. To be an expert and a generalist at the same 
time is often referred to as the “T-shaped professional”. The vertical bar on the T 
represents the depth of related skills and expertise in a single field, whereas the hori-
zontal bar stands for the more general skills and expertise and the ability to collabo-
rate across disciplines with experts in other areas and to apply knowledge in areas 
of expertise other than your own. You are able to get an overview of the multifaceted 
issues and are able to look beyond your own profession.

As a health and social care professional, you have to be aware that the quality of 
your work begins and ends with the practitioner’s approach to people and opt for 
humanity and common sense above protocols. Communication, coaching and 
empowerment are pivotal for person-centred care and support. Older people’s per-
ceptions of the quality of the health and social care they receive are highly depen-
dent on the quality of their interactions with their health and social care 
professionals.

Given the threat of future shortages of professionals in health and social care, we 
need to make more use of the social network and families of older persons in pro-
viding care and support. Involving family and informal carers requires a different 
approach for many health and social care professionals. You are able to collaborate 
and connect with formal and informal caregivers. You have to be able to formulate 
goals in conjunction with the older people themselves and their families, with social 
networks and with communities and discuss how all can be involved to achieve 
these goals. Even more important is that the social network considerably contributes 
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to maintaining self-reliance and quality of life of older persons in different health 
and social care settings.

Older people, and especially frail old people, may have problems that interact 
with each other like cognitive restrictions, functional restrictions, psychosocial 
problems, multi-morbidity and social isolation. These problems require an inte-
grated approach to health and social care. Providing integrated health and social 
care for older people with multiple health issues is complex. Numerous health and 
social care professionals may be involved with a single older person’s care and sup-
port. Yet in many situations, there is a lack of coordination across care and service 
providers and different health and social care settings caused by organizational and 
traditional boundaries.

Social and health-care professionals working with older people often encounter 
situations where there is a need to act in a role of advocate related to health and 
wellbeing of older adults. Advocacy may be defined and take place on different 
levels from ethical and legal frameworks to practical activities. With support of 
professionals as advocates, the older population will have their voices heard and 
their health and well-being needs met.

Life-long learning is essential to become and stay a successful professional in 
our rapidly changing society. Therefore the “21st century skills” are advocated on a 
regular basis. Many of these skills are associated with digital information skills and 
deeper learning, which is based on mastering skills such as analytic reasoning, com-
plex problem solving and teamwork. You keep your own knowledge and skills up to 
date by being a reflective practitioner who examines his/her own actions critically, 
by reading and assessing professional literature and by engaging in ongoing profes-
sional development. Research- and evidence-based practice are important for inno-
vation and high-quality care and support. You are able to contribute to practical 
research, to organize support based on needs, to focus on improving services and to 
contribute to innovations needed. Also, e-health and technological solutions are cru-
cial for establishing and maintaining high-quality care and support for older per-
sons, now and in the future. But even more important is to realize that new approaches 
are of little use if they cannot be implemented in an effective, human and financially 
affordable way.

As a professional you take responsibility and be answerable and are aware of 
professional codes of conduct and last but not least you to treat older adults and their 
families with dignity and respect [2, 5–7].

Tailoring health and social care to older people’s individual wishes and abilities 
will allow them to live with dignity as long as they possibly can. It will also improve 
health and social care professionals’ job satisfaction and might give pride in your 
work. We can all benefit from learning more about the way older persons are coping 
with ageing and health issues. Once (future) health and social care professionals 
realize that care and support for older persons is as exciting, challenging and reward-
ing as the care contexts they traditionally favour, they will increasingly choose a 
career in the field of ageing.

1 Introduction
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1.1.2  European Core Competences Framework for Health 
and Social Care Professionals Working with Older People

This book highlights those competences you need to accomplish to be able to give 
the best possible person-centred care and support for the older person and his or her 
family. The book is based on the “European core competences framework for health 
and social care professionals working with older people” developed in international 
cooperation within the European Later Life Active Network (ELLAN). To identify 
the competences needed for all health and social care professionals in Europe, who 
work with older people, ELLAN conducted research and developed a verified com-
petence framework. This “European core competences framework for health and 
social care professionals working with older people” (ECCF) describes roles and 
competences that students in health and social care programmes need to learn in 
order to provide good care and support for older people. The framework includes 
awareness of diversity and different cultural backgrounds. Within the ELLAN con-
sortium, 26 universities and universities of applied sciences from 25 European 
countries collaborated in this research and development process.

1.1.3  The Book

The book is divided into two parts. The first part provides basic knowledge and 
understanding of the ageing society in Europe and the impact on the health and 
social care professionals working with older people. It describes the demographic 
changes in our societies, different perspectives on health and healthy ageing, most 
common problems older people experience with ageing and trends and develop-
ments in different care settings. The second part of the book describes the roles and 
competences needed for all health and social care professionals working with older 
people. These roles and competences are organized according to the seven roles of 
the European Core Competences Framework (ECCF). These are expert, communi-
cator, collaborator, organizer, health and welfare advocate, scholar and professional. 
The seven roles are based on the widely used Canadian CanMEDS physician com-
petency framework [8]. In each role of the ECCF, especially the issues specific for 
working with older people are highlighted. The competences described can be seen 
as a baseline for all health and social care professionals.

References

 1. World Health Organization. 10 Priorities towards a decade of healthy ageing. 2017. http://
www.who.int/ageing

 2. Lambregts J, Grotendorst A, van Merwijk C. Bachelor of Nursing 2020, Een toekomstbesten-
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and Societal Transitions
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2.1  Global Demographic Trends

Humans around the globe are getting older and older. Life expectancy or the average 
length of life is increasing in most parts of the world. This development is not new 
but has been ongoing for many decades. Since the mid-nineteenth century, advan-
taged populations, i.e. the global leaders in life expectancy, have witnessed an 
increase of 2.5 additional life years per decade. There were several claims that the 
advances in life expectancy that were observed in the past will come to an end and 
that humans are approaching an upper limit. However, again and again, all of these 
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limits have been broken, and there is no indication that life expectancy levels will 
reach an upper ceiling in the near future [1]. Presently, the highest life expectancy 
in the world is observed among Japanese women. In 2014 they could expect to live 
on average 86.8 years [2].

The remarkable success of constantly increasing lengths of life is not restricted 
to high-income countries such as Japan. Also, people in low-income and in sub- 
Saharan African countries can expect to live longer. Figure  2.1 exemplifies this 
trend for different regions of the world according to their level of economic devel-
opment. It appears that average lengths of life have been increasing steadily for over 
half a century. There are periods when gains in life expectancies occur at a some-
what slower pace, like in the sub-Saharan African countries during the 1980s and 
1990s. However, all regions follow a general upward trend. In the early 1950s, 
people living in sub-Saharan African and other low- or middle-income countries on 
average could expect to live a thus far typical number of 35–42 years. By that time 
populations in high-income countries already had reached a life expectancy at birth 
of around 63 years. By 2010–2015 life expectancies had risen further to 79 years in 
high-income countries, 70  years in middle-income countries and 57–60  years in 
low-income countries and countries south of the Sahara.

Despite these global gains, large differences in levels of life expectancy between 
wealthier and poorer regions of the world remain. On average citizens of high- 
income countries can expect to live over 20 years longer than citizens in economi-
cally less successful countries. Interestingly, sizable disparities occur in the average 
lengths of life between and even within high-income countries.

Europeans across the continent can expect to live to very different ages. Figure 2.2 
shows a clear divide in life expectancies between Western and Eastern European 
countries. In 2010–2015, men and women living in the European champions of life 
expectancy, Switzerland, Spain and Italy, could expect to live over 82.3  years. 
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Conversely, those living in Russia or Ukraine could expect to live only up to the age 
of 70. The gradient in European life expectancy is getting smaller for Central and 
Eastern European countries which joined the European Union in 2004. They are 
still lagging behind the Western European level but have made larger progress in 
gaining additional years of life since the fall of the Iron Curtain in 1990 [3].

In general, the European patterns in life expectancy are a result of different 
developments that took place during the last century. Until the 1950s, Europe wit-
nessed a gradual increase in life expectancy at birth from 50 to 70 years. According 
to the epidemiological transition theory, this historical increase in life expectancy at 
birth may be attributed to a shift away from infectious diseases towards non-com-
municable diseases such as cancer and cardiovascular diseases [4]. Major drivers 
for this transition were improvements in nutrition and public sanitation, rising living 
standards and the widespread use of vaccinations and antibiotics. As a result prema-
ture mortality (deaths among younger age groups) was substantially reduced [5]. 
The continued increases in life expectancy observed in the second half of the twen-
tieth century are largely attributable to further increase in life expectancy from mid-
dle and old age onwards. Particularly Western countries succeeded in reducing 
cardiovascular mortality as the prime cause of death. These further improvements 
were facilitated by socio-economic advancements, medical progress and changes in 
lifestyle factors such as smoking and alcohol consumption [6]. In contrast, Eastern 
European countries faced difficulties in keeping up with these modernizations and 
increasingly fell behind Western Europe. Since the 1990s and early 2000s, these 
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countries also succeed in reducing cardiovascular mortality, but a constant gap to 
Western European countries remains [7]. Success comes at a cost however. The 
general increase in average life expectancy is accompanied by an age- related 
increase in chronic diseases and cognitive impairments, i.e. healthspan has not quite 
kept up with lifespan [8, 9]. This phenomenon is most notable in Western Europe 
and other high-income countries where average length of lives goes beyond the age 
of 80.

Importantly, significant disparities in life expectancy are also observed within 
single states. The chance of living long and healthy lives is the resultant of individ-
ual and societal factors. At individual level, socio-economic status, i.e. individual 
education level and occupational class or income, is a major determinant of reach-
ing old age in better health [10]. For example, lower educational attainment may 
reduce average life expectancy by up 1–2 years for women and 3–4 years for men 
[11]. Also, societal factors such as adequate healthcare, the general social security 
system and healthy living environments may reduce the risk of spending a large part 
of life with health problems or of dying prematurely. The growing disparities in 
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average length of life cannot be ascribed to a declining life expectancy among indi-
viduals with lower socio-economic status. They are in fact also gaining additional 
years of life but less so than those with higher socio-economic status [12]. Notably, 
these disadvantages are of societal concern as lower socio-economic status is also 
associated with an increasing gap between lifespan and healthspan, i.e. more life 
years are spent in bad health.

The improvements in average life expectancies during the last decades have led 
to a growing elderly population in Europe. Combined with low fertility levels in 
many European states, these increases have led to ageing of whole societies. 
Between 1950 and 2015, the median age of the European population has increased 
from 28.9 to 41.6 years. This means that half of the population in most European 
countries is over 40 years, and it is expected that this figure will increase further in 
the coming years. These changes in the age structure have a major impact on the 
sustainability of social security systems and the economic activity in most European 
societies. Southern and Eastern European countries are hit more severely by these 
changes as younger generations looking for employment and prosperity migrate to 
the West, and thus so-called double ageing occurs [13]. It thus becomes increasingly 
important that the majority of gained years of life are spent in good health and that 
Europeans age successfully.

2.2  A Life Course Perspective on (Healthy) Ageing

Ageing is a lifelong process. Health at older ages is the accumulated outcome of a 
myriad of health-related events and processes occurring over the course of people’s 
lives. As alluded to above, whether or not people age healthy is socially stratified. 
People from more disadvantaged backgrounds live shorter and have poorer health 
than people from more advantaged backgrounds [14]. The life course perspective 
offers important insights to help us understand these differences.

As such the life course perspective captures what goes on in people’s lives as a 
lifelong process and represents the ultimate determinant of later life health. In doing 
so, the perspective is informed by four general principles defined by Elder (1998), 
the founding father of the perspective [15, 16]. The four principles are (1) historical 
time and place, (2) timing of lives, (3) linked lives and (4) agency. The first three 
principles point to external factors that shape an individual’s life course. It is shaped 
by where and when a person lives, by the moment in life that important events occur 
and by significant others (parents, partner, children, friends, etc.) that share parts of 
a person’s life course. Agency, the fourth principle, implies that people’s outcomes 
not just result from these external forces impinging on their lives but are actively 
shaped by their own actions to realize important goals in life. However, the extent 
to which people are able to exert life course agency varies and is in itself socially 
stratified [17].

In epidemiology, the life perspective has inspired the burgeoning field of life 
course epidemiology. It has been defined as ‘the study of long-term effects on later 
health or disease risk of physical or social exposures during gestation, childhood, 
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adolescence, young adulthood and later adult life [18]’. This definition emphasizes 
that impacts on health can occur at many different moments in people’s lives and 
have long-term consequences. Within life course epidemiology, a number of models 
have been developed to understand how early inequalities have long-term impacts. 
The two most important of these models are the critical period model and the accu-
mulation of risk model [18, 19]. The first of these suggests that health inequalities 
are the outcomes of events occurring in specific critical periods. The best-known of 
these critical periods is gestation. Influences in utero may have long-term conse-
quences [20, 21]. However, events and processes occurring in other life phases may 
also have a long-term impact on health outcomes. The accumulation of risk model 
suggests that inequalities may exacerbate as people age, because early negative 
events increase the risk of later negative events, leading initially small differences to 
increase over time [22, 23].

To understand socio-economic inequalities in health outcomes, it is important to 
add insights on the importance of resources to the life course perspective. The avail-
ability of resources is essential to the realization of main goals in life, such as physi-
cal and psychological well-being. In sociology, the importance of several types of 
resources—or forms of ‘capital’—for people’s life chances is a central topic of 
interest. At least three types of resources, such as economic, cultural and social, 
have been distinguished [24–26]. Economic resources refer to income and financial 
assets that people have at their disposal to improve their life chances, and cultural 
resources refer to lifestyles, norms and skills that they can use to improve their life 
chances. Social resources refer to contacts that people have available to improve 
their life chances. In psychology, a prominent idea is that resources are of prime 
importance for realizing well-being [27]: the more resources people have at their 
disposal, the more they will be able to realize goals that contribute to well-being. In 
addition to the types of resources stressed in sociological discourse, psychologists 
emphasize the importance of personal resources—such as self-esteem, coping strat-
egies and planning competence—to realize these goals [28, 29]. Socio-economic 
inequalities in health can be viewed as resulting from differences between people 
with low and people with high social status in the general availability of these dif-
ferent types of resources. Resources do not only influence the likelihood that spe-
cific health problems will occur, but also what happens once health problems appear. 
Those with high social status are in a better position to react to health problems than 
those with low social status. The former, compared to the latter, have more eco-
nomic resources that help them to pay for the best medical treatments available, 
have more cultural resources that allow them adapt their lifestyles and have more 
social resources that allow them to get better informed about their health condition. 
Thus, individuals with high socio-economic status have better access to the best 
treatments available and seek help at less advanced stages of disease, and they may 
be more compliant with medical advice.

A limitation of most existing research on socio-economic differences in healthy 
ageing is that these relationships have mostly been studied in a single societal con-
text only. However, if one takes the life course principle of historical time and place 
seriously, it is clear that the strength of these links depends on the variability in 

E. Buskens et al.



15

societal context. In general, one may assume that the strength of the relationships 
depends on the opportunities that the context offers to abate the adverse impact of 
economic and social deprivation. Contexts that offer good opportunities to people to 
escape situations of deprivation, like social security systems that offer financial sup-
port to people in financial jeopardy, educational systems that stimulate upward 
mobility, normative systems that do not stigmatize people with deviant behaviours 
and economic prosperity, are expected to weaken the links between socio-economic 
disadvantage and adverse health outcomes. How conducive contexts are to reducing 
socio-economic health differences not only varies between societies but clearly also 
within societies [30]. Thus, spatial variation in health outcomes is large within 
country contexts as well.

Studies on socio-economic health inequalities have shown that both people’s 
own and their parental socio-economic position influence health outcomes. In the 
Western world, most of the second half of the twentieth century has been character-
ized by rapid upward mobility, with children generally ending up much higher up in 
the social scale than their parents [31]. This process has stimulated a decrease in 
social inequality. In the last decades, however, the massive educational expansion 
and upward social mobility have come to an end, and inequalities are again rising. 
Decreased social mobility suggests that more people are stuck in persistent disad-
vantage, which may deepen social inequalities in health outcomes between current 
and future cohorts. In addition, the increased migration flows of the last decades 
have created new inequalities in Western societies, i.e. between members of differ-
ent ethnic groups. Health inequalities between ethnic groups clearly have a strong 
economic component, with people from some ethnic groups having less economic 
resources than the indigenous population. But, also ethnic differences in the avail-
ability of cultural and social resources matter, as migrants often differ in their cul-
tural codes and in their access to health-related information and their knowledge of 
the functioning of the health system [32].

2.3  Well Begun Is Half Done

Youth, i.e. children and adolescents, in high-income countries has never been so 
healthy as in recent decades, and the same holds for most low- and middle-income 
countries as well, though some problems remain. In general, mortality has decreased 
significantly with major reductions regarding, e.g. infectious diseases, injuries and 
complications around birth. Youth also constitutes a major share of the world popu-
lation, e.g. adolescents (ages 10–20 years) constitute one-fifth of it (i.e. 1.2 billion), 
and the achievement of a better health in this group has added tremendously to the 
worldwide increase in life expectancy. Major causes of the reduction of mortality 
may be attributed to a general improvement of living conditions like income, hous-
ing and nutrition. Also, a series of preventive measures like improved sanitation, 
clear drinking water and childhood vaccinations have contributed. In addition, better 
healthcare, in particular primary care, has added significantly to a general improve-
ment of public health and youth public health in particular. Despite this major 
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improvement in youth health, problems like infectious diseases and complications 
around birth continue to constitute a major challenge, particularly in low- income 
countries. Because of that, a further reduction of childhood mortality is one of the 
global United Nations Sustainable Development Goals. Extensive and continuously 
updated information on demographics and health of youth can be found at the sites 
of the World Health Organization (www.who.org) and UNICEF, the United Nations 
Children’s Fund (www.unicef.org). In that respect the 1000 days concept, i.e. from 
conception through a child’s second birthday, has been recognized as a critical 
period with long-term impact on a child’s cognitive and physical development [33]. 
Indeed a mother’s health and well-being is a clear determinant of growth and devel-
opment of her foetus and after birth of her child. Appropriate nutrition for the mother 
and for the child thus provides a window of opportunity with a profound impact. A 
child’s growth and development, risk of disease in young and later life may be irre-
versibly determined by maternal malnutrition [34]. Foetal growth is directly related, 
as is infant growth, health and development. Stunting during this precarious devel-
opmental phase has been proven to be a major determinant of adult obesity and 
nutrition-related non-communicable diseases such as cancer, cardiovascular disease 
and possibly dementia. Obviously, also the mother’s health and well-being depend 
on nutrition and access to adequate medical services and information.

A multisectoral nutrition effort may have lasting implications across the life 
cycle. Importantly, good health and reduced disease risk for mothers and children 
will render a robust effect on a society’s prosperity. Indeed, good nutrition in the 
first 1000 days may be the cornerstone for health, development and prosperity gen-
erations to come. [http://thousanddays.org/about/ Accessed 15 Mar 2018.] The eco-
nomic and financial arguments for proper nutrition are clear. Accumulating evidence 
reveals that (1) globally more than one million lives may be saved each year; (2) the 
human and economic burden of diseases such as tuberculosis, malaria and HIV and 
AIDS may be significantly reduced; (3) the risk for developing various non- 
communicable diseases such as diabetes and other chronic conditions later in life 
may be reduced; (4) individual’s educational achievement and earning potential will 
improve; and (5) country’s gross domestic product will increase by over 2–3% 
annually. Good or poor nutrition and other exposures in the first 1000 days lay the 
foundation for health, development and even prosperity of the next generation. This 
is very true at a global level but also remains opportune across the privileged and 
less privileged within a country, i.e. for socio-economically deprived individuals, 
communities and areas similar challenges remain.

A next phase of life with particular challenges is childhood. Psychosocial dis-
eases and unhealthy behaviours have become more dominant as health risks for 
youth, partially due to the reduction in rates of physical disorders but probably also 
due to real increases. The increasing prevalence of attention-deficit hyperactivity 
disorder (ADHD) is exemplary. The disorder is characterized by problems in atten-
tion and concentration, and increased activity levels in a varying mix, and is typi-
cally diagnosed in young children before the age of 7 years. Other psychosocial 
disorders are typically diagnosed for the first time at older ages, e.g. depression or 
substance abuse typically occurs in adolescence. Population studies show that in 
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countries such as the USA and the Netherlands, about a half of all adolescents has 
satisfied the criteria for at least one psychiatric diagnosis by the age of 18 years [35, 
36]. Since the diagnosis principally is lifelong, this has implications for societal 
functioning, which will be affected, especially in severe or recurrent disease, or if 
combined with other diagnoses. Attaining a lower or incomplete educational level 
as a result of emotional or behavioural problems has been shown to be one of the life 
course mechanisms leading to disadvantage [37].

Furthermore, the importance of unhealthy behaviours for youth health has 
increased during the last decades. Much attention has been raised for related out-
comes such as overweight and obesity and problems related to (excessive) use of 
alcohol. Major drivers identified are societal features, i.e. an increased albeit skewed 
distributed wealth, increased availability of unhealthy food and sometimes decreas-
ing opportunities for physical activity. Regarding overweight and obesity, rates have 
increased steadily during the preceding decades with some levelling off in some 
high-income countries and a continuing increase in other ones. In low and middle 
incomes, increases in wealth seem to be associated with steeply increasing obesity 
rates in many countries. Interestingly not all upcoming economies reveal this 
unhealthy trend, revealing a potential to curtail the disadvantageous trends. 
Regarding adolescent alcohol use, policies limiting adolescent access and public 
opinions on adolescent alcohol use vary considerably between countries. 
Importantly, alcohol restriction policies seem to be associated with higher rates of 
excessive use and associated problems like violence and accidents. Experiences in 
some countries like the Netherlands have, however, shown that actively influencing 
access and public opinion may well reduce adolescent use. Generally speaking, the 
same holds for other health-related behaviours, such as tobacco smoking, and safe 
sexual behaviour. The importance of childhood and adolescence in shaping these 
health behaviours cannot be exaggerated since patterns persist in the further life 
course. Indeed adverse outcomes in youth like obesity have proven to be very hard 
to reverse in later life.

An issue only emerging with the advances in medical treatment is chronic disor-
ders among youth, which have for some time been increasing and have changed in 
nature. First improved survival in case of previously lethal conditions such as very 
early preterm birth and childhood cancer has contributed. Regarding very early pre-
term birth, the survival of infants born after 22 or 23 weeks of gestation is now 
considerable, whereas in the past most would have expired soon after birth. However, 
rates of various developmental problems, problems due to underdeveloped lungs 
and other internal organs, are considerable and frequently persist, having lifelong 
consequences. Similarly, survival after childhood cancers like leukaemia and child-
hood brain tumours has increased significantly too. Survivors, however, frequently 
have or develop chronic conditions and disabilities, partially due to the disease but 
also due to (adjuvant) treatments comprising aggressive cytostatics and radiation. 
Second, the types of chronic conditions in youth may also change due to new pos-
sibilities in prevention and care. For example, prenatal screening and selective abor-
tion lead to reductions in rates of a number of congenital anomalies and disorders. 
Also, extended metabolic screening immediately after birth greatly improved 
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lifespan and health for the affected children. A condition like congenital hypothy-
roidism remains a classic example: without early treatment, severe intellectual 
retardation will develop, whereas with early treatment lifelong prognosis is quite 
favourable. And third, the major improvements in neonatal care have not only led to 
a better survival of the very early preterm born but also to better outcomes for those 
born at somewhat higher gestational ages, e.g. 26 weeks. For them, morbidity due 
to the aftermath of preterm delivery and early postnatal complication has consider-
ably improved. Ophthalmic problems leading to blindness and pulmonary lesions 
increasing the likelihood of decreased lung function in later life have reduced or can 
be averted altogether. The full impact of these developments on the health of youth 
and of adults in future has yet to be determined.

Finally, several societal opportunities and also challenges have emerged affect-
ing youth health and well-being. Clear trends observed in high-income countries are 
increasing rates of parental divorce, a sweeping increase of communication options 
through social media, increasing performance-based instead of descent-based career 
possibilities, generally more health-literate and better-informed users of care and 
increasing possibilities for personalized care. These trends to some extend also 
affect youth in low- and middle-income countries. Parental divorce is associated 
with increased rates of emotional and behavioural problems in youth. They are 
involved or part of a highly emotional process before and after divorce. Regarding 
the latter, the generally resulting decrease in family wealth adds further to the del-
eterious effects. Increasing communication options, e.g. various web-based com-
munication platforms and the Internet in general, may have a range of effects. 
Deleterious and addictive effects of web-based gaming have been identified, and 
also web-based bullying including sexual assault is not uncommon. On the other 
hand, a wealth of new learning options and a virtually limitless access to health- 
relevant information can be found on the web. Likewise, the increasingly uncon-
fined and performance-based career options for youth, young adults and in further 
life have similar mixed effects. On the one hand, there is increasing equity and 
access, and on the other hand there is an increasing focus on performance and meet-
ing high expectations. The latter has been suggested to add to increasing rates of 
youth psychosocial problems up to burnout. Finally, parents and youth in general 
are increasingly better informed and critical users of health-related information and 
of healthcare. This offers growing possibilities in care selection and may result in 
better tailored care. Conversely, the challenges for providers of care may increase, 
and potentially inequities will be augmented as not all users will be equally informed 
and literate. Thus, the increasing societal opportunities and challenges are not 
equivocal yet will have a major impact on youth health and use of care, both instan-
taneous and in future. The balance may mostly turn out positive; however at the flip 
side, and in particular for the societally more vulnerable and disadvantaged groups, 
there are clear risks.

The increasing societal opportunities and challenges and the move of the youth 
health burden towards psychosocial and health-behaviour related problems also 
have implications for the organization of care, at least in high-income countries. It 
implies a move from physical to mental care, and also to social care, with the latter 
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traditionally being the domain of local authorities. Social care historically is strongly 
connected to the local community, to welfare and to educational services. As a result 
and partly in response to the trends in burden of disease observed, this has resulted 
in a transfer of governance for this type of care. Youth psychosocial care has become 
delegated to local government in many high-income countries, at least in Northern 
and Western Europe [38]. This restructuring has an inherent risk fragmentation and 
thus poses a challenge of balancing integration of youth social care and healthcare 
towards more personalized care while maintaining equity and efficacy. If successful 
it would add to the further improvement of the health, of youth now and in future 
across the life course. Presently, however the challenges dominate the agenda, inte-
gration and personalization appear extremely difficult to attain.

2.4  Tomorrow’s Workforce

Having noted the demographic transition and challenges encountered in childhood 
and youth, it becomes clear that labour is fast becoming a scarce resource. This may 
partly be overcome by the ‘fourth industrial revolution’, where cyber networks 
come together with physical networks, to create new autonomous systems vastly 
reducing the need for human resources. Yet the latter as such may pose considerable 
challenges to the labour force [39]. Who will be able to keep up and meet the 
demand and how to support people are very relevant questions as yet unanswered. 
Clearly, improving the health of the working population will remain to be a major 
prerequisite for a sustainable and inclusive society. It is also a core objective of the 
Europe 2020 strategy of smart, sustainable and inclusive growth. In the Netherlands, 
almost 50% of all work disability claims of young workers (<35 years) is attribut-
able to mental health problems, as is 50% of their long-term sickness absence. 
Today, starters in the labour market and young workers have to deal with a changed 
working life (e.g. more temporary work, flexible contracts and multiple jobs) and 
labour markets (e.g. more self-employment, 24/7 work cycle in global markets and 
the impact of the fourth industrial revolution). This evidently challenges mental 
health. Successful educational attainment (e.g. achievement of at least an upper 
secondary education) thus far has been associated with many favourable lifelong 
social economic outcomes, including occupational achievement and financial secu-
rity. Mental health problems can negatively affect educational attainment and thus 
have adverse consequences during the entire life course [40–42]. Using 9-year fol-
low-up data on the TRAILS cohort, we have recently shown that preadolescents’ 
mental health problems and changes in these problems over time are strongly asso-
ciated with low educational attainment by the age of 19 [43]. Especially adolescents 
whose mental health problems intensified were at greater risk of low educational 
attainment. In addition, we demonstrated that young adults with high-stable trajec-
tories of mental health problems from ages 11 to 19 were at increased risk of adverse 
employment outcomes [44]. Mental health problems are important predictors for 
school dropout and failing to finalize secondary education, which in turn affects the 
likelihood of a successful transition from school to paid employment [45, 46].
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Pathways to successful labour market participation and a healthy working life 
course are complex, probably bidirectional, and can only be fully understood from 
a life course perspective [47]. First, child and adolescent mental health problems 
may lead to poorer educational attainment and occupational outcomes, i.e. health 
selection. Second, low educational attainment may lead to mental health problems, 
i.e. social causation, occurring in particular in combination with (cumulative) 
adverse childhood conditions (e.g. socio-economic disadvantages or parental 
divorce) and lack of social support. Hardly any evidence is available on the relative 
importance of these routes in the pathways linking childhood mental health prob-
lems and labour market participation. Third, there is very little research to date 
investigating the impact of work on young adults’ mental health. This regards both 
working conditions and the interaction between work and family life. Thus, to fully 
capture the complex and interdependent relationship between labour market partici-
pation and mental health, a life course perspective should be adopted.

Life course principles have already been applied to understand (developmental) 
health trajectories and socio-economic inequalities in health [48–52] but never so 
regarding the entrance to the labour market and the subsequent working life trajec-
tories. An important aspect of (mental) health is that it is a determinant as well as 
resource and capability, i.e. with bidirectional associations, which subsequently 
shape working life trajectories. Adopting a life course perspective in work and 
health research involves understanding the key principles related to time, duration, 
intensity and place (context). Past and present exposures and experiences that have 
been or are shaped in a particular social, historical and/or cultural context will influ-
ence future health and labour market outcomes [47].

Current work and health research is fragmented and focuses on jobs, exposures, 
work organization or employment contracts [53]. Life course principles [50, 54] 
should be integrated into work and mental health research to overcome this frag-
mentation. Thus, novel working life trajectories of young adults may be built and 
linked to (mental) health considering family structure in childhood, adolescence 
and family formation in young adulthood. Constrained by static models of work and 
health when two or more work periods are considered along with one or more health 
state, the proposed integrated perspective recognizes a more dynamic working life 
in the twenty-first century world of work. Recognizing the reciprocal relationships 
between (mental) health and work over the life course challenges us to build even 
more dynamic models. For example, in young adulthood, family formation, another 
important life domain, often occurs simultaneously with building a work career [55] 
and cannot be neglected when looking at work and mental health from a life course 
perspective. Many studies have examined life course work-family trajectories [56], 
but more work is needed to link the available knowledge to the mental health of the 
young adults.

In addition, the focus on understanding the various contextual levels and the 
constituent influence of social actors on working life trajectories will help identify 
policies and interventions that can both reduce health risk and build health advan-
tage, e.g. what are the contextual policies and interventions that will ameliorate the 
potential adverse health consequences of youth unemployment in later life [47]? 
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Understanding work not only as an exposure that increases or lessens (mental) 
health risk, but also as a life course experience that shapes life and is dependent on 
place and time, moves the research to policies and practices that will help maintain 
a healthy and productive workforce and enable active ageing at work and beyond.

2.5  Beyond (Economic) Participation

Previously, only once individuals were actually nearing the age of formal retirement 
the question of ‘what’s next’ used to be posed. Early retirement may have been an 
option, but working longer or part-time and other types of participation were hardly 
ever if at all formally addressed. The retirement context in Western countries is, 
however, changing rapidly. Between the 1970s and 1990s, leaving the labour market 
before the official retirement age was common in most Western countries. However, 
to bear the costs of their ageing societies, increasingly this path was abandoned with 
a 180° turn. Nowadays, prolonging labour force participation has become a key 
objective of government policy in most of these countries. Many countries have 
undertaken pension reforms that improve the financial sustainability of public pen-
sion programmes by adjusting the public pension age to the increased life expec-
tancy [42]. The imposition of restrictions on early retirement and increasing the 
public pension age has led to a sharp increase in employment rates among aged 
individuals in recent years. Eurostat statistics show that in the EU-27 the employ-
ment rate of males aged 60–64 increased from 38% in 2010 to 48% in 2016. For 
females the corresponding figures rose from 23% in 2010 to 34% in 2016. Increasing 
public pension ages is just one indicator of the changing retirement context. The 
increasing numbers of working retirees is another. On average, 11% of retirees 
between the age of 60 and 75 participated in paid work albeit with considerable 
variation across the investigated countries. For example, while working after retire-
ment is quite exceptional in countries such as Spain (3%), Slovenia (3%), Poland 
(5%) and France (5%), it is relatively common among retirees in Estonia (22%), 
Sweden (21%), Switzerland (20%) and Denmark (14%) [57]. Recent trends indeed 
indicate that the nature of retirement has changed markedly, both in terms of timing 
and character over the past three decades [58]. Presently, there are no indications 
that a stable situation has been achieved, and the future will likely have similar 
changes in store. Of course, the precise nature of these changes remains unclear and 
offers the biggest challenge for policymakers and social scientists. The social and 
economic transformations regarding retirement are generally expected to be charac-
terized by longer lives, greater uncertainty and unequal public pension rights and 
levels. Individuals may expect to have to assume greater labour market and savings 
risks over the course of our lives. All changes are likely to spill over to the retire-
ment stage.

Two issues are believed to be particularly relevant in studying the changing 
retirement contexts. The first entails employers’ adaptation to this changing reality, 
and the second obviously is how employees deal with the prospect of careers that 
may be considerably longer than previously envisioned. Employers are key players 

2 Healthy Ageing: Challenges and Opportunities of Demographic and Societal



22

in defining opportunities and barriers for retirement as well as for working longer. 
As a result, the success of policies aimed at delaying retirement is to a large extent 
dependent on the impact these have on employers and their pertaining actions and 
attitudes. During the past few decades, researchers from various disciplines have 
generated insights that can be summarized by saying that employers are lukewarm 
when it comes to hiring and retaining older workers [59–61]. This is an attitude that 
appears determined by the perception that an ageing work staff leads to an increas-
ing gap between labour costs and productivity, i.e. high last wages and relatively 
low work output [62]. Despite pleas for ‘sustainable’ ageing in organizations, in 
practice most employers remain passive and hesitant when it comes to designing 
policies to stimulate and facilitate longer working lives. A key question for the near 
future is whether employer behaviours change in response to retirement reforms, 
i.e. follow the intentions of policymakers or remain reluctant. Can legislative 
changes enhance employers’ investments in training and development of their age-
ing staff? Or do employers seek for alternative ways to lay off older workers when 
they feel there is a need for downsizing or rejuvenation of staff. In addition emerg-
ing topics relate to the successful and unsuccessful human resource (HR) policies 
for older workers. By examining both good and bad management practices, one 
might hope to distil evidence-based human resource management (HRM) that sup-
ports healthy and successful ageing in the workplace. An important question is why 
organizations differ so widely in their responses to an ageing workforce. Some 
insights into this question have been gained through employer surveys [63]. 
However, it is important to go beyond descriptive studies that use mainly socio- 
demographic predictors. A more refined analysis, including values and norms of the 
organizational culture and climate would be required. Looking at such factors would 
greatly enhance our understanding of employers’ strategies.

A second topic of interest refers to the way older and younger workers deal with 
the prospect of a continuously increasing retirement age. While many governments 
are reluctant in implementing reforms fearing electoral backlash of voters who are 
against increasing retirement ages, others, such as the Netherlands, have been very 
successful in raising the public pension age. The psychological and social impact of 
these reforms are often considered of secondary importance. However, this neglect 
may have direct and indirect repercussions that spill over to the economic domain. In 
this respect two issues seem particularly relevant. The first issue is how older workers 
adjust to sudden policy changes that induce them to work longer. Empirical research 
has consistently shown that a lack of control over the retirement transition is among 
the most powerful predictors of reduced well-being and retirement adjustment prob-
lems. There is some evidence that for many, adjustment to working longer is not an 
easy process [64]. Many older workers seem to struggle with feelings of uncertainty 
and worry whether they are physically and mentally able to work till retirement age 
[65]. For adults around retirement age, poor adjustment may have negative conse-
quences for well-being and performance at work. Mid-career adults are expected to 
take a more active stand in their career in terms of continuous training and develop-
ment and job mobility, anticipating a much higher age of retirement than for previous 
generations. The second issue is how retirement reforms interact with other social 
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policies. In many countries, there has been a fundamental reorganization of the rela-
tionship between formal publicly funded care and informal care by relatives and rel-
evant others. Shifts from professionals to volunteers are observed across national 
contexts and in various types of public services, particularly in long- term care and 
social work [66]. As a result, a growing number of workers in their 60s will experi-
ence conflicting demands tied to work and family roles. Some activities such as vol-
unteering may increase human capital or social resources, which subsequently 
facilitate workforce opportunities, while others such as caring may reduce these 
opportunities due to time constraints and limited access to new networks [67]. More 
evidence is needed about the impact of extended working life on informal caregiving, 
volunteering and other forms of civic engagement and vice versa. A better under-
standing of the frictions between requirements to work longer and the obligations 
individuals experience in their social network will enable better policy development.

2.6  Participation in Caring

Remarkably, the inference regarding balancing various participatory activities, 
among which highly regarded caring for spouses, parents, children or relevant oth-
ers, contrasts sharply with many countries’ policies factually bringing down the wel-
fare state. On the one hand, policymakers maintain a fundamental presumption that 
caring tasks may be delegated to citizens themselves and their social networks, while 
at the same time there is no formal policy and there are no resources enabling citi-
zens to taken on caring responsibilities. Meanwhile there also is a broad recognition 
of an increasing shortage on the labour market and thus production capacity. Apart 
from Scandinavia, no country seems to have developed adequate social policies 
enabling or supporting citizens to combine participation in the formal economy with 
caregiving. For instance, how can young fathers assume the care for their new-born 
and partner if they are expected to return to work within a couple of days and make 
a living for their family? Apparently, Scandinavia and Germany have implemented 
more generous policies, highly valued by their citizens. Similarly, ageing societies 
clearly have an increasing demand for (chronic) care, again necessitating elementary 
changes in thinking about societal participation and distribution of income.

In this section we focus and consider informal care on three levels. First we look 
at the macro level: a brief overview of the concept of informal care and the situation 
in Europe. Then we look at the meso level: how is care organized regionally or for 
specific groups? And, finally, the micro level: what do we see in and around indi-
vidual relationships and networks when it comes to informal care?

We will start by considering the concept of informal care. Informal care always 
involves help, care and support from a person’s family and friends, e.g. parents, chil-
dren, other family members, relations, neighbours and friends [68]. The Dutch gov-
ernment defines informal care as follows: Informal care is unpaid and often long- term 
care for sick family members or friends. Besides providing care, informal care may 
also involve help with everyday activities. There are a wealth of definitions, all of 
which include terms such as ‘voluntary’, ‘family and friends’, and ‘unpaid’.
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2.6.1  Macro Level: Europe and Informal Care

Verbakel et al. (2017) conducted a major European survey among 28,000 people. 
The survey looked at the prevalence of informal care, the characteristics of the peo-
ple who provide this informal care and the impact of providing informal care on 
mental well-being [69]. In 20 European countries, an average of 34.3% of the popu-
lation are informal caregivers, and 7.6% are intensive informal caregivers, i.e. they 
provide at least 11 h of care and support per week. Typical characteristics of infor-
mal caregivers are the following: female sex, aged between 50 and 59, not formally 
employed and most of whom are religious. Importantly, informal caregivers, par-
ticularly intensive informal caregivers, had a lower mental well-being than formal 
caregivers. Furthermore, given the shortages in the labour market and general job 
uncertainty, this group may also experience a certain amount of pressure to stay 
within or re-enter the labour market. A further source of stress may be the fact that 
informal caregivers are generally not well prepared, trained or educated to meet the 
increasingly complex care demands. Respite care, training and counselling oppor-
tunities for this group should be developed and communicated to the group, espe-
cially since they are expected to provide an important and complimentary source of 
support for the healthcare system as a whole.

Importantly, the OECD [70] in an 2011 overview predicted that the number of 
people currently providing informal care will decrease in forthcoming decades, 
while those requiring informal care will increase. This will put further pressure on 
informal caregivers, and the risk of stress or even burnout will therefore increase 
(see below).

2.6.2  Meso Level: Regional Support for Informal Care

At meso level, we foresee that local, regional and national authorities must take 
responsibility. At regional level, local authorities’ and health insurers’ agreements 
over the procurement of care may be improved to support informal caregivers. Indeed, 
it is important to consider the overall care process and the part fulfilled by informal 
caregivers. Integral care requires effective coordination between professional help 
and support in the form of informal care. In the meantime, the care provided and qual-
ity thereof should meet the wishes and needs of the recipient or client.

Accordingly, investing in and building up the ‘voluntary’ infrastructure by local 
authorities and other organizations would appear to be a prerequisite. This will not 
only enhance the relationship between client and informal caregiver but also the 
relationship between informal caregivers involved. Three aspects local authorities 
could and probably should address may be discerned. Firstly, there is an executive 
role ensuring that the informal caregiver is involved in the communication between 
the professional and the client. Secondly, as mentioned earlier, local authorities are 
the purchasers of care, which should preferably comprise support for informal care-
givers. Thirdly, the responsibility of provision of adequate care, i.e. timely and of 
good quality, should be preserved by local authorities. Mobilizing and encouraging 
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local organizations to invest in support for informal caregivers may be part of this 
responsibility.

2.6.3  Micro Level: Providing the Right Support for Informal 
Caregivers

An important aspect of informal caregiving is the nature of the relationship between 
client and informal caregiver. The recipient of informal care could be a spouse, 
child, parent, friend or neighbour, which as such has implications for their relation-
ship as well as the type of care that people are willing to provide or receive. 
Additionally, we know that providing informal care may put stress on the caregiver. 
Partly, this may be due to time constraints, e.g. withholding caregivers from self- 
development or training. Also, informal caregivers may also suffer from physical 
stress wearing them out, which ultimately may be detrimental to their health. Taking 
into account resilience would thus seem important, which subsequently relates to 
the age of informal caregivers. A partner’s resilience, i.e. generally older than chil-
dren, may be put to the test more, and they generally are involved 24/7. Also, there 
can also be role confusion, which puts social roles as friend, partner, etc. under pres-
sure. Finally, it is important to realize that apart from the gratifying effect of caring 
for a loved one, informal care may also cause emotional stress. There is a good 
reason why the score for mental well-being generally is lower among informal care-
givers than it is among those who do not take on such tasks. A recent source sig-
nalled that roughly one in six informal caregivers provide care for more than 8 h a 
week [71]. Of these, half a million have been providing this care for a long period 
of time. The risk perceived and associated with informal caregiving increases when 
the care is long term and/or intensive and if the informal caregivers provide a wide 
range of support. Apparently, 10% of all informal caregivers (more than four mil-
lion in the Netherlands) are highly stressed. Thus, burnout may be a real threat 
among informal caregivers. So-called respite care to partly alleviate the perceived 
burden was suggested in this context. Respite care temporarily or completely takes 
over caring tasks usually provided by an informal caregiver to give him or her a 
break. Taking advantage of respite care at an early stage may prevent informal care-
givers from having a breakdown. The main reason why little use is currently made 
of respite care is lack of information and postulations regarding availability. To 
remove these barriers, GPs could pay attention to the possibility respite care, as 
should other healthcare and welfare organizations. Meanwhile, the factual avail-
ability in all settings and countries and the organization required to support informal 
caregivers and the effectiveness remain to be accurately determined.

To conclude, several factors have been identified which will ensure that informal 
caregivers and the care recipient are provided with appropriate support, also related 
to professional care. Access to adequate information on the services available, both 
in terms of prevention and in terms of ‘warm’ referrals along the care pathway, 
should be provided. Relevant services must be accessible, e.g. (adapted) transport 
must be provided. Next, the combination of informal and professional care must be 
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tailored to people’s day-to-day patterns of care. Also, quality of care has to be 
upheld, i.e. it must be clear that recipients of the care, the clients, are satisfied and 
their needs are met. As to the insights informal caregivers have regarding the recipi-
ent, it is clear that they know best the situations where the recipient may feel inse-
cure outside their own familiar environment. Caregivers are in the position to make 
sure that recipients have familiar items from home around them and recognize that 
adapting to a new situation will take time. Professionals should be aware and use the 
knowledge and experience of the informal caregiver and assimilate their values, 
lifestyle and care patterns. Within the context of the recipient, informal caregivers, 
in cooperation with professional organizations, should strive for a combination of 
different types of support, so the advantages and disadvantages may be negated thus 
keeping the ‘system’ going for longer.

2.7  Health and Social Care Navigation in the Future

The demographic transition presented in the beginning of this chapter has direct 
implications for health and social care as we know it today. Increasing proportions 
of elderly and below replacement fertility rates translate into an increasing demand 
for care and support, without the human resources to provide care the way we 
appreciate and have developed it [72]. A change is due.

All this against the background that at some point health status will impede (full) 
participation and that care may be required to compensate or alleviate losses in 
function. This obviously has been the case throughout human history, yet presently, 
health and social care and thinking about the goals of health and social care are 
changing rapidly. The patient no longer is the one that should have patience as the 
true meaning of the word in Latin is, but he or she is expected to remain in control, 
i.e. be the captain on his own boat. Incidental sailors may be signed on to keep the 
boat afloat or assist with navigating a life course. Importantly, however, lifestyle 
management, prevention, diagnostics, cure, chronic care and generally advancing 
life are largely considered an individual’s own responsibility. The navigation may 
also be supported by the information on the internet and e-health tools. And befit-
ting a true captain, he or she is supposed to know exactly how every tool works, 
while self- managing and self-assessing capabilities are beyond dispute. Clearly, this 
ideal of a highly literate and skilled captain is not omnipresent. Yet the recognition 
that individuals should be empowered and capable of self-management is increas-
ingly common and will change the nature of health and social care provision.

The reasoning above, entirely realistic or not, has among others engendered an 
exponential growth of e-health and other tools. Advanced technology is available to 
young and older members of the community. Also, organizing and implementing 
technology-supported high-acuity care and support into the home environment cre-
ate new and exciting opportunities to shift from a large, centralized health and social 
care system to a more tailor-made, more sophisticated and more value-based sys-
tem. The future perspective is a system in which health and social care is more 
accessible, more affordable, more individual and even closer to home. In such a 
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system, hospitals more and more are becoming lean centres where medical hyper- 
specialist care is offered. Advanced technology such as PET imaging, genetic profil-
ing, lasers and administration of expensive chemotherapeutic, biologic or 
immunologic agents requiring highly skilled professionals to operate will become 
the core business of hospitals within care networks.

Another significant development is that health delivery systems are increasingly 
aiming or expected to aim at keeping people healthy and out of the hospital, rather 
than simply ‘mechanically’ responding and providing diagnostic and therapeutic 
procedures. The conventional framework of health and social care will be turned 
upside down, with revenues being directed towards maintaining the health of popu-
lations, rather than towards just preventing or delaying illness and disability. 
Outcomes are no longer laboratory results or administrative ones such as length of 
stay or hospital mortality but are preferably delivery of value, disability-free inter-
vals and time spent at home. In fact, satisfactory participation in its broadest denota-
tion might become the preferred outcome to determine return on investment.

This move from traditional outcomes towards more generic well-being and par-
ticipation in health and social care thinking will require health and social care profes-
sionals and physicians to take on new and quite different roles. The position as a 
coach with and for their clients, partly becoming the mere sailor, aiding individuals 
to cope will be required. Yet, also, given their expertise, they may become the pilots 
thinking in healthcare concepts and development of scenarios for diagnostic and 
therapeutic procedures. Clearly, all this requires colossal changes in the current orga-
nization of care and support and the health and social care education. Citizens and 
patients, however, are also given a new and much more responsible role in the sys-
tem. One of the major issues will be their capacity and willingness to do so, because 
it would require a lot from them. Undoubtedly, there will always be individuals who 
never will attain the competencies required or over the course of their lives lose those 
competencies. Informal caregivers or relevant others may take on responsibility and 
have mandate, yet not always and under all circumstances will that suffice.

So, we currently have a non-sustainable health and social care system, and 
although we are becoming more and more aware of the fact that current care does 
not meet the needs of all, particularly for the heterogeneous group of older persons, 
we keep on producing ‘one size fits all’ guidelines. Current guidelines do not reflect 
quite variable needs resulting from multi-morbidity, disability, polypharmacy and 
stages of frailty. In addition, the final frontier of our health and social care may not 
be not curing cancer or cardiac diseases. We are already very well equipped to 
modify and increasingly treat these conditions as chronic disorders.

A very real and potentially attainable challenge will be delaying or preventing 
dementia. Currently the lifetime risk of developing dementia is at least 30%, and if 
one or two parents have dementia, this risk may be up to fourfold higher. In the field 
of Alzheimer’s disease, attempts to develop a cure have been plentiful so far without 
any success. Conversely, already for over 20 years, we know that there is ample 
opportunity for prevention of dementia. Indeed, a considerable proportion is attrib-
utable to modifiable risk factors affecting the development of all forms of dementia. 
Accordingly, the real challenge is finding sustainable ways to endorse lifestyle 
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adaptation in high-risk persons. If successful that would yield enormous ‘return on 
investment’ at the end of life, 30, 40 and 50 years later. Importantly, in this case a 
highly appreciated bycatch would occur, i.e. a lifestyle preserving cognitive func-
tioning would also immensely contribute to prevention of other chronic disorders 
such as diabetes, CVD, COPD and cancer. The seeming paradox of prevention will 
nevertheless also apply here. At population level the expected impact in terms of 
number of individuals for whom adverse outcomes will be averted will be signifi-
cant, whereas for citizens having to change their lifestyle, their individual risk will 
not change so much. Currently, accurate prediction of a lifetime risk of disease is 
impossible and most likely never will be possible. Over the course of their life, 
many extraneous and unforeseen factors can and will change for individuals, thus 
precluding useful predictions.

Notwithstanding practical and possibly normative barriers (should lifestyle be 
optimized and regulated top-down), commercial and other private initiatives have 
emerged hoping to capitalize on ‘mobile health’. By connecting individuals with 
health and social care providers and real or virtual lifestyle coaches, investors antic-
ipate on return on their investments through obligate prevention. Also, more and 
more health information is available through other information carriers like serious 
health games. Embedded in a playful educational environment, knowledge is 
increased, and individuals are seduced and triggered to make actual lifestyle 
changes, rather than having their fallacies with devastating long-term consequences 
pointed out. Such opportunities may be exploited for empowering older people to 
live healthy and stay healthy.

Healthy ageing may start as grown-up children of older parents watch their par-
ents grow older and actually learn from their struggle with health and well-being 
and apply these insights at an earlier stage in their own life. Also, we should 
empower citizens and new health and social care professionals by redefining and 
refocusing on our health and social care system. Adequate definitions of meaningful 
outcomes have to be endorsed while not losing sight of value, especially in caring 
for our older clients. Ageing as individuals and society is not like strolling along an 
even path but typically is by trial and error towards a newly designed health and 
social care system and renewed health and social care thinking. The road will be 
long and winding but can be made accessible.
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3.1  Factors Influencing Ageing

Ageing as a natural process is inevitable. Numerous changes take place during the 
life span that influence ageing; however, these changes are not identical in all indi-
viduals. In addition to that, many of these changes occur at the same time making 
description and understanding of this complex process very difficult. It is evident, 
by looking to different older people, that age does not cause the same alterations to 
everyone’s appearance. People, for example, of the same age or gender look differ-
ent in terms of ageing signs, such as wrinkles. Moreover, if a geriatric assessment 
takes place, findings related to health status will be different.

It is considered normal, for example, that the senses—especially eyesight and 
hearing—become weaker; however, this weakness in some individuals creates the 
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need for glasses or a hearing device, while in others it will cause blindness or deaf-
ness. Although it is not clear why these differences exist, it is also evident that the 
way of life an individual followed during his/her life affects their ageing process. 
For example, hearing loss could be worse if the individual was working in a noisy 
environment. It is also well documented that if someone followed an unhealthy 
lifestyle during his/her earlier years, it would be more susceptible in acquiring cer-
tain chronic conditions that even if those do not shorten life expectancy, it is certain 
that they will deteriorate healthy life expectancy and quality of life. For example, 
diabetes or cardiovascular diseases are the most common health disorders that are 
caused largely by unhealthy habits.

The human race during the last century, among other achievements, succeeded 
also to increase its average life expectancy. That means that the concept of ageing 
today is not the same with that described a century ago, even though the process is 
similar. Population pyramids clearly show that the proportion of the population that 
achieved longevity a century ago was far lower than today [1]. At present, a large 
proportion—in many developed societies, one in five individuals are already over 
65 years of age—of the population is over 65, while the majority of those do not age 
in the same way as the people of the same age a century ago [1]. The main reason 
for these differences is that way of life is different today than a century ago and the 
same applies to the environment we live in.

It is common to refer to ageing by years of age, and this is referred to as chrono-
logical ageing. However, chronological age is not equivalent to biological age. 
Biological ageing refers to the changes that occur to the person’s body. Biological 
changes happen at different points during the life span, some starting quite early in 
life. These changes in conjunction with other factors, such as inherited or familial 
disorders, unhealthy lifestyle, diseases and negative environmental influences, are 
possible to lead in much earlier biological ageing than the chronological one; but 
the opposite is also frequent [2–4].

In addition to that, if we examine the psychosocial factors that influence the 
individual, we add a third factor, psychological ageing. This is related to individu-
al’s feelings and behaviour that portray the way that person ages. Psychological 
ageing interacts with biological ageing, and both can influence ageing either in a 
positive or negative way [2–4].

Functional ageing is another way of categorizing the process; this is based on 
the ability of the older person to realize the activities of daily living (ADLs) or 
instrumental activities of daily living (IADLs) in their everyday life. Functional 
ageing is also influenced by biological and/or psychological ageing, and therefore it 
can be observed that it is quite dissimilar to chronological ageing; we can observe a 
very old individual still going around in a bicycle for his/her everyday errands or a 
much younger older person needing assistance with even the simple ADLs [2–4].

Although ageing of the human body and functions start at some point in life—
different times for different organs/systems—it is difficult to identify the specific 
point in time in which decisively we could say that old age starts. The age of 65 has 
been used in most developed countries to denote the division between adulthood 
and old age. That age was until recently in most European countries the retirement 
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age also. In order to be able to plan for health and social care services, we need to 
categorize older people in some way, and this is naturally being done by chronologi-
cal age. The earlier categorization of older people as belonging in the third age that 
included all those over 65 years of age is not valid anymore; today older people are 
subdivided in [2]:

• Young old between 65 and 74 years
• Middle old between 75 and 84 years
• Older old over 85 years including centenarians (100 years and over)

The ageing process is influenced by many factors either intrinsic or extrinsic. 
Heredity, lifestyle habits, chronic diseases and frailty are the inherent factors that 
determine the way an individual ages. Because all these interact with each other, it 
is not possible to predict either longevity or healthy ageing. It is however well docu-
mented that healthy diet and exercise can prevent chronic and debilitating condi-
tions such as diabetes or cardiovascular diseases [4].

In addition to intrinsic factors, there are many more that influence the process of 
ageing. These include the physical and social environment. The physical environ-
ment, on the one hand, refers to the housing conditions as well as the place or neigh-
bourhood where the older person lives. If the conditions within the house are, for 
example, unsafe, there is a risk of falling. If the conditions outside the house, where 
the individual moves around, are not safe, there is risk of an accident. It is, therefore, 
necessary to assess the conditions of the physical environment and apply measures 
to make it safe according to the needs of the older person so that the ageing process 
is not altered drastically. The social environment, on the other hand, encompasses 
the family situation and the social network. Older people need to continue living 
within a well-organized social environment in order to carry on with their activities 
and relationships and maintain their independence, self-determination and self-
respect, conditions that are essential for health ageing.

Mental health (see also Sect. 3.4) and emotional coping abilities play a decisive 
role in the ageing process as well. Factors that contribute to longer and healthier 
ageing include a happy and fulfilled life; having purpose in life, including faith; 
adapting to stressful situations; achieving control over one’s life; and being empow-
ered [4, 5].

Moreover, ageing differs according to ethnic origin, geographic location, gender, 
marital status, education, living circumstances, income and access to health and 
social care services. There is a large body of research providing evidence that these 
factors are influencing ageing [2–4, 6, 7].

• Ethnic origin can be examined in the view of people living in different conti-
nents/countries or within the same geographical area. Ethnic origin sometimes is 
interlinked with heredity and lifestyle. Ethnic origin is also interacting with other 
extrinsic factors such as geographical location, income, etc. However, ethnic 
specific influences that affect ageing either positively or negatively can be 
changed if the older person moves from his/her original place of living to a new 
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one. Of course in order to observe this change, it is necessary that the individual 
interacts with the new environment. In any case ethnic/cultural influences on 
ageing need to be examined in the specific framework that the older person 
resides and cannot be generalized.

• Gender is influencing ageing in different ways. In the developed world, women 
generally live longer than men, sometimes an average of 3–4 years more. In con-
trast, men that survive long enough have healthier life expectancy than women. 
When men get ill, they deteriorate faster than women. Women have more chronic 
diseases and very often suffer from more than one at the same time, leading to 
long life expectancy but with worse health-related quality of life in comparison 
to men. All these differences seem difficult to comprehend, but there are interpre-
tations in the international literature that attempt to solve the confusion: biologi-
cal differences between the genders, differences in chronic problems they face 
and lifestyle habits that are influenced by gender. For example, men are smoking 
more than women.

• Marital status in relation to ageing has been studied extensively and has pro-
duced some interesting results. It has been found that unmarried men are in 
worse health than married ones. The same does not apply to single women or 
women in general. It seems that it is more important to study the living circum-
stances which are interlinked with the family situation. There are still countries 
where families are extended, and this form of family organization can play an 
important role in the way one ages. For example, in an extended family or in 
families where generations have strong links, older members still feel useful, 
even if they are retired, because they may help with raising the children. In addi-
tion to that, in our times with the financial restraints, affecting almost all societ-
ies, older members of the family may contribute to the income of the extended 
family, and thus, everyone within the family takes advantage. Also, when the 
older person needs support and care, it is anticipated that a member of the family 
will take over the role of the caregiver. In most developed countries however, 
families have a much narrower form, and very often in our times, people live by 
themselves. In these cases there is a need that health and social care services are 
invited to take part of the family role, and if this does not exist, then the ageing 
process for these older individuals may be viewed grim.

• Education seems to have an important influence on how people age; it means 
that those with more education live longer with better quality of life. This could 
be interpreted on the ground that well-educated older people are able to seek 
appropriate health and social care services earlier, understand advice on manag-
ing disease better and adhere to treatment better. They are also able to understand 
the importance of health promotion including disease prevention and participate 
in relevant activities when these are offered. Education therefore can help allevi-
ate some of the dismal consequences of ageing, and as the human race develops, 
perhaps ageing will be viewed in a more positive way in the future. Education is 
also related to income.

• Income is another significant determinant of how one ages. Individuals with 
lower income have generally worse health. This is more important for older 
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people who have restricted sources of income as they get older, and they have to 
rely on their pension as their sole income. Income also interacts with factors such 
as ethnic origin and gender, and there is a higher possibility that an immigrant 
woman will end up with much worse health in old age if she does not have either 
a family or well-organized health and social care services to support her.

• Living in a city or in a rural area, or else the geographical area one lives, also 
influences ageing. Differences in ageing are observed between continents, 
between countries as well as between different areas of the same country. It is 
apparent that the biggest differences exist between high- and low-income coun-
tries. If we take the example of a developed country, living in an inner city is less 
advantageous for ageing than living in rural areas with lower stress levels and 
much cleaner environment when the older person does not have other factors to 
affect ageing. However, there is no straightforward way of assessing the influ-
ence of the place someone lives because this factor also interacts with all the 
other extrinsic factors.

• Social support positively influences all aspects of health and quality of life. 
Especially for older people, it is a factor that can prolong independence and 
healthy life expectancy. Social support could refer to family relationships, but 
very often refers to the wider social network of friends and the community that 
give the possibility to the older person to carry on his/her usual activities inside 
and outside their home. Social support helps the older person to feel loved, 
respected and useful; its lack can lead to social isolation, loneliness and mental 
health problems.

• Access to health and social care services finally can affect positively or nega-
tively all the previous factors either intrinsic or extrinsic and consecutively the 
ageing process. If there is universal access to health and social care services, 
even if this refers to basic services, there is a greater possibility that the older 
person will get the support he/she needs to carry on independently. The opposite 
will happen if there is inequity either in accessibility or in health and social care 
service delivery. Access also plays an important role in supporting the caregivers 
of older people who may face health problems because of their role.

Although the vast majority of older people are able to live independently and 
carry out all or most of ADLs and IADLs without assistance, it is a fact that the 
small part of those that need assistance at various degrees pose a burden to them-
selves, their family/caregivers, as well as the health and social care services [8]. 
Frailty although it is independent of functioning is also a factor that affects health 
status. Various factors contribute to an older person becoming frail; one of this and 
perhaps the most important is the advancing age [8]. Although not inevitable, it is of 
major importance to apply as early as possible measures to avoid or postpone frailty 
(see Sect. 3.5).

Finally, ageing can be delayed or altered if appropriate health promotion inter-
ventions take place. The health promotion interventions should be appropriate for 
different groups of older people and should aim at ensuring that all groups have 
access to those; otherwise, instead of improving wellbeing, they will increase 
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inequalities. If in this we add volunteering of older people, then we will achieve a 
healthier life for all. Involvement of older people in every aspect of their life, either 
their everyday life or in their contact with health and social care service, should be 
considered as essential by all, especially the health and social care professionals.

3.2  Physical Decline and Functional Capacity

Before giving an overview of the main physical and mental problems of older peo-
ple, let us have a closer look at ageing and physical decline in general.

The ageing process is a decline of functional reserve. It is a progressive decline 
of functions and processes in the body which lead to a decline in resistance against 
the dangers from outside world. This eventually leads to illness and death [9]. 
Functional capacity is determined by the person’s intrinsic capacity, the combina-
tion of all individual’s physical and mental capacities, and relevant environmental 
factors and the interaction between the two [10]. The ability to move the body, and 
to move from place to place, is key to functional independence and quality of life. 
During the course of a lifetime, particularly in old age, these fundamental compe-
tencies may become impaired. Healthy biological ageing is about maximizing func-
tion during growth and development and maintaining function and delaying decline 
for as long as possible.

From conception onwards and in roughly the 25 years after birth, humans build 
up their functional capacity to a personal maximum. For example, humans reach 
their maximum muscle mass, bone density, bone cartilage, nerve myelination, etc. 
around age 25. The height of this maximum is very important as with a higher maxi-
mum more reserve capacity is build. By staying active this maximum can be sus-
tained for many years, but nevertheless in average, the rate of senescence between 
30 and 70 years in healthy people ranges between 0.34 and 1.28% per year [11].

The WHO has developed a model to visualize how individuals’ functional capa-
bilities typically change over the life course [12] (see Fig. 3.1). Healthy ageing is 
about maintaining maximal functional capacity (blue line) for as long as possible 
through lifestyle choices, such as diet, exercise and social interaction. When func-
tional capability declines and moves closer to the disability threshold, health and 
social care professionals might decide for different interventions to support the 
health, wellbeing and quality of life of the older person.

The alterations in normal biological responses seen in ageing lead to a wide vari-
ety of impaired functions that manifest in features we recognize as ageing. Kirkwood 
points out that the molecular and cellular mechanisms underlying ageing are mul-
tiple and complex and that we have to adopt system thinking to fully understand the 
decline of functions in ageing [13]. Ongoing investigations identifying, character-
izing and targeting novel ageing-related mechanisms may serve to increase health 
span, lengthen life span and prevent musculoskeletal deterioration as we age [14].

If we look specifically to the musculoskeletal system, we see a decline in various 
tissues from bone, cartilage, discs and vasculature. The various tissues that 
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comprise the skeleton are each susceptible to ageing-related deterioration and have 
a reduced capacity to function adequately with increasing life span.

3.2.1  Decline in Muscle Mass and Sarcopenia

A decline of muscle mass results in a decline of muscle strength and force. More 
specific, the fast-twitch fibres (type II) are prone to decline resulting in a muscle that 
is still able to work long and steady yet not fast and quick. Furthermore, the penna-
tion angle changes by which the force distribution is less optimal. The functional 
decline due to a decrease of muscle mass and muscle strength is often seen after a 
decrease of 40% and over showing that reserve capacity is key in primary preven-
tion [15, 16].

Looking at the biomedical viewpoint of frailty by Fried, sarcopenia is a central 
theme in the vicious circle of functional decline [17]. With a large interindividual 
variance, the mean linear decline of muscle mass in humans is 0.7–1.5% per year 
[18, 19]. This decline is speeded up by disease and disuse (inactivity) [15, 16].

3.2.2  Balance and Falls

A decline in muscle mass and strength in older people is one of the causes of an 
increased fall risk. The loss of type II fast-twitch fibres causes a less optimal reac-
tion on balance perturbations.
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Fig. 3.1 Maintaining functional capacity over the course of life. (Reprinted from active ageing: a 
policy framework. World Health Organization. April 2002. http://www.who.int/ageing/pusblica-
tions/active_ageing/en/)

3 Most Common Health Issues of Older People

http://www.who.int/ageing/pusblications/active_ageing/en/
http://www.who.int/ageing/pusblications/active_ageing/en/


40

In general, the balance control systems can be divided in three distinct areas:

• The sensor system
• The central nervous system
• The motor system [20, 21]

In ageing a decline in all three systems is eminent, yet this decline is not in all 
systems equal and differs from person to person. Also, important to know is that 
these three systems interplay with each other so the decline in one system has an 
effect and leads simultaneously to a greater reliance on the other two.

The sensor system consists of vision, vestibular sense, proprioception and extero-
ception. All these sensors send their information to the central nervous system 
(CNS). The CNS interprets all the data and acts accordingly with the appropriate 
signals to the motor system.

The ageing process causes progressively physiological changes of the eye and 
vision, particular noticed after the age of 50. There is a decline in visual acuity, 
contrast and glare sensitivity, dark adaptation, accommodation and depth percep-
tion. Furthermore, due to the ageing process, older people are more susceptible to 
develop eye pathologies like cataract, glaucoma and macular degeneration. Reduced 
visual input causes misjudgement of distances and misinterpretation of spatial 
information like impaired depth perception increasing fall risk.

The vestibular system is also important for balance control as it detects the posi-
tion, motion and acceleration of head movement. The vestibular system consists of 
a left and right vestibular organ behind both ears. The response on the information 
of the vestibular system is to stabilize the head and maintain upright position. In 
normal ageing there is a loss in vestibular function which can lead to postural insta-
bility and a broad-based gait pattern with unsteady turns. The ageing process nor-
mally leads to an equal decline of the left and right vestibular organ in contrast with 
pathology that most often causes asymmetrical differences.

In the execution of all movements, joint and mechanoreceptors send feedback 
to the brain about the acceleration, joint movement and angle and the position in 
space (propriocepsis). This information is vital for corrections and fine-tuning 
the movement to achieve the best result. The accuracy of these information as 
well as the speed of this feedback loop is also vital for speedy corrections when 
encountering obstacles. Exteroception is the sensitivity to stimuli outside the 
body.

Reaction time increases due to normal ageing with 25% from age 25 to age 60, 
and this slowing continues in an even faster rate after 60. This is due to a decrease 
of neurons and a decrease in myelination of the nerves. This can be seen in the cen-
tral nervous system as well as in the peripheral nervous system. These changes 
cause a decrease in ascending and descending nerve signalling speed and slower 
processing speed of the brain. This leads to slower muscle contraction, inappropri-
ate muscle force and/or incorrect movement directions and slower reaction times 
increasing fall risk [22].
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3.2.3  Gait and Gait Speed

The integration of the sensor system, the central nervous system and the motor sys-
tem is best seen in gait and gait speed. Changes in gait and in gait speed are very 
obvious changes of functional decline in ageing.

The walking speed in older people declines, with a shorter stride (step) length 
and wider walking base (stride width). Bohannon established norm values for walk-
ing speed in different age groups. He concluded the following: gait speed decreases 
with increased age; maximum gait speed declines more steeply than comfortable 
gait speed with increasing age. Absolute and height normalized gait speed values 
provided herein can serve as a basis for judgements about patient walking perfor-
mance [23]. Comfortable walking speed declines in men from age 20 to 70 in aver-
age 5% (from 1.39 to 1.33 m/s) and in women 10% (from 1.4 to 1.27 m/s) [23]. If 
the gait speed falls below 1 m/s, there is an increased risk for adverse health out-
comes [24]. Furthermore, in hospitalized older people and older people in long-term 
care, comfortable walking speed is often far below 1 m/s (average 0.58 m/s in clini-
cal setting and 0.47 m/s in long-term care) [25, 26].

It is important to realize that a decline in walking speed and changes in gait 
parameters in older people are most often multifactorial. Older people often com-
plain in this respect about dizziness and unstable gait [27]. In a German study, the 
1-year prevalence of older people with dizziness severe enough to visit the doctor 
and with an impact on daily life activities was 20% in the age group of 60–70 years, 
30% between 70 and 80 years and even up to 50% above 80 years [27]. The most 
common causes of dizziness were sensory deficits due to normal ageing (like bilat-
eral vestibular failure) or due to ageing diseases (like polyneuropathy caused by, 
e.g. diabetes mellitus type II). Also, a loss of muscle mass and strength was identi-
fied as a causing factor of dizziness. Furthermore, it is important to acknowledge 
that medications (e.g. antihypertensive medication or sleep medication) are relevant 
factors in older people who experience dizziness and unstable gait.

3.3  Ageing and Physical Problems

Old age requires the acceptance of the new general physical condition, which brings 
many important limitations. Along with the physical decline exist many physical 
problems, which additionally decrease the functionality of the older person. As the 
person ages, we can expect gradual changes, at one’s own pace. Older people may 
exhibit no changes in baseline function but may have decreased ability to adapt to 
stress. Various body systems lose reserve capacity with ageing at different rates.

The diseases in this age group have different characteristics compared to younger 
ages. They differ in prevalence and incidence, in clinical symptoms and signs, in 
diagnostic procedure, in therapeutic choices, in the outcomes and in rehabilitation. 
Adverse consequences of geriatric syndromes/conditions and diseases are repeated 
hospitalizations and a poor quality of life of older people.
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However, the physical deterioration that occurs during ageing poses challenges 
(social and financial) such as the need for social integration, as well as the financial 
burden imposed on public health systems which is associated to age-related disease, 
disability and dependency [28].

In the former paragraph, we described functional decline related to decline of 
muscle mass and strength. Here we will explain the most common physical prob-
lems prevalent in older people.

3.3.1  Sensory Loss

As people age, they frequently experience a remarkable deterioration of their senses 
especially their vision and their hearing capacity. Finally, each sensory loss has 
unique effects on the quality of life of older people and their caregivers. In this way 
it becomes an emerging public health issue that will dramatically influence their 
lives. If they lose their vision, they are isolated from the environment, but if they 
lose their hearing, they are cut off the other people and this is extremely 
disappointing.

In order to design effective rehabilitation and support services, we not only need 
to increase our understanding of the influence of sensory loss on them, but we also 
need to create new care models that are able to recognize and respond specifically 
to this restriction and particularly to their psychosocial needs [29]. Furthermore, 
multidisciplinary collaboration is essential to advance our understanding of their 
loss, so its consequences can be ameliorated ensuring improved care and quality of 
life for older adults.

3.3.2  Diabetes

With the increase of the older population and changes in lifestyle, the prevalence of 
diabetes mellitus is projected to increase, especially among older people aged 
75 years and over [30]. In this group, diabetes is a disease-causing disability due to 
its vascular complications and coexisting morbidities and also the increased preva-
lence of geriatric syndromes including cognitive and physical dysfunction. As a 
result diabetes triples the risk for institutionalization [31]. The management and 
care of older people with diabetes are challenging because of the complexity of the 
condition in old age, and the heterogeneous nature of groups of older people, which 
range from fit individuals living independently in the community to fully dependent 
people with multiple comorbidities living in care homes.

Although the burden of diabetes is often described in terms of its impact on 
working-age adults, diabetes in older adults is linked to higher mortality, reduced 
functional status and increased risk of institutionalization. Older adults with diabe-
tes are at substantial risk for both acute and chronic microvascular and cardiovascu-
lar complications. Diabetes is the sixth most common cause of death among older 
adults. However, its role in mortality is probably understated, mostly because when 
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patients die of cardiovascular causes, diabetes is often not listed as a contributing 
cause of death [32].

Diabetes management in this age group should take into account their heteroge-
neous nature and complex needs. Older people with diabetes are twice as likely to 
develop dementia compared to those without the disease. Persistent hyperglycaemia 
and an increased prevalence of cerebrovascular disease may be contributing factors. 
Cognitive dysfunction affects the ability of people with diabetes to care of them-
selves, and unstable eating patterns that increase the risk of hypoglycaemia are 
common in patients with diabetes and dementia [33].

Diabetes in older people is associated with increased risk of functional impair-
ment, falls, disability and frailty. Functional decline is associated with accomplish-
ing activities of daily living, which may have an impact on performing diabetes-related 
self-care. Maintaining physical exercise and adequate nutrition plan is vital in 
delaying muscular loss and frailty. Nutritional guidelines should not be too restric-
tive but healthy and personalized to their preferences. Individuals should be allowed 
to choose freely their food options when diabetes treatment is being adjusted 
accordingly. The aims of nutritional choices are to maintain a healthy body weight 
and to avoid malnutrition [34].

The criteria for diagnosis of diabetes in older people are no different from those 
used in the younger population, but clinical presentation, diagnosis and assessment 
can be challenging. Owing to the high prevalence of multiple comorbidities, com-
prehensive geriatric assessment should be performed [35].

3.3.3  Cardiovascular Diseases

The term ‘cardiovascular diseases’ includes hypertension, coronary heart disease 
(CHD) and stroke, which increase remarkably with age. Cardiovascular diseases 
(CVD) account for 37% of all deaths in the EU; however, CVD mortality is now 
falling in most European countries, including Central and Eastern European coun-
tries, which saw considerable increases until the beginning of the twenty-first cen-
tury [36]. Cardiovascular diseases according to WHO are estimated to represent the 
bulk of both mortality and morbidity, in developed and in many developing coun-
tries. By improving life expectancy, it is projected that over the next few years, the 
proportion of people aged 65 will increase further. With this disproportionate 
increase in population of older adults worldwide, the number of those with cardio-
vascular diseases will be significantly expanded.

The assessment of the cardiovascular function of patients of advanced age is 
extremely difficult, mainly due to the increased incidence of ischaemic heart disease 
in these patients. Coronary heart disease may occur either as recurrent episodes of 
myocardial ischaemia manifested as angina or dyspnoea at rest or in more severe 
manifestation such as a cardiac arrest where the total occlusion of a vessel results in 
acute myocardial infarction leading to necrosis of the cardiac muscle and scar for-
mation. Acute coronary syndromes in the elderly lead to more complications and 
require a longer period of hospitalization for the patient. Silent episodes of 
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ischaemia, without nocturnal symptomatology of retrospective pain, occur more 
often at these ages, especially in people with diabetes mellitus [37].

CVD mortality rates vary with age, gender, socioeconomic status, ethnicity and 
geographical region. Mortality rates increase with age and are higher in men, in 
people of low socioeconomic status, in Central and Eastern Europe and in immi-
grants of South Asian origin. There are marked socioeconomic gradients in CVD 
morbidity and mortality within European countries, which are partially explained 
by socioeconomic differences in conventional risk factors, such as smoking, blood 
pressure (BP), blood cholesterol and glucose [38]. Moreover, when assessing and 
attempting to modify the risk of cardiovascular disease in older patients, we should 
consider incorporating the concept of frailty.

Current risk calculators have not been validated in people over 80 years of age 
making these inadequate for use in older patients [39]. Age alone cannot identify 
who will benefit from preventive strategies, except in situations when a dominant 
disease such as metastatic cancer, end-stage renal disease, end-stage dementia or 
end-stage heart failure is expected to lead to mortality within a year. Guidelines for 
treating common risk factors such as elevated cholesterol in the general population 
have generally not focused on adults over 75 or recognized their diversity in health 
status [40, 41]. In order to generate an individualized prescription for cardiovascular 
disease prevention for older adults, issues such as frailty, cognitive and functional 
status, disability and comorbidity must be considered.

Management of cardiovascular risk factors may lead to a healthier lifestyle and 
better outcomes. This includes lowering high blood pressure, managing lipids, con-
trolling diabetes, taking aspirin for primary prevention, exercise and weight man-
agement, healthier nutrition and smoking cessation. Special considerations when 
managing cardiovascular risk in the older adult include polypharmacy, multi- 
morbidity, quality of life and the patient’s personal preferences. Additionally, social 
support provided by caregivers, including physicians, and shared decision-making 
can help patients maintain healthy habits and adhere to medical advice [42].

The heterogeneity of ageing rules out a one-size-fits-all recommendation for car-
diovascular disease prevention and management of cardiovascular risk factors in 
older adults. There is significant overlap between cardiovascular risk status and 
frailty. Incorporating frailty into the creation of a cardiovascular risk prescription 
can aid in the development of an individualized care plan for the prevention of car-
diovascular disease in the ageing population [43].

3.3.3.1  Hypertension
Hypertension is an important risk factor for cardiovascular morbidity and mortality, 
particularly in older people. It is a significant and often asymptomatic chronic dis-
ease, which requires control and persistent adherence to prescribed medication to 
reduce the risks of cardiovascular, cerebrovascular and renal disease.

Non pharmacological management of hypertension is often suggested in older 
people. Lifestyle modifications may be the only treatment necessary for preventing 
or even treating milder forms of hypertension. Weight reduction, sodium reduction, 
physical activity, moderate alcohol consumption and a proper nutrition should be 
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the key element of hypertension treatment in combination or not with active 
treatment.

Evidence indicates that several drugs are effective in preventing cardiovascular 
events, but usually no single drug is adequate to control blood pressure in older 
adults with hypertension. Individualization of the treatment should be guided by the 
presence of concomitant cardiovascular risk factors. The assessment of subclinical 
cardiovascular organ damage resulting to an earlier onset of antihypertensive ther-
apy leads to a reduction of the total cardiovascular risk. For all those reasons, health 
professionals should treat hypertension in their patients regardless of their age [44].

3.3.4  Cancer

Nearly two thirds of cancer diagnoses occur in the over 65s and one third in people 
aged 75 and over. The most commonly diagnosed cancer types in men aged 75 and 
over in 2009–2011 in the UK were for prostate, lung, colorectal (bowel) and blad-
der. For women they were breast, colorectal, lung and pancreas [45].

Treatment of older oncology patients is an important part of everyday practice. It 
is necessary to know the peculiarities and abundance of the problems of this group 
in order to make therapeutic decisions for the administration of specific therapies 
that are used today such as chemotherapy, radiotherapy or molecular-targeted thera-
pies. People of the same age have large heterogeneity in their performance status 
and their activity. Many people over the age of 65 continue to work and many times 
work similarly to younger people. It is necessary to divide older people into sub-
groups with an individualized assessment in order to decide the best type of treat-
ment for their neoplastic disease [46].

Physical changes occur during ageing inevitably and in different ways in each 
person. The results of these changes in the human body and its function are not 
always obvious; thus, a reduced redundancy becomes apparent during stress. Ageing 
in the cardiovascular system, respiratory system and neurological system, endocrine 
changes and other changes in organs, lead to different pharmacokinetics, absorp-
tion, allocation, metabolism and excretion of the antineoplastic treatment.

Clinical assessment of an oncology patient is based on the assessment of his/her 
performance status, the assessment of comorbidity, cognitive status, nutritional sta-
tus, social support and polypharmacy. The assessment of performance status of a 
geriatric oncology patient is an important prognostic factor for the development of 
the underlying neoplastic disease. It refers to the ability to perform the activities of 
daily living of these older oncology patients. As comorbidity we mean all coexisting 
physical and psychological problems that additionally coexist with the particular 
disease for which the patient is receiving medical treatment. The possible effect of 
comorbidity on survival and tolerance of, e.g. chemotherapy should be taken into 
account in assessing the risks or benefits of a treatment. Comorbidity adversely 
affects patients’ ability to comply and tolerate chemotherapy [47].

Evaluation of mental status is particularly important prior to commencement of 
chemotherapy in older patients in order to ensure patient compliance with 
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medication and the ability to understand the need for assistance in the occurrence of 
side effects or toxicities of the antineoplastic treatment. The incidence of depression 
in older people with cancer is estimated between 3% and 25%. More psychologi-
cally vulnerable are those who lack social support [48]. Therefore, individualized 
assessment by the multidisciplinary team is necessary so that the patient is ade-
quately supported.

3.3.5  Incontinence

Urinary incontinence is common in older people and can cause significant morbidity 
(such as falls and fractures) and functional impairment. Risk factors for urinary incon-
tinence in older people include impaired mobility, falls, medications, depression, 
stroke, dementia, heart failure, faecal incontinence and constipation and obesity [49].

Evaluation of urinary incontinence in older people should be multifactorial, 
addressing comorbidity, functionality and medications as potential etiologic or con-
tributing factors. The important first step is active screening for urinary inconti-
nence, because 50% of affected persons do not communicate their symptoms to 
their caregivers. History should include incontinence onset, frequency, volume, tim-
ing and associated factors. Patients and caregivers should be asked about its impact 
on quality of life [50].

Specific treatment should be targeted to the patient’s most bothersome symp-
toms. Lifestyle modifications may be helpful, and behavioural therapies like blad-
der training and pelvic muscle exercises could be effective. As the primary impact 
of incontinence is on quality of life, including self-concept, self-esteem and the 
burden of coping, older people should be encouraged to cope with these issues.

3.3.6  Infections

Older people are more vulnerable to infections due to their immune system decline. 
Older people may not respond well to therapy for infections and may also not pres-
ent with ‘typical signs’ of infection, such as fever. Anatomical changes that occur in 
the upper airways, like reduced fissure epithelium function, cough reflex decrease 
and gastroesophageal reflux, may predispose an older person to an increased risk of 
upper respiratory tract infections.

3.3.6.1  Influenza and Respiratory Infections
Infections of the respiratory system are contributing significantly in increasing mor-
tality and deteriorating quality of life of older people. Such populations must be 
viewed as a specific group of people at high risk, especially during winter flu epi-
demics. Influenza and respiratory syncytial virus (RSV) are the two most common 
viral infections that occur in older people. Pneumococcal disease is up to 14 times 
more common in people over the age of 70 years than in younger individuals [51]. 
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Pneumococcus is a common pathogen in the nasopharynx and is most commonly 
associated with pneumonia. Community pneumonia continues to have a significant 
impact on older individuals, who are affected more frequently and with more severe 
consequences than younger populations. As the group of older people is increasing 
at twice the rate of the general population, a better understanding of the pathophysi-
ology, microbiology, treatment and prevention of this common affliction is becom-
ing apparent.

Antimicrobials are the cornerstone of therapy for pneumonia in any population, 
including older people. In addition, some nonantibiotic strategies may be important 
when treating pneumonia in older populations. In older patients, the pneumonia 
process often extends beyond the lung parenchyma, presenting as a systemic dis-
ease with higher severity of illness. This is supported by the finding that many older 
patients present with primarily non-pulmonary symptoms, such as mental status 
changes or renal dysfunction [52].

Although vaccination is the basis of prevention in older people, substantial unde-
ruse of pneumococcal and influenza vaccination exists in this vulnerable population 
[53]. In accordance with the current guidelines, all individuals older than 60 years 
of age should receive annual influenza vaccinations during the autumn and winter. 
In addition, any person aged over 65 years should receive pneumococcal vaccina-
tion. Although the link between pneumococcal vaccination and mortality has not 
been well established, vaccination has been demonstrated to reduce the risk of inva-
sive disease in older people. It is estimated that almost a third of incidents in older 
people is linked to smoking; thus, smoking cessation is particularly important for 
preventing pneumonia.

3.3.6.2  Urinary Tract Infection
Urinary infection is one of the most commonly diagnosed infections in older adults. 
It is the most frequently diagnosed infection in long-term care residents [54, 55]. It 
is second only to respiratory infections in hospitalized patients and community-
dwelling adults over the age of 65 years [56]. As populations age, the burden of this 
type of infection in older adults is expected to grow, making the need for improve-
ment in prevention, diagnosis and management critical to improving the health of 
older adults.

Risk factors for developing symptomatic urinary infection in older adults are dif-
ferent to those in younger. Age-associated changes in immune function, exposure to 
nosocomial pathogens and an increasing number of comorbidities place older peo-
ple at a high risk for developing infections [57]. Urinary retention and high post- 
void residual urine have been postulated to be risk factors for urinary infections in 
older adults. In men, prostatic hypertrophy causing obstruction to the normal flow 
of urine leads to high post-void residual urine. The latter and urinary stasis as a 
result of chronic obstruction are thought to be important factors for developing uri-
nary infections and asymptomatic bacteriuria in older men [58]. Prevention of uri-
nary infections in older adults is an important issue, as overuse of antibiotics in this 
population remains high.
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3.3.7  Chronic Obstructive Pulmonary Disease (COPD)

COPD is a common disease in older people, and it is characterized by severe symp-
toms, healthcare need and mortality for both patients and caregivers. The treatment 
of the older patient with COPD is really challenging. Although COPD is a major 
cause of respiratory failure and dyspnoea in the elderly, the presence of multiple 
other diseases, including heart failure and anxiety, medication effects and other con-
ditions, including malnutrition may exacerbate COPD symptoms.

Guidelines on disease may not address the full spectrum of both patient and 
caregiver needs engendered by the increasing burden of advanced disease, particu-
larly the high rate of bothersome symptoms and the risk of functional and cognitive 
decline. Older people tend to have a disease burden coupled with functional and 
cognitive decline complicating the successful implementation of treatments. 
Meeting the needs of older COPD patients and their families requires that health-
care professionals recommend care with a treatment that includes a decision- making 
plan which takes into account older people comorbid conditions and the increased 
risk of adverse events, focuses on symptoms’ relief and prepares patients and their 
loved ones for further declines in the person’s health [59].

3.3.8  Arthritis and Osteoporosis

Arthritis is a common cause of disability among older people and osteoarthritis 
in its turn a common form of arthritis. This global chronic joint disease places 
severe limits on daily activity and quality of life. Affecting mainly hands, knees 
and hips, osteoarthritis often causes weakness and disability, interferes with work 
productivity, results in joint replacement and generates inordinate socioeconomic 
costs.

Osteoarthritis is the most common joint disease and is highly prevalent in people 
over 60 years of age. The presence of osteoarthritis increases the risk of unhealthy 
ageing and is a risk factor for the development of frailty and sarcopenia later in life. 
The main symptom of osteoarthritis is joint pain getting worse in exercise and 
relieved by rest, although pain at rest or during the night is not uncommon in 
advanced stages. Knee pain is usually experienced in and around the knee. Hip pain 
is felt in the groin and anterior or lateral thigh. Hip pain can also be referred to the 
knee. Signs of osteoarthritis include reduced range of joint movement, joint swell-
ing and periarticular tenderness [60].

Recommendations for altering the consequences of this disease and improving 
the quality of life should involve self-management and expanded patient education 
as a community-based intervention for people with osteoarthritis. Furthermore, 
moderate intensity of aerobic physical activity and muscle strengthening exercises 
should be promoted widely as a public health intervention for older adults. At the 
same time, weight management should be promoted, and healthy nutrition with 
dietary guidelines for the general population should be followed. Moreover, a 
national policy platform should be established to improve health through 

P. Sourtzi et al.



49

evidence- based clinical and community prevention and disease control activities, 
including core public health infrastructure improvement activities. Finally, work-
place environments should be improved by adopting policies and interventions that 
prevent onset and progression of osteoarthritis [61].

Osteoporosis is defined as a systemic skeletal disease with characteristics of low 
bone mass and deterioration of bone tissue. In clinical practice, osteoporosis is usu-
ally diagnosed by the bone mineral density criteria (BMD) or the occurrence of a 
fragility fracture. As population ages worldwide, the number of osteoporotic frac-
tures is growing, respectively. Osteoporotic fractures in older people usually result 
in hospitalization followed by the need of long-term care, impaired quality of life 
and disability. Therefore, osteoporosis and osteoporotic fractures remain significant 
public health challenges worldwide.

Osteoporosis does not in itself cause pain or deformity; its importance lies in the 
fact that it greatly increases the risk of fracture, notably involving pain, deformities 
and loss of independence. The means of treatment of established osteoporosis are to 
ameliorate symptoms and reduce the risk of further fractures. Currently available 
drugs can prevent further bone loss and reduce the risk of further fractures. 
Prevention of osteoporosis emphasizes in optimizing bone mass by regular exercise 
(e.g. walking, aerobics), maintaining calcium intake by dietary instructions, mod-
eration of alcohol intake and smoking [62, 63].

In conclusion, physical problems that occur in old age, either as single problems 
or comorbidities, need to be treated in an individualized manner taking into account 
the specific needs of the older person; this includes living arrangements, educational 
and socioeconomic status as well as social support. Wellbeing and the quality of life 
at older ages depend finally on many factors that result from the life course of each 
individual, their health and family environment, as well as the socioeconomic envi-
ronment and social policies.

3.4  Ageing and Mental Problems

Old age affects not only the physical functions of an individual; many changes take 
place in a person’s life, and these affect the psychological health of the person. 
However, there are many prejudices and misconceptions related to ageing and men-
tal health. For example, it is common for people to think that older people are losing 
their ability to keep their mental functionality, to keep senile, happy, socially active, 
etc. These prejudices though are not justified as the majority of older people keep 
their mental health at a very high level until very old age.

Cognitive function changes in a similar way that physical functions change; in 
any case these changes are not identical in every older person. There are some 
changes in memory, as well as in the way that the older person learns new things, 
but these do not limit the person from keeping his/her critical thinking and the will 
to advance him-/herself, even by studying for a new language or a university degree. 
It is a fact that some mental health problems are becoming more common as the 
individual ages, but that does not mean that every older person is going to be 
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affected. The reason why these changes happen is known for some problems, e.g. 
depression, but it is still largely unknown in other, e.g. dementia.

The social and economic state of the person greatly interacts with their psycho-
logical health and influences the way that he/she feels, acts and functions in every-
day life. The older person that changes his/her situation from working to retirement 
faces a challenge that can lead to isolation if there was not a preparation for the 
transition. Retirement also often results in lower income for many older people, as 
pensions are not calculated and provided according to the needs of the person; again 
if the person had a preparation for this new state, this could be alleviated. These 
expected changes need to be faced by both the individual and the society, and mea-
sures should be implemented to facilitate the transition in a way that it will not be 
harmful for the older person’s mental health. Older people do not fall from the cat-
egory of employed to that of retired at an instance. Older people’s knowledge and 
skills are still valuable after retirement and could be used within the family or the 
community by providing volunteer participation in various activities. This will lead 
to both, improved wellbeing for the individual and improved services for those 
receiving the service [3].

One of the major threats as the person ages is losing his/her close relations: the 
children that leave to lead their own life away from the family home, the partner that 
dies, the friends that leave or die, etc. In many cases the older person does not have 
copying mechanisms in place, and in this case there is a possibility to find him-/
herself alone. This change could gradually lead to isolation from their usual social 
network/environment. Isolation can then cause feelings of loneliness and exclusion. 
Although this specific situation is not unusual, it can be the reason for mental health 
problems such as substance abuse, anxiety and depression. The following is a short 
presentation of the most common mental health problems that older people face, 
that is, anxiety, depression, dementia and delirium.

3.4.1  Anxiety

Anxiety is not a characteristic symptom of old age, and in many instances, it is con-
sidered a normal human reaction in specific situations. People of all ages are affected 
by it in various circumstances, either related to everyday life and work or due to 
illnesses or other unexpected events. Anxiety becomes a mental health disorder 
when it becomes persistent and creates uncontrollable reactions that limit the ability 
of the older person to carry on with his/her normal activity. Anxiety can manifest by 
somatic symptoms such as elevated blood pressure, high pulses, increased perspira-
tion, changes in behaviour, insomnia, fatigue, etc. Anxiety in most cases is not hap-
pening alone; very often it coexists with depression. Health and social care 
professionals should be aware of the factors that may cause the problem and try to 
resolve it or support the older person to face it, before the problem needs treatment. 
Because prevention is not easy, it is necessary that the person learns how to react 
when some of the causes that create anxiety appear; these reactions should aim 
either in controlling it or copying with it. A detailed history could help assessing the 
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causes and guide the professional for possible solutions. Referral to specialized 
services if it becomes out of control should be necessary [2, 4, 5].

3.4.2  Depression

Depression is a common mental health state that could affect a person at any stage 
of their life. However, old age is more prone to depression because the person as it 
gets older finds him-/herself unable to cope with the changes happening in their life 
and to continue fulfilling the different roles they had assumed in their life. In addi-
tion to that, depression can be caused by medicines that the older person takes to 
treat other chronic problems, such as antihypertensives, antianxiety agents, etc. 
Depression manifests with indifference in carry on living; one does not care for their 
hygiene, their food and their relationships. The older person may suffer from insom-
nia, fatigue, anorexia and weight loss, constipation and lack of interest in sex. They 
may also complain for physical symptoms such as headache. When the symptoms 
persist for a long time, there may be also confusion, and the individual looks like he/
she suffers from dementia. This is the reason why depression in older people often 
is misdiagnosed and confused with dementia. Although depression can be treated 
effectively and the person regains his/her functionality, it is very often overlooked, 
and the older person suffers without reason [2, 4, 5].

Depression can be identified by trained health and social care professionals by 
using specialized and valid questionnaires such the CES-D Depression Scale, which 
has been translated in many languages and is free to use for research purposes [64]. 
It is, therefore, of great importance that health and social care professionals pay 
attention to the reactions of older people and recognize the factors that cause it on 
time in order to help them solve the problems or at least distinguish the early symp-
toms and refer the older person to specialist care.

3.4.3  Dementia

Dementia, and its most common expression as Alzheimer’s disease, although it is 
possible to manifest earlier in life, is mainly a problem of old age. Alzheimer’s dis-
ease counts for about 70% of all cases of dementia, and although its onset could be 
well before the age of 65, it is a fact that the vast majority of cases refers to the very 
old individuals. The prevalence of the disease increases as age progresses and is a 
little more common in women than men; it is estimated that 1.6% of the population 
in the age group of 65–69 is affected and it doubles for every 5 years affecting about 
1 in 4 for the age group of 85–89 and over 40% for those ageing from 90 to 94 [65]. 
It is the most debilitating condition not only for the person that suffers from it but 
also for his/her caregivers. According to recent statistics, over 47 million people 
were affected in 2015 worldwide, and this number is expected to rise immensely in 
the next decades [66]. Dementia causes cognitive impairment and manifests with 
memory loss, language dysfunction, impaired perception of time and space and at 
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later stages the patient inability to recognize his/her most familiar and loved per-
sons. Moreover, the patient experiences behaviour changes that are tiring for him-/
herself but also his/her caregiver. It is progressing with different paces from person 
to person but gradually impairs activities of daily living, and the person becomes 
dependent by other people. Although it is not clear what causes dementia, there is 
evidence that some of the risk factors for cardiovascular diseases may also increase 
the risk for acquiring dementia [2–5].

Unfortunately as for today, there is no treatment for dementia. Available medi-
cines can only delay its progress. For this reason it very important that health social 
care professionals pay significant attention in supporting the population to eliminate 
harmful lifestyle habits that could help delay the onset of the disease or decreasing 
its incidence. In addition to that, they must be aware of the measures for as early 
recognition of signs as possible and towards that they should take any opportunity 
to inform all older people about the problem and its consequences and support them 
in maintaining their activity [65]. There are simple and fast measures to use for 
identifying older people with cognitive changes such the Mini-Mental State 
Examination that is available in many languages and health and social care profes-
sionals can use with some relevant training [66].

One of the bigger problems caused by dementia is the burden experienced by the 
person’s caregivers who very often are older people themselves. Caregivers of people 
with dementia experience social isolation, depression and psychosomatic problems 
and need support in order to copy with the burden of caring [65, 67]. In addition to that, 
there are many social and economic consequences of the disease. It costs loss of pro-
ductivity to the caregiver and enormous costs in the health and social care services.

3.4.4  Delirium

Delirium is the acute confusion caused to the older person because of impaired 
cerebral circulation. It is caused mainly by medications, infections - e.g. of the uri-
nary tract -, dehydration, an operation and many other. The signs are disruptions in 
thinking and behaviour, and very often it is confused with dementia. It can last from 
hours to days or weeks before it fade away. Although delirium often occurs in 
patients with dementia, it is not synonymous. The condition is usually temporary 
and reversible—although there is no recommended and appropriate treatment—and 
health and social care professionals should be aware of its signs and symptoms, so 
they can recognize it timely and seek expert advice [68].

Furthermore, if other mental health problems existed before old age arrives, 
these are not going to disappear; there is a possibility that it will be more severe and 
lead to disability and need for care in an organized environment.

3.4.5  Mental Health Assessment

Prevention of mental health problems should be the focus of health and social care 
professionals. Assessment of mental health status should take place at the initial 
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contact and at different times, either during a planned appointment or because of 
some other reason and include all factors that are known to be a risk factor for devel-
oping a mental health disorder.

A mental health assessment should include individual factors, such as changes 
in behaviour, cognition and memory, signs and symptoms of delirium and demen-
tia, mood and signs of depression. Loss and grief are frequent at this life stage and 
are interlinked with personal feelings about the future because it contains the anxi-
ety of death and dying. Therefore, the relevant situations should be included in the 
information that needs to be gathered in order to have a better picture of the situa-
tion of the older person. Stress factors and coping abilities are also important for 
having a more complete picture of the mental health state of the person. Quality of 
life and life satisfaction should also be explored, as relationships and feelings of 
loneliness [69].

Mental wellbeing should be the aim of the detailed assessment and the plan-
ning and implementation of activities that will promote it. It is, therefore, neces-
sary to examine the personal transitions during the life span and explore the 
capability of the person to adapt. Each individual possesses different abilities to 
manage his/her own situation; some are able to solve problems by themselves, 
while others rely on the help of support network to overcome them. Individuals 
also have different preferences and wishes on how each obstacle could be worked 
out [69].

Mental health and wellbeing cannot be examined in isolation from the social 
environment where the person lives. In a complete assessment, factors related to 
contacts with their social network (family, friends, neighbours, etc.), social partici-
pation in community centres and activities, other interests such as hobbies, use of 
modern technology and willingness of engaging in volunteering could provide the 
whole picture and guide the health and social care professional of the need for 
support.

In order to support older people to achieve psychosocial wellbeing, measures 
should be taken to make them able to cope with loss and transitions, to establish 
roles in their life that provide them with purpose and to achieve independence and 
take control over their life. Safeguarding their independence and dignity and 
respecting their wishes while inviting involvement in their care by effective com-
munication are what older people expect from health and social care professionals, 
and these wishes are similar in terms of gender and ethnic origin [70].

3.5  Frailty

Frailty is a complicated dynamic syndrome related to physical and mental prob-
lems. It is an accepted state of health, but it does not have a one only all-approved 
definition. Frailty could be defined as a clinically recognized state or multidimen-
sional geriatric syndrome, in which an older person’s vulnerability to develop nega-
tive health-related events is increased. Increased vulnerability results from 
ageing-associated declines in reserve and function across multiple physiological 
systems. As a result, older individuals are exposed to endogenous and exogenous 
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stressors, and the ability to maintain the homeostasis of the body is decreased. In 
these situations, the ability of an older person to cope with everyday and acute 
stressors such as illnesses is impaired. Frailty can worsen or improve over time. It is 
not synonymous with either comorbidity or disability [17]. It is more common 
among women and over 80 years old. Frailty can either be physical or psychological 
or a combination of these two. In addition, cognitive frailty has also been raised into 
discussion. Health-related negative events of frailty or outcomes of frailty include 
disability, hospitalization, institutionalization, falls and mortality [71, 72]. These 
adverse health effects escalate into medical and social care needs and increase in 
financial costs [73].

Recently researchers have shown large numbers of presumed predictors of frailty 
[74]. From the clinical point of view, predictors suggested and included osteoporo-
sis, weakness, fatigue, weight loss, obesity, balance, muscle strength, comorbidity, 
cognitive impairment, anaemia and depression. Difficulties in activities related to 
daily life, unsteady gait, poor endurance and slowness and low level of physical 
activity describe the factors from the functional perspective. In addition, predictors 
have been depicted from the pathophysiology perspective. One major predictor of 
frailty is sarcopenia. Sarcopenia is defined as the loss of muscle mass and strength 
[17, 75]. This can occur rapidly after the age of 50 years and, later, can be a main 
cause of disability. For bone health, skeletal muscles provide important support. In 
this regard, frailty is also related to osteopenia and osteoporosis [76]. Also, a 
decreased maximal oxygen consumption, lowered testosterone and some inflamma-
tory indicators are included in the predictors of frailty [74].

3.5.1  Frailty Assessment

It is important to identify older individuals who are frail or at risk of becoming frail. 
Currently, there are different kinds of frailty scales, models or assessment tools in 
use. Most of the frailty assessment scales have been developed for use in population- 
based samples and some of them among hospitalized patients. The validity of scales 
varies, but the Frailty Index (FI) [77], Cardiovascular Health Study scale [17], 
Groningen Frailty Indicator (GFI) [78] and SHARE-FI [79] are a few examples of 
scales with good validity. Frailty assessment tools include at least two items, and 
most of them contain a disability and/or comorbidity component [80]. It is good to 
be aware that different frailty measures classify different groups of older people as 
frail.

Older individuals may share different kinds of specific and non-specific worries 
that may lead the health and social care professional to think about the risk of frailty 
of their charge. Worries can relate to difficulties with daily activities at home, recent 
falls, fear of falling or memory disorder. Evaluation of ability to function is one of 
the basic elements of the frailty identification [81, 82]. Activities related to personal 
care (ADL activities of daily living) should be assessed, for example, mobility in 
bed, movement inside and outside the home, dressing the upper and lower body, 
eating, toilet use, personal hygiene and bathing. Other assessment areas are 
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activities required for living within a community (IADL instrumental activities of 
daily living) such as meal preparation, housework, managing finances and medica-
tions, phone use, shopping and transporting. These activities should take into 
account the risk of frailty measures.

Based on diagnostic methods for frailty, two types of conceptualizations can be 
drawn: unidimensional and multidimensional approaches.

The unidimensional approach is based on the physical and biological dimen-
sions. One example of unidimensional conceptualization is frailty phenotypes, 
also referred to as physical frailty, according to Fried and colleagues [17]. This 
frailty phenotype is described through five characteristics (Fig.  3.2): weakness, 
slowness, low level of physical activity, poor endurance, exhaustion and weight 
loss. Weakness refers to a low level of muscle strength measured by maximal grip 
strength. Grip strength is measured from the dominant hand (over a 3 time aver-
age) using a hand- held dynamometer. Slowness describes the ability to walk 
4.57 m (15 ft) at a usual pace measured by walking time. Level of physical activity 
ascertains the activity level during the prior 2 weeks and includes frequency and 
duration. Exhaustion describes an older person’s endurance and energy level mea-
sured through self- reporting. Two questions from the CES-D Depression Scale are 
used to measure the exhaustion level. Weight loss is measured through self-reported 
questions such as ‘In the last year, have you lost more than 10 pounds (4.5 kg) 
unintentionally?’

Older individuals of the same chronological age can differ dramatically from 
each other, in respect to frailty characteristics. According to frailty phenotypes, by 
Fried and colleagues [17], the state of frailty of older individuals has been classified 
into three different statuses such as non-frail, pre-frail and frail. Non-frail older 
individuals have none of the above five criteria of frailty. In a pre-frail state, one or 
two criteria are present. These older individuals are at a high risk of progressing to 
frailty. Older individuals classed as frail meet three or more criteria.

Weakness

Slowness

Low level of
physical activity

Poor
endurance

Weight loss

Fig. 3.2 Phenotypes of 
frailty according to Fried 
et al. [17]
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The multidimensional approach of frailty is based on the connections between 
physical, psychological and social domains [83]. According to Rockwood and col-
leagues [77], frailty is classified into seven different states of health using the Clinical 
Frailty Scale. They present that the risk of becoming frail increased with certain defi-
cits. These deficits can be multisystem cognitive or physiological changes, and they 
are not necessarily diseases. The original model of the Clinical Frailty Scale identi-
fied 70 different deficits such us symptoms, signs, laboratory values and disabilities, 
which appear as frailty develops [84]. For example, the deficits are changes in every-
day activities, head and neck problems, urinary incontinence, mood problems, sleep 
changes, restlessness, onset of cognitive symptoms, family history of degenerative 
diseases, cardiac problems and so on. The deficits can be described as a continuous 
scale and can be classified through an index [77, 85]. A frailty index is formed by 
dividing the total number of deficits by the number of variables examined. Older 
individual risk of becoming frail increases when the index is greater and more defi-
cits are present. In this Clinical Frailty Scale, the frailty categories fluctuate from 
‘very fit’ to ‘several frail’. The ‘very fit’ category describes robust, active and ener-
getic older individuals who are fit and well- motivated and who exercise regularly. 
On the other hand, the ‘several frail’ category describes older individuals who are 
completely dependent on others for daily life activities or are terminal ill. In the 
healthcare field, modified versions of the Clinical Frailty Scale are used. These ver-
sions contain lower number of deficits from the original version, for instance, 12–40 
deficits. This Clinical Frailty Scale presents a more holistic view of frailty.

Recent studies increasingly showed new evidence on cognitive frailty. New evi-
dence supports the idea that psychosocial factors such as cognitive decline or ability 
to learn new things increase vulnerability and lead to frailty [83]. Cognitive frailty 
is described as ‘a heterogeneous clinical syndrome of cognitive impairment’ [86]. It 
is associated with physical frailty or pre-frailty, but it is independent of diagnostic 
Alzheimer dementia or other dementias [86, 87]. It is also referred to as a subtype 
of frailty. The Clinical Dementia Rating Scale (CDR) is used to diagnose the pro-
cess of cognitive frailty. Currently two subtypes of cognitive frailty have been 
described: reversible and potentially reversible based on CDR and other neurode-
generation biomarkers [88]. From this perspective, health and social care profes-
sionals should focus more on cognitive function and early changes in memory.

Information about frailty helps health and social care professionals to identify 
the current and future needs for services. Comprehensive geriatric assessment 
(CGA) and multi-professional collaboration are a good way to define the clinical 
state of frailty. CGA is ‘a multidimensional inter-disciplinary diagnostic process 
focused on determining a frail elderly person’s medical, psychological and func-
tional capability in order to develop a co-ordinated and integrated plan for treatment 
and long-term follow-up’ [89]. The clinical state of frailty, diagnosed by a medical 
doctor, can help to plan care and rehabilitation interventions or the older individu-
al’s need for institutional care or risk of death [77]. Awareness is needed of the pos-
sibility of frail older individual being disabled and also that not all disabled older 
individuals are frail. It is assumed that early intervention for frail persons will 
improve their quality of life and reduce costs of care.
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3.5.2  Prevention and Treatment

Frailty as health status is a condition that is preventable and that can be treated. 
Frailty: A Call to Action, created by consensus groups from six major international 
European and US societies, has highlighted four treatments for frailty: exercise and 
regular physical activity, protein-caloric supplementation, vitamin D and reducing 
polypharmacy.

The first recommended treatment, supported by earlier research results, is exer-
cise and regular physical activity [72]. Physical exercise and overall level of physi-
cal activity start to progressively decline in both men and women, with increasing 
age. Decline in physical activity is related to decline in muscle mass and strength 
level. As mentioned before, these negative changes are connected to sarcopenia and 
functional difficulties in activities of daily living [90].

Both resistant training and aerobic training are recommended for pre-frail or 
frail older people. The main role of resistant training is to develop muscle mass 
and maintain the strength level in muscles. In preventing sarcopenia, resistant 
training has proved to be the most promising training method [91]. All activities 
at home require muscle strength. For example, old persons need hand grip strength 
when opening jars, dressing or cleaning at home. Lower extremity strength is 
required when old persons climb stairs, maintain a standing position and rise up 
from beds or chairs. Aerobic exercise maintains endurance, which is need for 
ADL and IADL activities at home or surrounding living environment. A multi-
component exercise programme focused on balance, strength and endurance 
training is recommended to increase walking speed, functional performance, 
standing from sitting position, stair climbing and balance. Further, exercise in 
frail individuals decreases depression and fear of falling. In addition, high-inten-
sity training interventions are more highly recommended than low-intensity exer-
cise [92]. However, it is still unclear what the best exercise programme would be 
and its type, intensity, frequency and duration. However, 45–60  min exercise 
period three times per week has proved to have positive effects on frail older indi-
viduals [93].

Another treatment of frailty is caloric and protein support. Malnutrition which 
is common among older people leads to unintentional weight loss [94]. When the 
weight has started to decline, more frailty-related factors begin to emerge such as 
weakness, exhaustion, slow walking speed and low level of physical activity. 
Inadequate dietary intake has been associated with frailty. From this perspective, 
nutritional screening is highly recommended for frail old people. A recommended 
screening method is, for example, Mini Nutritional Assessment (MNA) [95]. 
Nutritional supplementation and high-protein intake may have a beneficial effect on 
health and functional status among frail old people. Both energy intake and nutri-
tional quality are important to take into account when planning nutritional treat-
ment. The combination of protein supplementation and resistant training has been 
shown to be an effective treatment method among frail old people [94].

In addition, vitamin D deficiency is a factor related to frailty. Among old peo-
ple, vitamin D supplementation may reduce falls, hip fractures and mortality.  
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In frailty treatment, vitamin D also has a key role. Vitamin D is as essential for 
bone health, preventing osteomalacia and muscle weakness and protecting against 
falls and fractures. Vitamin D is provided by skin synthesis by UVB-irradiation 
from summer sunshine and to a small extent by absorption from food. However, 
these processes become less efficient with age. Loss of mobility or residential care 
restricts solar exposure. Reduced appetite and financial problems often add to 
these problems [96].

In addition, in old people having many chronic diseases (comorbidity), the 
reduction of polypharmacy has important effect on frailty. Inappropriate poly-
pharmacy, especially in older people, imposes a substantial burden of adverse 
drug events, ill health, disability, hospitalization and even death. The single most 
important predictor of inappropriate prescribing and risk of adverse drug events 
in older patients is the number of prescribed drugs. Deprescribing which is the 
process of tapering or stopping drugs, aimed at minimizing polypharmacy and 
improving patient outcomes, should be carefully considered. Evidence of effi-
cacy for deprescribing is emerging from randomized trials and observational 
studies [97].

In the future, one of the main challenges among health and social care profes-
sionals is to recognize this frailty state as early as possible to prevent or slow down 
the frailty process. Preventive interventions with social interactions and events 
can bring important content to old people’s lives by enhancing the quality of life 
and prevention of frailty. All interventions and preventive or exercise programmes 
should include monitoring, follow-ups and re-evaluations during and after the 
interventions [98]. For example, a simple assessment tool for the interventions to 
measure mobility is timed up-and-go test (TUG). TUG measurement is a good 
proxy measurement of frailty among old people. One important method to prevent 
frailty is communication with older people, which is a natural advantage for health 
and social care professionals. Patient awareness provides one opportunity to 
increase old people’s understanding about frailty. When old people are more aware 
of frailty, they can understand their own situation better and start to think of the 
future. The role of health and social care professionals as a support person is 
highly important.

In summary, frailty is a medical syndrome with pre-frail and frailty state. Two 
types of frailty can be described: unidimensional and multidimensional approaches. 
Unidimensional approach is based on the physical and biological dimensions. 
Multidimensional approach of frailty is based on the connections between physical, 
psychological and social domains. In addition, cognitive frailty is also described as 
a subcategory of frailty syndrome. It is important to understand what frailty is and 
identify older individuals who are at risk of frailty. Currently, there are different 
kinds of frailty scales, models or assessment tools in use. Frailty can potentially be 
prevented or treated by including a basic element of regular exercise training. Other 
potential preventative methods are protein-caloric supplementation, vitamin D and 
reducing polypharmacy. Every healthcare professional can support older people to 
be active physically, socially and cognitively and encourage old people to enjoy 
their life mentally.
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3.5.3  Importance of Oral Health for Frail Older People

Frail older people are more at risk for a deterioration of oral health than other patient 
groups, because of comorbidity, a decline of oral self-care and polypharmacy [99, 
100]. Oral health problems like oral pain, abscesses and difficulties with eating and 
chewing have a significant impact on older peoples’ self-esteem, wellbeing, social 
life and quality of life [101]. Bad oral health contributes to malnutrition, dehydra-
tion, pneumonia, joint infections and cardiovascular diseases [102–106]. 
Malnutrition occurs often in older people, and improving oral health status helps to 
overcome problems with nutrition and even improves their skeletal muscle mass 
[103, 104].

In international literature, oral healthcare for frail and institutionalized elderly is 
marked as ‘difficult, not of priority and not sufficient’ [107, 108]. Oral hygiene in 
frail older people that are admitted to a nursing home or other long-term facility is 
not only compromised; it is very difficult to improve when general health is com-
plex, for example, because of dementia and care-resistant behaviour of the older 
people [109, 110].

When home-dwelling older people become care dependent and their ability for 
oral self-care decreases, access to dental care may become a problem as well [111]. 
Financial barriers, general health issues and the lack of trust in dental treatment 
have a negative impact on the frequencies of dental visits in older patients [101, 
112]. Also, in average the older people’s visits to dentists and/or oral hygienist stop 
3 years prior to their admittance to the nursing home [109].

3.5.3.1  The Role of (Dental) Care Professionals in the Oral  
Health (Care) for Frail Older People

It is a worldwide tendency that people live longer and more and more older people 
have (partial) natural dentition in high age [113, 114]. This is due to the success of 
general healthcare, improved dental care and the priority that is now given to daily 
oral hygiene [113, 114].

There is a shift in healthcare going on, concentrating on older people’s establish-
ment at home as long as possible, and this creates new challenges in older people’s 
care. How to maintain good oral health, when becoming frail? This rises the demand 
for preventive oral care for vital older adults as well [115]. It is therefore important 
to focus on prevention and organize daily oral healthcare for older people (at home). 
Oral healthcare is already included in daily home care and assessment of oral health, 
and prevention of oral health problems should be a part usual (nursing) care and is 
described in protocols and guidelines [102, 116, 117]. When oral diseases are dis-
covered in an early stage, the risk of developing oral and related general health 
problems may be reduced and prevented with tailored oral healthcare [102, 116]. 
Chalmers and Pearson (2005) concluded that, with simple training, the assessment 
of the oral health of older adults could also be done by non-dental professionals and 
should therefore not be neglected. The need for preventive oral healthcare, just by 
toothbrushing twice daily, is now evident and requests responsibility of the indi-
vidual healthcare worker for the (frail) older adults with an oral health demand.
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Oral Healthcare
Natural dentition: Brush twice daily with fluoride toothpaste and use interdental 
cleaners (wood sticks/toothpicks or interdental brushes) once a day.

(Partial) Prosthesis: Take prosthesis out of the mouth, brush prosthesis with hard 
prosthesis brush and soap, rinse mouth with water and brush jaws with very soft 
toothbrush. Before sleeping: take prosthesis out and keep dry and clean in special 
prosthesis case.

3.6  Common Symptoms Towards End of Life

Meeting the needs of older people and their families towards the end of life is the 
aim of palliative care. Palliative is a term derived from Latin palliare, ‘to cloak’ or 
‘shield’. Palliative care (PC) increases the quality of life of seriously ill patients 
(e.g. cancer, congestive heart failure, COPD, Alzheimer’s and Parkinson’s diseases 
or ALS, kidney failure and HIV/AIDS) and their families. PC is active, multi- 
professional and holistic care for seriously ill patients of any age or any stage of 
illness provided by physicians, nurses, other social and healthcare professionals or 
trained volunteers. PC must also be a part of the care of older patients with life- 
limiting illnesses throughout the process of the disease [118–120].

The prevention and alleviation of suffering as well as early recognition, assess-
ment and management of pain and other distressing symptoms and disorders (physi-
cal, psychological, psychosocial and spiritual) are the main goals of PC. However, 
the goal of treatment is not to prolong life at all costs. Dying is regarded as a normal 
part of life, and PC intends not to either hasten or postpone death. Its focus is on 
symptom management and maximization of function, which are essential in main-
taining the quality of life. PC aims to help the patient live as well as possible up to 
death and to die with dignity. It also intends to help family members and near ones 
cope during the patient’s disease and in their loss. In the early stage of illness, PC 
can include therapies that are primarily required to prolong life (e.g. chemotherapy 
to reduce tumour or radiation therapy to relieve bone pain) or investigation (e.g. 
blood tests, x-rays) that are called for to understand and handle distressing symp-
toms or complications. The end-of-life care/terminal care is a pertinent part of PC 
for patients who are living in the final stage of life. Many culturally meaningful 
variations exist in the dying process in what constitutes a good death, so it is perti-
nent to create methods and models of PC that are culturally appropriate [118–121].

3.6.1  Assessment and Management in Palliative Care

This chapter focuses mainly on physiological symptoms, but it is pertinent to keep 
in mind that many PC patients need psychosocial care. Patients’ needs must be 
identified and facilitate physical, social and occupational rehabilitation if needed. 
Effective management of somatic symptoms, interactive communication and care 
relationship lay the foundation on patients’ psychic coping because symptoms can 
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be a combination of depression and anxiety together with alteration of activity, e.g. 
sleeping disorders, fatigue and over-alertness. Some patients may require antide-
pressant medication.

Adequate pain and symptom management is essential in palliative and end-of- 
life care. Care for older patients can be complicated by many factors, including the 
functional impairment, heterogeneity of their health status, polypharmacy, frailty, 
dementia and delirium. Therefore, the identification of symptoms may be difficult, 
and patients’ spontaneous description of symptoms may be insufficient, so methods 
that systematically identify the burden of symptoms are needed. It is pertinent to 
pick the assessment tool the patient is able to use. Pain is a frequent symptom nearly 
in all PC patients. To screen for pain severity regularly and reassess at frequent 
intervals, visual analogue scale (VAS), numeric rating scale (NRS) and verbal rating 
scale (VRS) are considered simple and valid to assess pain intensity in the PC 
patient. It is pertinent to investigate the type, quality and severity of pain and the 
presence of breakthrough pain [122, 123].

In addition, non-pain symptoms are multiple, frequent and causing a loss of 
energy and strength, so they all need to be addressed extensively. Edmonton 
Symptoms Assessment Scale (ESAS) is a valid and reliable way to assess nine com-
mon symptoms (tiredness, depression, anxiety, drowsiness nausea, appetite, wellbe-
ing, shortness of breath and pain) experienced by patients. It is completed either by 
the patient alone or by the patient with the nurse or relative’s assistance. When the 
nurse, professional or relative completes the scale alone, the scales of subjective are 
not completed (i.e. wellbeing, tiredness, anxiety and depression). The rest symp-
toms’ assessment must be as objective as possible. Pain assessment is based on a 
knowledge of pain behaviours; appetite is construed as the presence or absence of 
eating or of nausea or of retching or vomiting. Dyspnoea is evaluated as trouble-
some or quicken breathing that seems to be making a burden for the patient [124].

3.6.1.1  Pain
There are many ways to categorize pain. Acute pain, normally caused by tissue 
damage, becomes on quickly and has a limited duration. Chronic pain is associated 
with a long-term illness, lasts longer and is mostly quite resistant to medical ther-
apy. Chronic pain can be the result of damaged tissue, but very often, it is originated 
in nerve damage. Pain can be classified also into nociceptive, neuropathic and idio-
pathic, based on the mechanism of the pain’s origin [125].

Pain should be treated prophylactically in the following order using WHO pain 
ladder: first, non-opioids (anti-inflammatory drugs and paracetamol); then, when 
needed, mild opioids (e.g. codeine); and then strong opioids (e.g. morphine), until 
the patient is painless. Additional drugs (‘adjuvants’) are not typically used for pain, 
but they are used in the conditions that are otherwise difficult to treat, e.g. anti- 
depressants should be used to calm fears and anxiety at any step of the ladder. A 
proper aide-memoire is by the ladder, by the clock (analgesics should be given at 
prompt intervals, i.e. every 3–6 h), not only on demand and by the mouth priority 
(this route is preferred for all steps of the pain ladder). Nonpharmacological inter-
ventions (e.g. massage, relaxation, cognitive behavioural therapy) should also be 
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carefully considered in the treatment of older adults in order to minimize drug-drug 
interactions and serious side effects [126–129].

3.6.1.2  Dyspnoea (Shortness of Breath)
Dyspnoea can be frightening for the patient and caregivers and cause suffering, 
impaired quality of life and disability to the patient. Dyspnoea can be defined as an 
awareness of respiratory effort and the sensation of difficulty of breathing, includ-
ing the persons’ reaction to sensation/emotional responses such as worry, fear, 
panic, frustration and inability to stop thinking about breathing. Patients may use 
varying expressions such as chest discomfort, breathlessness, distressing breathing, 
air hunger, shortness of breath or stifling sensation. Possible causes of dyspnoea are 
fear and anxiety, panic attacks, lung infections (bronchitis, pneumonia), lung dis-
ease (e.g. COPD), anaemia, constipation and problems with the liver, heart or kid-
neys. The following details must be assessed to evaluate dyspnoea: symptoms’ 
timing and quality, precipitating factors, associated symptoms and alleviating fac-
tors. The influences of gender, age, race and culture should also be taken into 
account. The duration, the frequency and onset of dyspnoea must also be taken into 
account to have insight into the aetiology and management of it. Dyspnoea that 
comes suddenly can reflect, for example, pulmonary embolism, and chronic dys-
pnoea slowly progressive diseases such as COPD.  It must be kept in mind that 
dyspnoea is not the same as respiratory insufficiency [130].

Pharmacological Interventions
Breathlessness/dyspnoea is not always related to hypoxia (a diminished availability of 
oxygen to the body tissues) where oxygen is useful. It seems that oxygen is not always 
effective in dyspnoea management, so individuals’ response to oxygen therapy may 
variate. It must be kept in mind that oxygen saturation, arterial blood gases, spirome-
try and peak expiratory flow (PEF) do not always correlate with the patients’ per-
ceived severity of dyspnoea. Oxygen treatment can also have disadvantages: it may 
interfere eating and communication and limits moving. Oxygen dries mucous mem-
branes in the respiratory tract. It may also cause psychical addiction and may worsen 
hypercapnia, i.e. too much carbon dioxide (CO2) in the bloodstream [131–133].

Opioids are considered effective in relieving dyspnoea from both cancer and non-
malignant causes. Morphine decreases respiration rate. It reduces central nervous sys-
tems’ response to carbon dioxide. It relieves pain in respiratory system and is anxiolytic. 
Anxiety is one dimension of dyspnoea, so low-dose anxiolytics can be considered in 
combination with opioids and nonpharmacological anxiety reduction interventions. 
They have hypnotic, sedative, anxiolytic and muscle relaxant actions. The low dose 
with oral route is preferred because it is better tolerated, non-invasive and less costly. 
Benzodiazepines may be considered as a second- or third-line therapy, if opioids and 
nonpharmacological interventions have failed to reduce dyspnoea [134–136].

Bronchodilators open airways by dilating smoot muscles of the airways, stabi-
lize mast cells and stimulate the respiratory tract cilia to expel mucus. Due to sym-
pathetic stimulation, side effects might occur (e.g. anxiety and tremors). Inhaled 
route is preferred with a spacer device/aerosol-holding chambers that make it easier 
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for medication to get in the lungs, and less medication gets wasted in the mouth and 
throat. Dyspnoea associated with fluid volume excess (e.g. heart failure, abdominal 
ascites) can be treated with diuretic medication that mobilizes oedema, normalize 
blood volume, reduce vascular congestion and reduce the heart workload. 
Corticosteroids can reduce COPD patients’ airway inflammation and oedema. They 
can cause euphoria and increase appetite and vital capacity. Starting doses are usu-
ally high and then reduced to a lower dose. Side effects are usual such as nervous-
ness, indigestion, dizziness and insomnia. Nonpharmacological interventions can 
be helpful too. A fan set (air movement) on low speed directed to the patient’s face 
can reduce the sensation of dyspnoea by stimulating temperature and mechanical 
receptors in the cheek and nasopharynx, altering feedback to the brain and modify-
ing the sensation of breathlessness. A cool cloth on the neck, head or chest, a cool 
water sponge, bath, clean, fresh pillow or a breeze from an open window can add an 
element of comfort and reduce the sensation of breathlessness. Repositioning from 
side to side or the positioning of the patient for ease of breathing and comfort (e.g. 
sitting up, leaning forward, sitting or sleeping in a reclining chair in a semi-upright 
position) can reduce for shortness of breath. Professionals must accept the patient’s 
position of choice even if it belies traditional thinking. Feeling of safety, conversa-
tion, calming music as well as distraction and relaxation techniques are useful in the 
treatment of dyspnoea. They help the patient to concentrate on something else than 
breathing. Massage based on the stimulation of mechanical receptors in the respira-
tory muscles may also alter the sensation of dyspnoea. Slow breaths in through the 
nose and out through the mouth or to purse lips like going to whistle (pursed lip 
breathing) are also considered helpful [130, 137–140]. Noisy and voluminous respi-
ratory secretions and exacerbations can be reduced using positive expiratory pres-
sure (PEP) which is the most used technique of airway clearance [141].

3.6.2  Hiccups

Hiccups are involuntary spasms of the diaphragm followed by rapid closure of the 
vocal cords between normal breaths. Long-lasting or chronic hiccups may interfere 
with eating, breathing and sleeping, leading to exhaustion, dehydration, malnutri-
tion and aspiration syndromes. Patients may be advised to try breathing deep and 
slow into a paper bag, drinking slowly cold water, eating a teaspoon of granulated 
sugar or taking a deep breath and holding it for as long as possible and repeating this 
several times or eating a piece of dry bread slowly. Most patients with ongoing hic-
cups require medication with metoclopramide (an antiemetic drug), baclofen (a 
drug to relax muscles) or chlorpromazine (a sedative) [142–144].

3.6.3  Gastrointestinal Symptoms

Gastrointestinal (GI) symptoms are common in PC patients, in which assessment 
and management must begin with identification of the underlying cause. Good 
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nutrition is important in caring for palliative care patients for meeting the physical 
requirements of the body and because of its associated cultural, social and psycho-
logical advantages. Anorexia-cachexia syndrome (ACS) is common in PC patients, 
and it is one of the most important factors leading to poor quality of life. It appears 
that lack of interest in eating and appetite; inflammation; insulin resistance; marked 
muscular, fat and weight loss; fatigue; and weakness are the main components of 
ACS syndrome. It seems that it is reversible by nutritional interventions such as 
protein and energy supplementation. PC patients often suffer from loss of appetite 
also due to medication, trouble of chewing related to mouth or tooth pain, mouth 
sores or stiff or painful jaws. Humans have always expressed their love through 
feeding and sharing meals, so these visible signs can be distressing to the patient 
and family so education is vital. The nutritional care aims to minimize food-related 
discomfort and maximize food enjoyment. It is pertinent to consider the overall 
prognosis and stage of disease in deciding the management approach. It is recom-
mended to advise the patient to cut food into small bits and chew slowly. Foods can 
also be blended or mashed. Smooth and soft food (soup, yogurt, apple sauce, pud-
dings, shakes or smoothies can be helpful, too [145].

3.6.4  Nausea and Vomiting

The aetiology of nausea and vomiting must always be considered. Central causes of 
nausea include central nervous system diseases, biochemical abnormalities, infec-
tions, food and medication, anxiety or depression. Peripheral causes can be gastro-
intestinal or intra-abdominal disorder such as reduced gastric emptying, obstruction, 
peritoneal disease or ascites. Nausea and vomiting frequently occur together but 
still are separate symptoms. Avoidance of environmental stimuli such as smells, 
sounds or sights that may trigger nausea is recommended; a particular food with a 
positive past experience can be suggested. Changes in diet such as eating small 
meals, drinking clear liquids, minimizing or even eliminating liquids prior to a meal 
or during a meal and eating unflavoured food may be helpful. Patient can try to lie 
flat for 2 h after eating to reduce symptoms. Oral hygiene after meals and at least 
two times per day is essential. It is also important to treat mouth thrush (candidiasis) 
and if mouth is painful ask the patient to use cold drinks and ice. Lidocaine gel 2% 
or morphine mouth water or gel can be helpful too. A cool, damp towel to the fore-
head and neck or fresh air with a fan or open window can alleviate nausea. Patient 
can practice relaxation techniques and guided imaginary to avoid nausea and vomit-
ing. Antiemetics must be administered regularly by an appropriate route (subcuta-
neous, sublingual, per rectum, suppositories). Unexpected vomiting must always be 
taken into account. If gastrointestinal obstruction is present, the patient is vomiting 
of large volumes often containing undigested food. Vomiting which is worst in the 
mornings is often caused by cerebral disease. If nausea is caused by gastric stasis, 
prokinetics (boost gastrointestinal motility by strengthening the contractions in the 
small intestine and increasing the frequency of them) can reduce gastric emptying. 
Prokinetics are contraindicated in complete bowel obstruction. Potential adverse 
effects of antiemetics (extrapyramidal side effects, akathisia, constipation from 
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5HT3 (serotonin) blocker) must be monitored carefully. The management of consti-
pation must always be optimized [145].

In terminally ill patient, feelings of hunger are generally not apparent; patients 
want to take very little nutrition. The major discomfort is thirst. Sipping water at 
least every 2 h and keeping patients’ mouth moist with ice chips, a sponge or oral 
swabs can diminish the sensation of thirst. Dehydration in the end-of-life care can 
have benefits which keeps the patient most comfortable. Dehydration can diminish 
the secretions in the lungs, cough and congestion. The swelling (caused by excess 
body fluids) can be melted away. The diminished fluid in the gastrointestinal tract 
may also decrease regurgitation, nausea, vomiting and bloating. Dehydration causes 
less urine output that reduces skin irritation, incontinence, and need to place a uri-
nary catheter (less irritation, painful bladder spasms, serious infections of the uri-
nary tract and body, less pain from having to be placed on a bedpan) [145].

3.6.5  Constipation

Constipation is a multifactorial symptom. The goal of the treatment is prevention 
because it is very distressing and can lead a poorer quality of life and to avoidable 
admission to the hospital. The possibility of bowel obstruction must always be kept 
in mind. Patients with ovarian or bowel cancer or with peritoneal disease are at 
higher risk. To evaluate the stage of constipation, the hydration must be assessed. 
Reviewing the drug chart can be helpful, too. Laxatives (osmotic& stimulant) are 
preferable than bulking agents (e.g. psyllium) because they tend to cause a large 
bulkier stool. Metoclopramide can reduce nausea and increase motility. It is prefer-
able to ask the patients to write down the times when they have bowel movements, 
to sip water or juice at least every 2 h, to eat fruit and to walk more, if possible [146].

3.6.6  Fear and Anxiety

Patients may feel fear, tense, worry, confusion and restlessness. Pain, bad thoughts 
and shortness of breath can trigger them. Patients can have trouble with relaxing, 
sleeping or getting comfortable. They may need to move for no reason. Breathing 
and heartbeat can be fast, and sweating, shaking and muscle twitches may occur. 
Patient can try to ease symptoms, for example, by writing down feelings and 
thoughts and talking to someone. Moreover, exercise can be helpful. It is important 
to relax, for example, by breathing deeply and slowly, listening to calming music or 
having someone to massage, read or talk to. It is pertinent to solve financial issues 
with a social worker. Also medication is available.

3.6.7  Fatigue

Fatigue is common, prognostically significant and frustrating symptom in end stage 
of organ failure and advanced cancer; patients describe fatigue with concepts like 
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weak, exhausted, heavy, slow or dizzy. It is often misinterpreted as unfitness, depres-
sion or giving up. Fatigue raises inflammatory markers such as C-reactive protein 
(CRP). In earlier stages of the disease, the physical activity upkeep is important for 
wellbeing but less benefit when the disease progresses. The goal of palliative care is 
to optimize the patient’s function around the most valued priorities. Fatigue assess-
ment tools such as Eastern Cooperative Oncology Group Performance Status 
(ECOG) and Australia-modified Karnofsky Performance Scale (AKPS) are appli-
cable. It is also important to know how much time the patient is resting daily and 
does the patient have other symptoms such as dyspnoea, depression, pain or insom-
nia because they can increase the intensity of fatigue. Energy conservation and psy-
chosocial interventions can be helpful [147].

3.6.8  Confusion and Agitation

In advanced illness, confusion and mild to moderate terminal restlessness or agita-
tion (an agitated delirium with cognitive impairment) are common. They tend to 
appear commonly at the end stage of disease. It can be very stressful for the patient, 
family, friends or carers [147].

It is important to note that agitation is different to anxiety. Agitated patients will 
not be able to settle down. They may call out and move around without any control. 
The patients’ personality seems to change, for example, they might become aggres-
sive or withdrawn. They may not be objective about their own condition. For 
instance, patients can be too weak to stand or walk, but they demand on getting up 
from the bed. Some patients may have hallucinations and psychotic episodes or be 
‘out of control’. They may not identify others near them, confusing them with other 
persons. Some patients may behave as if they were living in the past. At that time, 
the patients’ safety is severely threatened [147–151].

The terminal restlessness and agitation can be linked to fever or sepsis, uncon-
trolled and severe pain, biochemical abnormalities when body organs begin to fail, 
opioid toxicity (prolonged or high administration), adverse effects of medication 
(e.g. steroids, hypnotics, anticonvulsants) drug interactions or) and hypercalcemia. 
Raised intracranial pressure (brain tumours or cerebral metastasis), constipation, 
distended bladder, oxygen deficiency, blood abnormalities/deranged blood levels 
(urea, creatinine, calcium, sodium, glucose), infection, uraemia and hepatic enceph-
alopathy can lead to an agitated state. Psychological elements may also be present; 
facing death may be distressed for patients, so spiritual and emotional needs have to 
be addressed. This can be challenging if the patient is unresponsive in the dying 
phase. Sometimes agitation may result from a combination of factors mentioned 
above, and in many cases, the exact cause is seldom known. A Mini-Mental State 
Examination should be performed to give a baseline of cognitive impairment, and 
calcium levels should be monitored. The aim is to exclude underlying causes and to 
provide adequate treatment depending on the symptoms. When known causes have 
been discounted, sedating medications usually are added to treatment. This can 
affect patients’ ability to communicate with their near ones. On demand, terminal 
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sedation may be taken into account as the final option. Ethical principles, principles 
of informed consent and patient and family consultation must be taken into account 
during decision-making. At this critical time, health and social care professionals 
must pay attention to families’ and near ones’ specific concerns, information and 
care needs. To help confused patients, it is pertinent to talk quietly and reassuringly 
and hold their hand when talking. The situation can often worsen at night, so it 
might be helpful to keep the door open and to turn on a night light. The surroundings 
must be peaceful and safe (low lights, pleasant smells, and soft music). Changing 
the surroundings too much is not recommendable. It is advisable to let the patient 
know if something is going to be moved or taking away or if someone is going into 
or leave the room [152, 153].

3.6.9  Delirium

Delirium is common in palliative care patients, and it increases close to the death. It 
is multifactorial and frequently caused by a combination of medications, dehydra-
tion, infections or hypoxia. In the very high risk for delirium are the patients with 
dementia, previous cognitive problems or central nervous system (CNS) pathology. 
The diagnosis should be explained to the patient and the family, and their concerns 
should be followed up. It is necessary to recognize delirium early. Information 
about when the patient was last behaving normally and when that changed is cru-
cial. It is essential to have information about changes in attention or cognitive func-
tion, sleep-wake cycle variation or changing mental state. The antipsychotic 
medication may be an option if the patient is distressed or agitated. It is essential to 
keep an eye on the safety of the patient and caregivers and pay attention to the famil-
iar, calm and safe environment of the patient [154, 155].
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4.1  Definitions of Health

What is health? When are people healthy? There are a number of approaches to 
define health. These are oriented on different perspectives or health norms. For 
example, health can be understood as the absence of complaints or symptoms or the 
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capability to cope with stress and strain; for some health is a synonym for well- 
being and happiness. The particular visions have a significant influence on which 
means are considered appropriate to improve and promote health. This is essential, 
since these specifications determine how healthcare will be organized. The current 
and formal definition of health is stated by the World Health Organization (WHO): 
‘Health is a state of complete physical, mental and social well-being and not merely 
the absence of disease or infirmity’ [1]. This definition is criticized in the last 
decades, for several reasons. The first one is the state of ‘complete physical, mental 
and social wellbeing’. No one can achieve this state, and therefore it labels a lot of 
people unhealthy for most of the time [2, 3]. Second, this definition assumed a kind 
of objective state. To classify people as unhealthy, [3, 4] standards or norms have to 
be determined by established characteristics in a reference group. Deviations from 
these norms are labelled as negative, and a person will be classified as ill, or not 
healthy, when complaints and symptoms related to a disease are present. Setting 
norms and standards are set for a large extent in the bodily part of the definition such 
as, for example, blood pressure and body temperature. But, how to deal with the 
other dimensions in the definition? Standards and norms cannot be set in that way 
for the social part. That is why this definition is labelled as biomedical, representing 
a pathogenic orientation of health, focused on curing body functions and looking 
after causes of disease [5].

Available evidence supports that health has to be viewed as a dynamic, complex, 
adaptive, positive and personal balanced state. It has to be considered as a multidi-
mensional concept, including bodily items, sociological items, abilities, meaning-
fulness and performance [3, 6–8]. The most recent proposed conceptualization of 
health will illustrate this new vision on health: ‘health is the ability to adapt and 
self-manage in the face of emotional, physical and social challenges’ [2].

This widespread and most cited new concept of health emphasizes ability, adap-
tation and self-management in a biopsychosocial context. In line with its origin 
from the salutogenic approach [9], this is called ‘positive health’ as counterpart to 
‘ill health’. It is acknowledged that in modern healthcare systems, the biomedical 
pathogenic ill health approach is limiting and even counterproductive [2, 4]. Both, 
the salutogenic and the biopsychosocial perspective, point to the need to adopt, 
teach and systematically implement into the health system as a whole and its profes-
sionals individually in their interaction with patients [3, 10, 11]. This will support 
the experience of ‘being healthy’, even though biological or physical abilities have 
become markedly reduced [12].

4.1.1  Salutogenesis and the Biopsychosocial Model

Salutogenesis [9, 13] is an approach focused on discovering the causes and precursors 
of health. It is complementary to the pathogenic orientation focusing on the causes 
and precursors of disease [14–16]. Relevant practical constructs in this approach are 
the sense of coherence (SOC) and the generalized resistance resources (GRR).
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• Sense of coherence (SOC) is an instrument which measures how comprehensi-
ble, manageable and meaningful a person views his own life. A strong SOC is 
associated with better health reflecting a person’s capacity to deal with stressors 
and also enable them to have the capacity to qualify and find the ways to manage 
their life [11].

• General resistance resources (GRR) is an overview of biological (e.g. genes, 
intelligence, immune system), material (e.g. money, home) and psychosocial 
(e.g. knowledge, experience, social networking) resources which will reinforce a 
person’s SOC. This means that persons with a strong SOC are likely to identify 
a greater variety of GRRs at their disposal [11].

The biopsychosocial model [17, 18] emerged from dissatisfaction with the 
biomedical model of illness. The model broadened the scope of health by incor-
porating the psychological and sociological dimension to the biological dimen-
sion. The model is considered as a complex, adaptive, personal and experiential 
system model. This means that the system can fail even if all subparts are normal 
[19]. The person him/herself can determine when the various components are in 
balance [3, 19].

In 2001, the WHO published its International Classification of Functioning, 
Disability and Health (ICF) [20], which is explicitly related to the biopsychosocial 
model. Comparable to the operationalizing of disease, as central theme in the 
pathogenic- biomedical perspective, by the International Classification of Diseases 
(ICD) [21], functioning is proposed as the central theme to operationalize the 
salutogenic- biopsychosocial perspective by the ICF.

4.1.2  Functioning and the International Classification 
of Functioning, Disability and Health (ICF)

The ICF is published as a common language and framework to describe health and 
health-related states. The framework is described as the conceptual model of health 
(Fig. 4.1). Functioning, as central theme in the ICF, is described as the result of a 
dynamic interaction between health conditions (i.e. diseases or disorders) and con-
textual factors (i.e. environmental and personal factors) [20]. Functioning pertains 
to how people function in everyday life, in the performance of activities and in the 
areas of life in which they participate [22].

Functioning is presented as a tripartite construct (Fig. 4.1) including the compo-
nents of body functions and structures (what people have, e.g. sensory functions; 
eyes), activities (what people do, e.g. reading) and participation (the type of rela-
tionships in which people are involved, e.g. family, work) [22]. The environmental 
factors include all aspects of the physical, social and attitudinal world (e.g. devices, 
family, political opinions). Personal factors include age, gender, race, education, 
profession and so forth. Personal factors are not classified yet in the ICF; they are 
currently under construction [23].
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In the conceptual model of health, the ICF and the ICD are complementary; both 
classifications have to be used to describe an individual’s health status [20].

This model facilitates the process of clinical decision-making by the members of 
the (multidisciplinary) team and acknowledges that characteristics and status of 
functioning of patients with the same health condition may differ more than those 
between patients with different health conditions [24].

4.1.3  Application of ICF

The first step in healthcare provision is to identify the patient’s problems and needs 
[25]. The model can be applied to describe the patient’s problems, capacities, 
resources and targets to get a complete picture of the patient’s health status, which 
is relevant to determining multidisciplinary healthcare provision. The model repre-
sents what affects the patient and addresses those (i.e. the target mediators and abili-
ties) with the most potential for improving the patient’s health [20, 24, 26–28]. 
Almost 1500 categories of ICF offer a differentiated language to describe a patient’s 
health state in his/her specific environment. Each ICF category has a discrete mean-
ing and unique code.

The concept of functioning has to be understood as a continuum ranging from 
completely able (non-problematic) to completely disabled (problematic), which can 
be expressed by qualifiers ranging from 0 (no problem) to 4 (complete problem). 
For example, the ICF code d450.1 describes a person’s (dis)ability to walk as a mild 
problem. The environmental factors can act as complete barrier (decreasing ability 
or producing disability) or as complete facilitator (improving ability or eliminating 
disability). For example, the ICF code e310.2 means that the ‘immediate family’ 
acts as a moderate barrier, and e310 + 2 means that the ‘immediate family’ acts as a 
moderate facilitator (facilitators are denoted in the code with a plus sign instead of 
a period).

= ICD
categories

Disease or disorder

Personal
Factors

Environmental
Factors

Activities ParticipationBody functions
and Structures

Health condition

Functioning

Contextual factors

= ICF
categories

Fig. 4.1 WHO’s conceptual model of health representing the interactions between the compo-
nents (disease, body functions and structures, activities, participation, environmental and personal 
factors) of the health status [20]. ICD International Classification of Diseases; ICF International 
Classification of Functioning, Disability and Health
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Core sets, meaning a selected set of ICF categories, related to a specific health 
condition [22, 29], can serve as a minimal standard for the assessment and reporting 
of the status of functioning. Visualizing functioning in net diagrams or spider charts 
(Figs. 4.2 and 4.3) by using ICF categories in an electronic system [30] can help to 
recognize predispositions over time, as well as making information accessible to 
professionals and patients [31].

4.2  Older People’s Comprehensions of Health

In the previous Sect. 4.1, the concept of health was discussed. Most of older people 
want to live healthy lives in their own homes. Health is a natural part of ageing, and 
the understanding of health makes it possible for older people to define and find 
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strategies to manage everyday activities. For health and social care professionals, 
awareness of multidimensional approaches to older people’s health is an opportu-
nity to recognize the individuality of older people and their resources and thus to 
find suitable ways to support their health as well as resources and everyday life at 
home [32].

Comprehension of health for older people is a multifaceted issue, and it has been 
described and evaluated from different perspectives. Older people’s health can be 
described, for example, from perspective of health expectancy, perceived health, 
self-care ability and quality of life, and measured by using questionnaires and inter-
views related to older people’s opinions concerning their own health [32].

Health expectancy can be understood as an indicator of population’s health that 
is used to evaluate quantity as well as quality of life dimensions of health. As an 
indicator, health expectancy produces information about health status such as mor-
bidity, mortality and disability. In addition, it compares changes in social and eco-
nomic conditions, medical advances and changes of lifestyles, as well as better 
access to health services. As a calculator, health expectancies can be exploited to 
estimate differences between socio-economic categories and regions and to analyse 
the changes that occur. Perspective of older people’s health, using health expectancy 
on the level of health policy, is remarkable because it makes possible to evaluate and 
foretell needs for care and services in the future [32].

Perceived health is related to the individual’s subjective conceptions of their 
own health. It means not only the lack of chronic disease or invalidity but also well- 
being in all life sectors, such as social and mental dimensions which make possible 
to catch up and realize individual dreams and goals. From the view of health evalu-
ation, perceived health is an indicator for predicting mortality in addition to demo-
graphic variables and physical health. Therefore, evaluating how physical, mental 
and social well-being influence on perceived health will help to improve positive 
conception of one’s own health in ageing. Perceived health will vary among older 
people. In a study [33], older people aged 75 evaluated their health as good or very 
good; however, at the same time, they mentioned many kinds of health problems. 
Having positive expectations about one’s own health is found to be significant for 
older people’s perceived health [34]. Older people with a positive attitude and con-
ceptions of their health predicted higher degree of life satisfaction than those with 
negative conceptions [35]. Therefore, older people’s own assessment of their health 
is emphasized to be an important factor to be taken into account in the field of older 
people’s examination and care. When observing older people’s health, their own 
experience of their health is found to be one of the most common elements influenc-
ing on their quality of life [36]. Quality of life can be observed both objectively and 
subjectively. From the outside, as objective approach, it is possible to evaluate 
health, lifestyle and standards of life. Whereas, life satisfaction and well-being are 
individual experiences and can be described as subjective approach [37].

Furthermore, quality of life is related to individual’s own experience of their 
abilities as well as disabilities [38]. Especially among older people, different health 
problems are highly prevalent and may make difficult to manage daily activities. 
However, older people with a high quality of life adapt to changing health 
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conditions, and therefore, it is significant to perceive that results of objective and 
subjective evaluations for quality of life can be contrary [39]. When older people 
accept their variable health condition, their quality of life will improve [38]. We 
have to take into consideration that old age does not mean automatically that quality 
of life will reduce. For example, available resources and other individual elements 
influence how older people evaluate and deal with their quality of life [40].

When observing older peoples’ health, self-care ability is one part of health 
related to individuals’ lifestyle. It can be described as the method of activities that 
individuals will do to achieve their health and well-being [41]. Self-care ability is 
linked to older people’s activities of daily living (ADL), such as eating, bathing and 
dressing, and instrumental activities of daily living (IADL), such as managing 
money, shopping, using the telephone, housekeeping and preparing meals [42] as 
well as otherwise enjoying independent living in their own homes. In older peoples’ 
daily life, satisfactory self-care ability makes possible active participation in improv-
ing their own health [43]. Contrary to normal self-care ability, reduced self-care 
ability will weaken life satisfaction among older people and therefore, reduce their 
abilities to manage everyday activities. When older people need help to manage 
everyday activities, it is remarkable to take into account and support their self-care 
routines, in order to support their ability to function to guarantee the continuity and 
independence in their lives [41].

In sum, older people’s health can be approached from different perspectives. 
Health is a natural part of life and also go together with ageing. In contrast to reduc-
ing health, older peoples’ understanding of meaningful health in their own life 
enables them to have the capacity to qualify and find the ways to manage daily 
activities by adapting to disabilities and diseases [44]. Understanding of multidi-
mensional views to older people’s health makes possible to recognize the individu-
ality of older persons and therefore to find appropriate ways to support their health 
and everyday life.

4.3  Physical Activity to Enhance a Healthy  
Lifestyle in Older Adults

Physical activity is one of the building blocks of a healthy lifestyle in older adults. 
The benefits of regular physical activity in older adults are well documented. 
Numerous studies show an increase of health-related physical fitness, the preven-
tion of chronic diseases, an improvement in psychosocial health and a decline in 
all-cause mortality. Still, a substantial number of older adults in Europe do not meet 
the guidelines of regular physical activity.

4.3.1  Guidelines for Physical Activity of Older Adults

A general consensus has been reached in recent years on the amount and type of 
physical activity recommended to improve and maintain health [45, 46]. Most 
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public health recommendations on physical activity in older adults focus on 2 h and 
30 min of moderate-intensity aerobic activity (i.e. brisk walking) every week and 
muscle-strengthening activities on 2 or more days a week that work all major mus-
cle groups (legs, hips, back, abdomen, chest, shoulders and arms). Aerobic physical 
activity should be performed in episodes of at least 10  min, preferably spread 
throughout the week. Those at risk of falling should add exercises that help maintain 
or improve balance. To support flexibility necessary for regular physical activity in 
daily life, older adults should perform activities that increase flexibility for at least 
10 min on at least 2 days of the week.

For additional health benefits, older adults should engage in 150 min of vigorous- 
intensity aerobic physical activity per week or an equivalent combination of moder-
ate- and vigorous-intensity activity.

4.3.2  Prevalence of Physical Inactivity in Older Adults

Overall, older adults are less active than younger adults: 19% of the youngest age 
group does not meet the recommended level of physical activity, compared to 55% 
of the oldest age group. Overall, the decline in physical activity over 65–84 years is 
on average 24% [47]. Socio-economic status tends to be directly related to partici-
pation in regular physical activity. Poorer people have less free time and less access 
to leisure facilities or live in environments that do not support physical activity [48].

4.3.3  The Benefits of Physical Activity

Physical activity is ‘any force exerted by skeletal muscles that results in energy 
expenditure above resting level’ [49]. In older adults health-enhancing physical 
activity focuses on physical activity that benefits health and functional capacity. 
Regular or habitual physical activity is actually a way of life that integrates physi-
cal activity into daily routines. It comprises a variety of physical activities in daily 
life, such as walking, cycling and gardening, at a moderate intensity, which is 
about 3–6 metabolic equivalents (METs). The benefits of regular physical activity 
in health- related fitness, like physical fitness, the prevention of chronic diseases, 
psychosocial functioning and reduction of mortality in older adults, are widely 
demonstrated [50].

4.3.3.1  Health-Related Physical Fitness
The impact on health-related fitness shows benefits in cardiovascular fitness, mus-
culoskeletal fitness, the metabolic syndrome, cognitive functioning and functional 
capacity. In cardiovascular fitness regular physical fitness shows a significant 
increase in maximal oxygen consumption (VO2 max) as indicator of aerobic endur-
ance, heart rate, blood pressure, cardiac output and left ventricular function [51]. 
Effects of regular physical activity on musculoskeletal fitness are found in increased 
muscle mass and muscle strength and neural adaptation by hypertrophy of type II 
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muscle fibres, muscle protein synthesis and a significant decline of cytokines like 
interleukin (IL-6) and tumor necrosis factor-alfa (TNF-α) in older adults [52, 53]. 
Regular physical activity significantly affects the metabolic syndrome by lowering 
high rates of central obesity, increasing low levels of high-density lipoprotein cho-
lesterol (HDL) and lowering hypertriglyceridemia and hypertension [54].

Walking, running, swimming and bicycling significantly increase the synthesis 
and expression of BDNF (brain-derived neurotrophic factor) which is related to 
beneficial epigenetic changes, hippocampal neurogenesis, synaptic plasticity, work-
ing memory and reaction time performance and the modulation of brain glucose 
metabolism [55–57]. Moderate to higher levels of activity of regular physical activ-
ity confer a reduced risk of functional limitations and disability as well as loss of 
independence in older age [58].

4.3.3.2  The Prevention of Chronic Diseases
Regular physical activity supports the prevention of chronic conditions like cardio-
vascular diseases, diabetes mellitus (type II DM), cancer (especially colon and 
breast cancer) and bone and joint diseases (osteoporosis and osteoarthritis) [59]. In 
cardiovascular diseases, including coronary heart disease, stroke and peripheral 
vascular disease, an inverse association is found between the level of regular physi-
cal activity, cardiovascular fitness and mortality [60]. Review studies have con-
cluded physically active people have a substantially lower overall risk for major 
coronary events [61]. An inverse association between reported level of physical 
activity and stroke, in both ischemic stroke and haemorrhagic stroke, is found in 
review studies [62].

There is evidence that the incidence and progression of type II DM can be 
reduced with physical activity in older adults with impaired glucose tolerance (IGT) 
[63]. Physical activity improves blood glucose control in type II DM due to improved 
insulin sensitivity and halves the risk of developing diabetes [64, 65]. Either aerobic 
or resistance training improves glycaemic control (HbA1c) in type II DM, but the 
improvements are greatest combined with aerobic and resistance training [66].

Physical activity is linked to lower risk of cancers [67]. Regular physical activity 
is associated with a decreased risk of colon adenomas (polyps) that may develop 
into colon cancer [68]. Data on leisure-time physical activity from prospective 
cohort studies reported a risk reduction of 16% in colon cancer. In addition, the 
incidence of both distal and proximal colon cancers is lower in people who are more 
physically active [69].

Studies in physically active women show a lower risk of breast cancer in both 
premenopausal and postmenopausal women. A meta-analysis found the average 
breast cancer risk reduction associated with physical activity was 12% [70]. Women 
who increase their physical activity after menopause may also have a lower risk of 
breast cancer [71]. Studies that examined the relationship between physical activity 
and the risk of endometrial cancer found a risk reduction of 20% [72]. There is evi-
dence that this risk reduction may reflect the effect of physical activity on obesity, a 
risk factor for endometrial cancer. For a number of other cancers, like liver cancer, 
gastric cardia cancer (a type of stomach cancer), kidney cancer, myeloid leukaemia, 
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myeloma, and cancers of the head and neck, rectum, and bladder there is more lim-
ited evidence of a relationship with leisure-time physical activity.

Physical activity is essential for maintaining the health of joints and bone density 
and appears to be beneficial to prevent the onset of osteoarthritis and helps to con-
trol symptoms among people with osteoarthritis [73]. Aerobic, weight-bearing and 
resistance exercise training have been shown to have a positive effect on the bone 
mineral density (BMD). Moderate physical activity also reduces pain and increases 
function in patients with osteoarthritis [74].

4.3.3.3  Psychosocial Health
The incidence and progression of a variety of age-related psychological and social 
health problems, such as loneliness, anxiety, depression and cognitive decline, are 
related to a lack of regular physical activity. Physical activity is inversely related to 
depression. A meta-analysis and a Cochrane review showed that regular physical 
activity has similar efficacy to cognitive behavioural therapy in treating depression 
[75, 76].

Loneliness increases with ageing. About 40% in the age group 65–74 experience 
loneliness. It rises to an average of 59% for those over 85 [77]. In older adults lone-
liness is an independent risk factor for physical inactivity in the short and longer 
term [78]. There is evidence that physical activity has an impact on the quantity and 
quality of social relations in older adults [79].

Generalized anxiety is the most common form of anxiety in older adults. In gen-
eralized anxiety, there is a constant concern about daily events. Although review 
studies indicate that ageing has a negative impact on generalized anxiety, the impact 
of physical activity on anxiety is hardly examined. Physical activity shows limited 
anxiolytic effects [80, 81]. The explanation for the effect of regular physical activity 
is based on the endorphin hypothesis which assumes that physical activity promotes 
the secretion of β-endorphin [82].

Cognitive limitations due to ageing, also referred to as mild cognitive impair-
ment (MCI), are reflected in the deterioration of various cognitive functions such as 
memory, the speed of information processing, executive tasks and spatial orienta-
tion. Studies have shown that physical activity enhances the blood flow and vascular 
functions of the brain. Moreover, it promotes the production of BDNF, which makes 
older people less likely to have cognitive and motor problems [83, 84]. Older adults 
with low socio-economic status have twice as much psychosocial problems as older 
adults with a higher socio-economic status [85].

4.3.3.4  All-Cause Mortality
Being physically active reduces the risk of all-cause mortality. The largest benefit 
was found from moving from no activity to low levels of activity, but even at high 
levels of activity, benefits occur from additional activity. Physical inactivity is esti-
mated to account for nearly 600,000 deaths per year in the WHO European Region 
[48]. Review studies indicate that at least two to two and a half hours per week of 
moderate-intensity physical activity is needed to significantly decrease all-cause 
mortality rates. It appears that walking for at least 2 h per week is also associated 
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with significantly lower all-cause mortality rates. There is evidence that it may be 
the overall volume of energy expended—regardless of which activities produce this 
energy expenditure—that is important to lower the risk of mortality. The inverse 
relation between physical activity and all-cause mortality appears independent of 
obesity.

4.3.3.5  Summary
There is a general consensus on the amount and type of physical activity recom-
mended to improve and maintain health. Still, a substantial number of older adults 
in Europe do not meet the guidelines of regular physical activity. The benefits of 
regular physical activity in older adults show an increase of health-related fitness 
like cardiovascular and musculoskeletal fitness, reduced prevalence of metabolic 
syndrome, increase in cognitive functioning and functional capacity, and the pre-
vention of chronic diseases such as cardiovascular disease, cancer, type II DM and 
osteoporosis and osteoarthritis. Meeting the physical activity guidelines studies 
shows improvement in psychosocial health (loneliness, generalized anxiety disor-
der, mild cognitive impairment and depression) and a decline in all-cause 
mortality.

4.4  A Healthy Diet for Older Adults

A healthy diet is known to contribute to a healthy lifestyle in all ages. But what 
exactly is considered a healthy diet? And what topics with respect to food intake are 
most relevant for older adults?

Briefly, food intake can be described as a combination of what people eat (the 
foods that are consumed over the day or week) and how and with whom they eat. 
Foods provide the body with energy and nutrients that are needed to think, breath, 
move and perform all bodily reactions. A good supply of energy and nutrients is 
thus of great importance for health. Besides, also the social environment is of great 
importance to food choices. With age, the social environment tends to change rap-
idly, which also leads to possible adverse effects in food intake. The topics that are 
of biggest relevance for the ageing population will be touched upon in this chapter; 
where applicable concrete recommendations valid for the European population are 
provided. Please note that dietary and food guidelines may vary between countries 
and that collecting data on food intake is prone to a lot of difficulties.

4.4.1  Changes in Food Intake with Ageing

Due to a set of physiological aspects, older adults’ smell starts to decrease. The 
smell of a food, whether it is encouraging or warning, is of big importance in the 
amount of food that is taken. Moreover, also taste diminished over time. This com-
bination leads to a decreased food intake, resulting in a lower energy intake [86]. 
Due to physiological changes, also production of saliva starts to decrease, making it 
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more difficult to chew and swallow. On the other side, dysfunction in chewing is 
suggested to be an epidemiologic risk factor for dementia, and mastication is said to 
play an important role in preserving the hippocampus-dependent cognitive function 
[87]. Besides that, also non-optimal intake of vitamin B12 seems to be associated 
with cognitive decline; although it is not clear whether this is a causal effect [86].

Since a decrease in energy intake is observed in most older adults, it is important 
to make sure that all nutrients are still sufficiently provided. Therefore, emphasis 
should be paid to nutrient density of the diet. This is the level of nutritious nutrients 
per unit of energy. Most unprocessed foods such as meat, potatoes, vegetables, 
bread and butter will provide a lot of nutrients, whereas processed food such as soft 
drinks, alcoholic beverages, sweets and cakes will supply a lot of energy and less 
nutrients.

4.4.1.1  Nutrient Intake in Older Adults over Europe
Until recently, the adequacy of the dietary intake was studied by examining nutri-
ent intakes; only in the last couple of years, the quality and sufficiency of diets are 
studied by looking at food intakes and preferences. The following micronutrients 
were shown to have higher risk of inadequate intakes in older adults in Europe: 
folic acid, selenium, iodine and vitamin C [88]. From another study that was car-
ried out in community-dwelling Western older adults only, also vitamin D, thia-
mine (vitamin B1), riboflavin (vitamin B2), calcium and magnesium were shown 
to be inadequate [89].

Due to the heterogeneity in food consumption patterns, it is difficult to pro-
vide an overview of differences in food intakes. However, to illustrate the impor-
tance of studying food patterns, an example of the Dutch National Food 
Consumption Survey in community-dwelling older adults (70 years and over) is 
provided. They consume less wholemeal products, fruit and fish than recom-
mended. Besides that this survey showed a clearly inadequate vitamin D intake, 
even though about 25% of the women and 20% of the men used dietary supple-
ments containing vitamin D [90].

4.4.1.2  Changes in Body Composition
In an intertwined set of changes going on in the ageing body, also changes in body 
composition can appear. This is mostly seen as a decline in muscle mass (fat free 
mass), which is linked to difficulties in activities of the daily living (ADL). Lesser 
physical activity over the day will lead to lesser weight-bearing activities, contribut-
ing—especially when vitamin D and calcium levels are not optimal—to bone loss 
and increasing the risk for osteoporosis. The latter increases the risk of fractures in 
falls.

4.4.1.3  Changes in Body Weight
During an adult lifespan, a lot of attention is being paid to body weight, especially with 
regard to overweight and obesity. With ageing the reduction in fat-free mass is most 
predominant, though the fat mass also decreased but to a lesser extent. Classifications 
for weight are globally done by applying the body mass index (kg/m2) [91].  
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However, the shrinkage of older adults is due to the fact that their spine is 
 collapsing (kyphosis); thus BMI is no longer a valid measure and needs to be 
interpreted  cautiously. When malnutrition might also be at stake and (uninten-
tional) weight loss might appear, cut-off points for underweight of 20  kg/m2 
(<70 year) or 22 kg/m2 (≥70 jaar) are suggested instead of 18.5 kg/m2 for the 
general adult population [86, 92].

Deficiencies in both vitamins and minerals and also in energy and protein might 
occur in older age. This situation occurs independent of the body weight. Therefore, 
malnutrition has been defined as ‘a subacute or chronic state of nutrition in which a 
combination of varying degrees of over- or undernutrition and inflammatory activity 
has led to a change in body composition and diminished function’ [93]. From this 
definition it is also apparent that malnutrition can occur in people that are obese 
(body mass index of 20 kg/m2 or more). Diminished functions refer to cognitive 
function and immune function.

Assessment of malnutrition varies slightly between countries and is still under 
discussion. However, the European Society for Clinical Nutrition and Metabolism 
(ESPEN) indicates malnutrition as having:

 1. BMI <18.5 kg/m2

 2. OR weight loss (unintentional) >10% indefinite of time or >5% over the last 
3 months combined with BMI <20 kg/m2 if <70 years of age or <22 kg/m2 if 
≥70 years of age

 3. OR weight loss (unintentional) >10% indefinite of time or >5% over the last 
3 months combined with FFMI <15 and 17 kg/m2 in women and men, respec-
tively [92]

where FFMI =  fat free mass index = FFM (kg)/body height2 (m) relating the 
FFM to the body height, as such taking into account muscle mass. FFM should be 
measured separately, e.g. skinfold measurement, underwater weighing, air displace-
ment plethysmography, bio-impedance or alike.

Note that before diagnosis of malnutrition is considered, it is mandatory to fulfil 
criteria for being ‘at risk’ of malnutrition by any validated risk screening tool [92]. 
Several validated screening tools for malnutrition are available, for different set-
tings. In Table 4.1 a few examples are depicted.

Table 4.1 Examples of screening tools for malnutrition

Screening 
tool Description Website
PG-SGA The Scored Patient-Generated Subjective Global Assessment 

(PG-SGA©) sets the standard of nutritional assessment
http://pt-global.org

MUST Malnutrition Universal screening tool www.bapen.org.uk
MNA Mini Nutritional Assessment, specifically designed for use 

in elderly
www.mna-elderly.
com
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4.4.2  Achieving a Healthy Diet: Role of Health and Social Care 
Professionals

As described before, a whole set of interlinked changes in nutrition (status) and 
body composition occurs in older age that to a certain extent can be prevented. 
Several kinds of health and social care professionals can play a role in this. In 
Table 4.2 the link between the most important nutrients and health are presented in 
order to give an overview of what to monitor with respect to nutrition from different 
(professional) points of view. Sometimes a quick fix can be done by any health and 

Table 4.2 Overview of link between foods, nutrients and the body and how this can be monitored 
by several health and social care professionals

Main 
nutrient Food Link to body Effect

Focus/point of 
action

Reference 
intake [94]

Protein Meat 
(replacers), 
dairy, grains, 
legumes, 
egg, fish

Decrease in 
muscle tone

Decrease in 
ADL

Improve protein 
intake; perhaps use 
fortified/enriched 
foods
Improve flavour and 
palatability

0.83 g/kg 
BW/da

Decrease in 
muscle mass

Malnutrition;
Decrease in 
energy 
requirement

Calcium Dairy 
products, 
(milk, 
cheese, 
yoghurt)

Bone 
formation, 
turnover

Bone loss, 
osteoporosis, 
falls/fractures

When low levels, 
perhaps a calcium 
supplement is 
needed

950 
(mg/d)a

Vitamin D, 
alpha- 
tocopherolb

Fatty fish Lower bone 
turnover and 
bone loss with 
sufficient 
amount

In some countries 
additional 
supplementation 
recommendation or 
fortification is valid

13 mg/dc

Vitamin 
B12, 
cobalamin

Animal 
products 
(dairy, egg, 
meat, fish)

Cognition 4.0 μg/dc

Fluid intake Water, 
drinks, dairy, 
yoghurt

Hydration; 
renal function, 
thirst

Risk of 
dehydration; 
vulnerable at 
high 
temperatures 
and with fever, 
diarrhoea, 
vomiting, etc.

Active offering by 
caretaker, since 
thirst diminished 
with age
Avoid alcoholic 
beverages

M 2.5 L/dc

F 2.0 L/dc

Partly based on [86]
aPopulation reference intake (PRI)—the level of intake that is sufficient for virtually all people in 
the population group [94]
bUnder conditions of assumed minimal cutaneous vitamin D synthesis. In the presence of endog-
enous cutaneous vitamin D synthesis, the requirement for dietary vitamin D is lower or may be 
even zero [94]
cAverage intake (AI)—the level that is estimated when the PRI cannot be established [94]
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social care professional, and sometimes a referral to a dietitian is needed. All recom-
mendations presented are valid for a healthy population; in case of illness and dis-
ease occurs, other requirements might be more appropriate.

4.4.2.1  Drug Interactions
Most older adults use one or more types of medication, ranging from antihyperten-
sives, diuretics, sleeping pills and psychotropics (with a specific action on mental 
activity). These types of medication will affect food intake via, i.e. decrease in smell 
or taste, nausea or obstipation. Besides that medications can also affect the require-
ments for nutrients, which needs to be taken into account [86].

4.5  Spiritual, Existential Dimension of Healthy Ageing

As explained in previous paragraphs in this chapter, the classic definition of health 
is changing. Health means more than the absence of diseases, also mental, emo-
tional and social aspects are important. Huber [95] who launched a new definition 
of health in 2011 describes six dimensions of health derived from interviews with 
patients, professionals and researchers: physical functioning, mental functions 
and experiences, spiritual-existential dimension, quality of life, social functioning 
and participation and daily functioning. In these interviews they found a large 
variation between the different groups on the spiritual dimension. When it comes 
to the dimension of spirituality, they found that patients themselves rated this as 
being significant and more important than did healthcare providers and 
researchers.

However, spirituality and religion, their impact on health and also the compe-
tences of healthcare and social workers in this field have all pretty much been 
neglected. A study of professionals’ views on competences needed for working 
with older people also revealed that most professionals believed that they did not 
have sufficient knowledge on how to meet spiritual needs; according to these pro-
fessionals, questions about faith could be awkward [96]. On the other hand, 
research suggests that spirituality is important to a large percentage of the older 
adult population and serves as a promoter of healthy ageing [97, 98]. This gives a 
reason to explore here the concept of spirituality and its relation to resilience, dis-
tress and health.

There is no single shared definition of ‘spirituality’ and ‘spiritual care’ [99]; it is 
differently described by different cultures and religious communities. Spirituality is 
dealing with existential questions or how to give meaning to life. Historically, spiri-
tuality was not distinguished from religiousness until the rise of secularism in the 
twentieth century. People who do not participate in any formal religion also have a 
drive to find meaning of their life. Especially when people face their end of life, like 
older people do, questions of the value or meaning of their life raise. Religion is 
based on a set of standards of beliefs and practices. A spiritual person believes in a 
higher power in a more general way and with an eclectic mix of beliefs and prac-
tices based on enhancing spiritual awareness.

4 Healthy Ageing



90

‘Spirituality is a dynamic and intrinsic aspect of humanity through which persons seek 
ultimate meaning, purpose and transcendence, and experience relationship to self, family, 
others, community, society, nature, and the significant or sacred. Spirituality is expressed 
through beliefs, values, traditions, and practices’ [99].

Spirituality relates to all kinds of beliefs and worldviews. Therefore the number 
of definitions is high. Spirituality means goal seeking and benefit finding. Religion 
and spirituality are seen by older people as positive forces that help them face life 
with more resilience and hope, improve social and familial relationships and cope 
with life stresses such as financial or health concerns. Another great benefit to older 
people who belong to a religion or spiritual group is a sense of community. They 
avoid social isolation; they do volunteer activities that keep them connected with 
others; they have people who inquire as to their health and well-being with whom 
they can exchange ideas and information [100]. A spiritual attitude may have posi-
tive effects on adaptation of stressful events, on getting older and facing the death. 
There are positive associations between spirituality and risk for depression and 
quality of life. Moreover, family caregivers of older people with a spiritual back-
ground are less vulnerable for a caregiving burden.

4.5.1  Spirituality and Resilience

When it comes to ageing, spiritual coping has been seen as a resilience resource 
when navigating the hardships in later life [101]. Resilience in older age is the abil-
ity to stand up to adversity and to ‘bounce back’ or return to a state of equilibrium 
following individual adverse episodes. For continuing adversity it may be a matter 
of having the ability, or learning how, to cope with or manage that adversity in the 
longer term. This has to do with the positive meaning-making framework that spiri-
tuality can offer [102]. Factors associated with resilience include hope, morality, 
self-control and forgiveness [103]. These characteristics are often linked to the 
spiritual- religious domain.

The concept of resilience is closely related to health. According to the saluto-
genic theory, stressors will cause harm if they violate an individual’s ‘sense of 
coherence’. That sense of coherence is made up of three components:

 1. Comprehensibility: a belief that things happen in an orderly and predictable fash-
ion and a sense that you can understand events in your life and reasonably pre-
dict what will happen in the future

 2. Manageability: a belief that you have the skills or ability, the support, the help or 
the resources necessary to take care of things and that things are manageable and 
within your control

 3. Meaningfulness: a belief that things in life are interesting and a source of satis-
faction that things are really worthwhile and that there is good reason or purpose 
to care about what happens
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Religious meaning-making in highly stressful or traumatic circumstances is 
common, and research suggests that it is often particularly helpful in dealing with 
these situations.

4.5.2  Spiritual Distress

Older adults, especially who are suffering from functional decline, mental illness 
and social isolation, are vulnerable to spiritual distress. Spiritual distress is defined 
as ‘a disruption in the life principle that pervades a person’s entire being and that 
integrates and transcends one’s biological and psychological nature’ [104]. It is a 
disturbance in a person’s belief system. Manifestations are expressions of discom-
fort with God or concerns and negative remarks about the kind of life one has lived. 
Indicators are pain, alienation, guilt, loss and despair. There is a validated instru-
ment to measure someone’s state of mind concerning spiritual distress which is 
called ‘Spiritual Well-Being Scale (FACIT-Sp)’ [105].

The desired outcome for the patient is spiritual well-being. Interventions for a 
person with spiritual distress need a relationship which is built on trust. Respect is 
needed for the religion and worldview of the older person. Show compassion for his 
suffering. Active listening is important as well as treating older persons as individu-
als, as human beings. Provide privacy and opportunities for daily praying. Stimulate 
talking about belief and religious feelings. Support from of a clergyman can be 
important, but each health and social support professional needs to recognize spiri-
tual distress and needs to be capable to listen actively to existential questions based 
on a trustful relationship. A more intensive intervention can be a course 
mindfulness.

With the raising number of immigrants, health and social care workers will 
meet more people with a different ethnic, religious and cultural background. It is 
important to show respect for their values and beliefs. Especially for the older 
immigrants, our society is hard to understand. When they are hospitalized, there 
is a need for understanding of the role of the family, the preference of females to 
be helped by females, appropriate diets, and also the availability of the consulta-
tion of a clergyman with their specific religious background.

4.6  Ageing, Longevity and Champions: Blue Zones

When talking about healthy ageing, it is also interesting to have a look at people 
who are successful in ageing. People who reach 100, centenarians, might be able to 
teach us how to stay healthy, even in their very advanced life. The interest in life-
style and health of centenarians for healthy ageing is driven by the desire to identify 
key factors associated with exceptional longevity in humans. What does it take to 
make it to 100? And has the road to 100 been blessed with better health compared 
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with others who died at much younger ages? Interestingly there appear to be several 
regions of the world where people live much longer than average, the so-called blue 
zones. Before we have a closer look at what we can learn from these places, let us 
recall the concept of ageing.

4.6.1  Ageing

What are we talking about? Check the scientific literature, and one encounters 
thousands and thousands of papers on ageing or relating to the process of ageing. 
Indeed, this figure is growing exponentially over the last decades to well over 
20,000 new titles per year since 2014 (PubMed 2017). Apparently, ageing attracts 
a lot of attention, also in the scientific domain. This is true in the field of econom-
ics and human resource management, where the reality of changing sales markets 
and labour markets is studied to be able to meet future challenges. Likewise, with 
increasing proportions of older individuals among the population, social condi-
tions and relations cannot but undergo change. And, clearly also finance, other 
services, real estate and infrastructures have to prepare for the diverse demands of 
an ageing population.

When we switch to biology, ageing has yet other connotations. Humans and 
any other metazoic organism go through a process of constant change. As we 
observe our fellow organisms, we see that from the moment of birth or hatching, 
they first grow and start showing characteristics and abilities of the matured being. 
This appearance lasts for some time during which procreation typically occurs. 
Then, after an era of optimal function, we again may start observing changes. 
Muscle mass decreases, speed and reflexes decrease, sight and hearing diminish, 
hair or feathers discolour and fade and wrinkles appear. These phenomena we 
observed on the outside, but the ‘inside’ of the organism undergoes similar 
changes, ultimately leading to progressive loss of function, until remaining func-
tions are no longer compatible with survival. Indeed, we are all conceived with the 
potential to reach great heights, literally and figuratively. However, things can go 
wrong as time passes, and eventually will go wrong, and while we are at it we may 
pass on our genes. Call it destiny. Apart from accidents and other mischief, for 
some ageing may be accelerated, whereas others seem more fortunate and appear 
to be blessed with genes for ‘immortality’. The ageing organisms go through a 
period of frailty and dependency on an environment providing the appropriate 
circumstances for development to subsequently reach their independence and 
potential for participation, contribution and reproduction and finally lose these 
capacities to again become frail and dependent. To conclude, one could state: age-
ing happens to cells, organs, organisms, populations, communities, society and 
maybe even the world at large.
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4.6.2  Living Well

The current era is one of great prosperity and unique in the history of mankind. 
Never before have so many been around and able to reach exceptional ages. The 
world population has grown exponentially over the last two centuries, with growth 
only more recently flattening [106]. Notably, up until only one and half century 
ago, average life expectancy has been remarkably stable at around 45 years glob-
ally. Currently, however, in developed countries this figure has soared to over 80 
for women (and slightly less in men). Over the course of a few decades, this figure 
is expected to steadily increase to well into 90, with half the female population 
becoming centenarians. Ergo, of all the young women and man now roaming the 
streets, many will reach (thus far) exceptionally old ages. Nutrition, prevention in 
terms of public hygiene and safe fresh water supply, mass vaccination, social 
changes and more recently the advances of modern medicine have contributed to 
conditions enabling a very long lifespan [107]. And mankind lived happily ever 
after, or do they?

So far so good it seems, but where is the catch? There are in fact several. For one, 
health span has not increased at the same pace. Where previously many common 
non-communicable disorders used to have a fatal outcome or exhibited a rapidly 
deteriorating condition not compatible with continued survival, nowadays, many of 
these disorders have indeed converted to chronic conditions. Individuals afflicted 
may have become life-long ‘patients’, yet survival is not immediately at stake, nor 
is quality of life or participation. The successes of modern medicine have broken the 
typical old age sickness patterns, i.e. a single serious disorder such as cardiovascular 
disease or cancer, which preludes an imminent death. However, people are becom-
ing older and the risk of multible diseases with loss of function is incrising. At the 
same time use of healthcare services will increase. Although this is not necessarily 
equivalent with non-participation or poor perceived quality of life, it does put a 
strain on individuals and society. Importantly, the increases in lifespan and particu-
larly health span are unequally distributed across socio-economic subgroups and 
geographically [108]. Those who ‘have not’ may envy those who ‘have’, and vice 
versa, those who have might hold those who have not accountable for their own 
apparent misfortune. In the meantime, medicine and society have really changed the 
game of reproduction [106, 109]. Fertility rates (births per women) have halved 
over the last half century to figures below 2 in many places around the world, i.e. 
below the replacement rate. In the old days with many young and few old (4 or 5 to 
1), the latter becoming frail and dependent was resolved without much strain to 
society. Nowadays, this so-called old age dependency ratio is dropping to ultimately 
2 or less to 1 [110], and that now is something completely different.

The challenge is not ageing as such but to do so healthily and thus remain inde-
pendent and capable of contributing for a much greater part of the lifespan, i.e. for 
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health span to catch up with lifespan. Apparently, compared to the average person, 
individuals identified as master athletes do manage to maintain exceptional health 
spans [111, 112]. Part of the explanation may be the long period of high level physi-
cal exercise and subsequent continued habit of healthy nutrition and exercise. Since, 
it was not accidental that, alternative explanations such as genes coding for athletic 
mastery may also contain the code for long health span. Also, for all practical pur-
poses, one might question the feasibility of entire populations rather than excep-
tional individuals becoming master athletes. Nevertheless, the message that health 
span is not something fixed and predetermined is crucial.

4.6.3  Blue Zones

Interestingly, there appear to be several unique places around the world where 
populations rather than specific individuals have achieved the combination of 
both long lifespan and health span. These places have been casually called ‘blue 
zones’ (BZ), simply because they were initially marked on the map with a blue 
pen [113]. Although seemingly very interesting from a demographic and epide-
miologic perspective, reports on studies on BZs are scanty and difficult to com-
pare to mainstream literature. The concept is, however, hugely popularized by 
Buettner, who first reported on ‘The Secrets of Long Life’ in the National 
Geographic magazine in 2005.

Blue zone: To be identified as a longevity hotspot, i.e. a location where the num-
ber or in fact prevalence of centenarians is extraordinary high, all the administrative 
data to support alleged claims of extreme longevity have to be scrutinized. Thus far 
several places with initial claims have been exposed as false, as the records of appar-
ent longevity were based on exaggeration. In the meantime several spots have been 
documented as places where indeed people appear to live considerably longer than 
their peers [113, 114]. These BZs (Ogliastra in Sardinia, Okinawa in Japan, the 
Nicoya peninsula in Costa Rica and the island of Ikaria in Greece) are located 
around the world in geographically or historically secluded areas, where modern 
lifestyle and technology had for a long time not or hardly penetrated daily living. 
Traditional ways of living were either part of local habitat and/or maintained as 
valued culture. There was no ‘grand design’ or deliberate manipulation of circum-
stances according to a theory of healthy living. Rather, BZs may be considered late 
nineteenth- and early twentieth-century ‘natural experiments’ that could have taken 
place anywhere; yet, the favourable circumstances coinciding for long periods of 
time make them extremely rare. The cohorts born those days in what are now known 
as BZs had limited reason or opportunity to move to other in hindsight less favour-
able places. As a result their living conditions and way of life have remained remark-
ably stable throughout their entire long lives.

The ‘secret’ emerging, however, seems apparently simple and straightforward. A 
clear factor is strenuous physical activity maintained at all ages. For the Sardinian 
men in Ogliastra, this meant walking up and down steep terrain during their gener-
ally steadfast agro-pastoral working days. Their peers living in less uneven areas of 
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Sardinia did not profit from this natural exercise challenge and, correspondingly, 
reached less exceptional ages. In the other BZs, mechanization of crafts and activi-
ties did not occur for this generation, and as a result they too have maintained high 
levels of manual labour and exertion. Other characteristics the older generations of 
populations residing in BZs had in common are low levels of stress from social 
defeat and exclusion, i.e. the type of stress individuals experience due to insubordi-
nate positions and disadvantageous extraneous factors one has no control over. On 
the contrary, BZs are characterized by inclusive communities where every individ-
ual, and his or her contribution, is valued, giving a strong sense of purpose to being. 
Thus family and community support are omnipresent, the self-determined outlook 
is positive and stress is low.

Furthermore, moderate calorie intake, traditional diets low on animal protein and 
saturated fatty acids, while high on locally often self-grown legumes, come with the 
heritage of BZs. The term Mediterranean diet has gained recognition since the 
1960s in the twentieth century, but apparently nutrition wise similarly healthy 
dietary patterns were common in quite distinct parts of the world now known as BZs 
[115]. Finally, the lifestyle emerging from the reports on BZs is also clear on alco-
hol and tobacco. The first is used in moderation, while the latter is alluded to as low. 
What clearly comes out is the fact that yet exceptional life-long combinations of 
physical exertion, absence of stress from defeat, social inclusion, a healthy diet and 
no tobacco seem to do it. Need we say more?

4.6.4  Public Health Implications

BZs came to the attention through an exceptionally high number and/or prevalence 
of centenarians, who appear to be exceptions to the rule of human longevity. This 
raises questions about what generalizable principles apply. Also, the course of life 
of cohort members, the others of their generation, and that of the subsequent genera-
tions, the offspring may convey important lessons. In terms of morbidity, members 
of the same generation, who also remained life-long inhabitants of BZs, appear to 
have profited from those favourable circumstances as well. Much like the individu-
alistic master athletes mentioned before, they managed to experience long lifespans 
and health spans with compressed morbidity, albeit not until their 100th birthday 
[111, 116]. Conversely, those who moved to other areas often did not manage to 
take along the ‘potion’, nor did many of the next generations who for education, 
vocation or other reasons moved away and did not manage to maintain the tradi-
tional ways but instead diluted those with modern ways of living. As they blend in, 
so do their life and health courses, which might be interpreted as ruling out or at 
least reducing the likelihood of a simple genetic predisposition for longevity. Thus, 
although the secret is simple, the general and enduring implementation thereof at 
population level is extremely rare and appears to only have come about unintention-
ally. Indeed, epidemiologic studies conducted during the last half of the twentieth 
century have time and again corroborated the beneficial effects that individual life-
style factors so miraculously concurring in BZs have. Simple policies to achieve 
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changes in single factors have mostly proven futile in the long run, particularly for 
those in lower socio-economic subgroups who are most vulnerable [117, 118]. So 
far, effective population health management policies designed to purposefully 
accomplish a BZ are lacking. Clearly it would take huge political effort and public 
engagement to attain the changes required in lifestyle and social and economic cir-
cumstances. Interestingly, Iceland having launched an audacious nationwide and 
apparently successful youth health policy sets a remarkably Blue example [119]. 
Over a period of 20 years, they have managed to reduce drunkenness, smoking and 
hashish use by a factor of 8, 10 and 8, respectively, i.e. all to levels well below 5% 
among 15- and 16-year-old students.

In conclusion, it seems fair to conclude that BZs are fascinating natural experi-
ments that deserve more study, particularly with regard to the ‘natural’ way a healthy 
constellation of lifestyle and social factors came about and was maintained. Many 
public health interventions and experiments have started from notions about highly 
prevalent risk factors, and how to reduce these through individual or population 
based approaches. The effects on narrowing the gap between lifespan and health 
span were mixed, particularly for lower socio-economic subgroups. Importantly, a 
single ‘silver bullet’ has never been identified and most likely never will. The mak-
ing of a BZ will take long-term commitment and huge multifaceted effort, but 
everyone can start, and paraphrasing Gandhi ‘we could try to be the change we wish 
to see in the world’.
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5.1  Disease Prevention Targeting Older People

Health and well-being promotion as well as disease prevention are an important part 
of health-care and social services also in older people’s lives in all settings. As was 
mentioned in the introduction of this chapter, focusing on health and well-being 
promotion and disease prevention for older people supports enhancing health and 
well-being of older people as well as enabling efficient use of resources in health- 
care and social services. Different kinds of approaches and interventions are used to 
increase people’s well-being and prevent diseases as well as reduce health costs. 
These interventions are traditionally targeted towards younger people as those who 
have more years of life ahead and can benefit from prevention activities for longer 
period of time. However, while the population is ageing in Europe, health and well- 
being promotion and disease prevention for older people is more and more impor-
tant as it may bring variety of social benefits. Several kinds of methods are used in 
health promotion and disease prevention [1–3].
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5.1.1  Definitions of Health Promotion and Disease Prevention

Health promotion is defined by WHO to be the process of enabling people to enhance 
control over as well as improve their health [4, 5]. Whereas in the definition made by 
WHO, the aim of disease prevention is to minimize the burden caused by different 
diseases and associated risk factors. Thus, disease prevention approaches aim both 
to prevent the occurrence of disease, for example, by reducing risk factors, and stop 
to progress and reduce its consequences [4]. Prevention will take place both on pop-
ulation and individual levels. Often, disease prevention is divided into three different 
approaches: primary disease prevention is aimed at preventing the onset of disease, 
secondary prevention is meant to control the disease before it manifests clinically, 
and tertiary prevention is focused on decreasing the impact of a disease on the per-
son’s life as well as to support to manage with it. All these contribute to reducing the 
risk of disabilities. The concepts of disease prevention and health promotion are 
close to each other and share many goals, and there is considerable overlap between 
functions. According to the definition of WHO, the concepts can be differentiated on 
a conceptual level: health promotion activities are those that require and are based on 
inter-sectoral actions and are concerned with the social determinants of health, 
whereas disease prevention measures are primarily concentrated on the health-care 
sector.

5.1.2  Forms of Disease Prevention

As health, well-being and healthy lifestyle are discussed in the previous chapters 
dealing with ageing and healthy ageing, this section focuses on disease prevention 
related to older adults.

Chronic diseases (non-communicable diseases), such as heart disease, stroke, 
cancer, chronic respiratory diseases and diabetes, are the leading cause of mortality 
in Europe, representing 77 percent of the total disease burden and 86 percent of all 
deaths. These diseases are linked by common risk factors, underlying determinants 
and opportunities for intervention [2]. Tackling four major risk behaviours—smok-
ing, alcohol abuse, unhealthy diet and sedentary lifestyle—can help prevent many 
chronic diseases. But to be effective, such efforts need to be based on targeted health 
promotion, prevention and early detection. According to the EU commission, it is 
important to involve and integrate all the levels from communities to policy makers 
to address the challenge of chronic diseases. In addition, environmental and social 
determinants play an important role in the development of chronic diseases [6]. 
Primary care has an important role in the prevention of non-communicable diseases 
(see Sect. 5.3). Integrating prevention interventions into primary care is said to be 
one of the major strategies to improve outcomes [2, 7].

Moreover, when older people are concerned in disease prevention, it is important 
to remember that older people are a heterogeneous group of adults. The same health 
and well-being promotion and disease prevention approaches directed to adults are 
often effective as well with older adults [6]. However, because older people are not 
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one homogeneous group, often more individualized approaches taking into account 
the older people’ s needs are necessary [8]. With older people, it is important that 
health and well-being promotion and disease prevention programmes also take into 
account supporting the older people’s functional ability and quality of life. Interventions 
that create supportive environments and foster healthy choices are important at all 
stages of life. Furthermore, with older people, specific programmes to prevent, for 
example, frailty and falls as well as social isolation are important [6, 9, 10].

Indeed, it is important to adapt interventions to individuals and their levels of 
capacity. When ageing, many individuals will experience periods of high and stable 
capacity, declining capacity and a significant loss of capacity. Each of these three 
periods requires different interventions in order to response to each individual’s 
needs. However, though age increases the risk of many chronic conditions, the pres-
ence of a disease in older age does not mean that the older adults could not feel to 
be fit and healthy; they may experience high levels of well-being despite the pres-
ence of one or more diseases and disability and frailty [8, 10].

Disease prevention strategies and approaches can be defined and categorized in 
many different ways. Here we discuss preventive approaches in older people’s ser-
vices presented by Allen and Glasby [1]. One of the main sources in their commen-
tary was a European Union (EU) review of prevention and long-term care in older 
people’s services across 14 European countries (known as Interlinks—see http://
interlinks.euro.centre.org/project) thus representing a European viewpoint though 
using a national perspective of England. Consequently, ten preventive approaches in 
older people’s services will be discussed. These approaches are the following: pro-
moting healthy lifestyles, vaccination, screening, falls prevention, housing adapta-
tions and practical support, telecare and technology, intermediate care, reablement, 
partnership working between health and social care and personalization.

5.1.2.1  Promoting Healthy Lifestyles
The promotion of older people’s health and well-being includes physical activity, 
diet, substance consumption and social engagement. Social and health-care profes-
sionals, in their respective roles, may act as health and well-being advocates for 
older persons by helping and supporting them to maintain and improve physical, 
psychological and social well-being through education and promotion of health 
behaviours. Because most of the diseases in older age are due to non-communicable 
diseases, risk factors for these conditions are important targets in promoting healthy 
lifestyle. Approaches and interventions to reduce the burden of disability and mor-
tality in older age by enabling healthy behaviours and controlling metabolic risk 
factors should continue throughout the person’s life [1, 2].

5.1.2.2  Vaccination
Older people may be at increased risk of serious illness or death resulting from cer-
tain common infections because the immune function decreases with age, leading to 
more severe and more frequent infections. Moreover, older people may have not 
received immunizations in younger years, and some newer vaccines may not have 
been available to them when they were children. Consequently, the best way of 
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protecting older people from serious infections is to be vaccinated against them. 
Three common but potentially dangerous diseases that older people should be vac-
cinated against are influenza, pneumococcal disease and shingles (herpes zoster). In 
addition, boosters may also be recommended for immunity that decreases rapidly 
with age. The most important of these are boosters against tetanus and diphtheria, 
and these are also recommended for older people in many countries [1].

Because these above-mentioned diseases pose particular health risks to older 
people in terms of the high risk of developing serious complications, it is very 
important that health professionals make an effort to inform and educate older peo-
ple of the need to protect themselves against certain diseases, such as influenza, 
pneumococcal pneumonia and tetanus [1]. Also in vaccination programmes of dif-
ferent European countries, the same principles as in recent social and health care in 
general should be emphasized, such as life-course approach involving older popula-
tion as well as empowerment of people enabling them, for example, to have access 
and be aware of the benefits of vaccination [11].

5.1.2.3  Screening
Screening is the systematic application of a test to identify individuals at risk of a 
specific disease. Medical screening and screening programmes can allow early 
diagnosis and intervention and thus prevent disability and death as well as improve 
quality of life. There are screening tests available for some chronic diseases [7]. 
Examples of testing are breast screening, cervical screening, screening for depres-
sion, functional testing and sensory testing. Screening includes also ethical ques-
tions related to, for example, in what age the costs and harms outweigh the benefits 
[1]. There is evidence that in the primary care, screening for specific conditions can 
be a potentially useful tool in identifying those in need of interventions to promote 
health and well-being or prevent disease [7].

5.1.2.4  Fall Prevention
Falls increase with age-related biological change, and they are prominent among the 
external causes of unintentional injury among older population (see Sect. 3.2). The 
serious physical injuries often sustained in falls can lead to associated decline in 
confidence and mental health as well as further physical complications and thus for 
decline in quality of life [12, 13]. The frequency of falls increases with age and 
frailty level. Falls and consequent injuries are major public health problems that 
often require medical attention. Falls occur as a result of a complex interaction of 
risk factors. The main risk factors reflect the multitude of health determinants that 
directly or indirectly affect well-being. Those are categorized into four categories 
[13]: biological, behavioural, environmental and socioeconomic factors.

Part of biological factors, for example, age, gender and race are non-modifiable. 
Biological factors are also associated with changes due to ageing such as the 
decline of physical, cognitive and affective capacities and the comorbidity associ-
ated with chronic illnesses. Instead, behavioural risk factors are at least partly 
modifiable as they are related to behaviour, emotions or daily choices. An example 

I. Mikkonen et al.



107

of these is excess alcohol use. Environmental factors as cause of falling take place 
as the interplay of older person’s physical conditions and the surrounding environ-
ment. These can happen both at home and public environment because of, for 
example, poor environment design, slippery floors or poor lightning. The fourth 
risk factors are socioeconomic which are related to social conditions and economic 
status of older population as well as the capacity of the community. These are such 
as low income, inadequate housing as well as limited access to health and social 
care [13].

As the reasons for older people’s falls are often related to behaviour or environ-
ment, consequently, protective factors for older people’s falls are related to behav-
ioural change and environmental modification. The research suggests that a key 
factor to avoid falls is healthy lifestyle. The similar factors as discussed in health 
promotion are non-smoking, moderate alcohol consumption, normal weight as well 
as physical and social activity [13]. When investigating older people’s motivation to 
participate in fall prevention interventions, Dickinson and colleagues found that 
motivating factors were personal invitation and discussion with the older adult as 
well as mass media campaigns [12].

5.1.2.5  Housing Adaptations and Practical Support
Appropriate and safe housing is a key aspect of a community’s built environment. It 
can have an enormous impact on such aspects of daily life as mobility and safety 
(from crime and injury). Housing is also inextricably linked to other domains. For 
example, if housing is adequate and affordable, and allows for older population to 
age in place, there may be lower needs for some community support services [1].

Many older people in European countries prefer to live independently and stay in 
control of their lives for as long as possible. However, often ageing causes increas-
ingly challenges and problems in health. Consequently, older adults require care 
and services at home. Developing services and access to funding for improvements 
to older people’s homes has scope to promote autonomy, prevent illness and reduce 
demands on both families and formal services. As people age, some will want to 
stay at home, while others will want to move. Some will prefer to live with people 
of a similar age, while others will seek mixed age communities. The design and 
modification of housing and transport systems as well as assistive technologies in 
the home and more widely are very important in supporting the older people’s safe 
housing. Regional, municipal and local government are key partners here, since 
they are usually responsible for these services on the ground [14]. These issues are 
discussed more in detail in the other sections of this chapter (Sects. 5.2, 5.3 and 5.4).

5.1.2.6  Telecare and Technology
There is growing exploration of the potential role of assistive technology in preven-
tive approaches for older people. Technological innovation offers many ways of 
improving the quality of life and of mitigating some of the risks, and costs, of age-
ing [1, 15]. Technological trends related to older people care and services will be 
discussed later in detail (see Sect. 5.5).
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5.1.2.7  Intermediate Care
According to Melis and colleagues (2004), there is no clear, agreed definition for 
intermediate care [16]. However, in this context, intermediate care describes ser-
vices that are targeted at people who would otherwise face unnecessarily prolonged 
hospital stays or inappropriate admission to inpatient care or long-term care. 
Intermediate care services are provided on the basis of a comprehensive assessment, 
resulting in a structured individual care plan. These services have a planned out-
come of maximizing independence and typically enabling clients to continue their 
lives at home. These services have a planned time period. Typically they involve 
cross-professional working, with a single assessment framework, single profes-
sional records and shared protocols [1]. These services are discussed more in other 
sections of this chapter (see Sects. 5.2, 5.3 and 5.4).

5.1.2.8  Reablement
Nowadays, in many European countries, there is a tendency to remodel home care 
services on a reablement basis (restorative focus), providing more intensive care 
and rehabilitative services for a short period of time with a view to reducing support 
as skills and confidence increase [1, 17]. This model completes or even replaces a 
conventional home care. A used concept of these kinds of services varies in different 
countries and regions (reablement, restorative home care, home rehabilitation). 
Anyway, reablement means learning or relearning the day-to-day skills needed to 
encourage an older person’s self-confidence and support independence. Similarly, 
as the concept varies in different countries, there are different kinds of approaches 
and models in organizing these kinds of services. Reablement services may have 
developed out of traditional home care services or from hospital discharge or inter-
mediate care schemes. In many cases these services are provided to older people 
who have just been discharged from hospital or otherwise need more support for 
living at home. Care and services are often delivered by multi-professional service 
and care teams [1]. Read more about these in the next section of this chapter (see 
Sect. 5.2).

5.1.2.9  Partnership Working Between Health and Social Care
In many European countries, there has currently been and is a tendency to intensify 
collaboration within health-care and social services. By working more closely 
together, it is argued health and social care partners could invest their respective 
resources more effectively and provide an earlier and more holistic response to 
need—which might prove successful in supporting people longer at home and pre-
vent or delay admission to costly acute/residential care [1]. This approach is empha-
sized throughout this book when discussing older people care and services from 
different viewpoints [see in Chap. 9 “Case-Management” and in Chap. 10 
“Care-Management”].

5.1.2.10  Personalization
By fully tailoring services to individual needs and circumstances, it is argued that 
there is scope to provide more innovative, higher-quality and better-organized sup-
port—potentially preventing or delaying future crises in people’s health or social 
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situations. One objective of public policy is to enable older people to take greater 
control of their own lives and increase their engagement in economic, civic and social 
activity across the extending lifespan [1]. The viewpoint of personalizing care and 
services of older people is one point throughout this book—the related concepts are, 
for example, person-/client-/older person-centred care and services, individual needs 
for care and services and independence of older people. The idea behind all these 
concepts is the idea that the care and services have to be based on assessing each older 
person’s individual needs. In addition, older people should be involved in decision-
making concerning their lives. Consequently, collaboration with older people them-
selves is emphasized. Related to this view, the following concepts and approaches are 
used in this book in its different sections: placing the older person in the centre of care 
and services; provision of older person-centred, integrated and individualized care 
(see Sect. 5.2); and the ‘emancipation’ of the older people as genuine codesigners 
(see Sect. 5.6).

As this short review of preventive approaches indicates, it is important for social 
and health-care professionals to be familiar with different kinds of preventive 
approaches in order to be able to support older people’s health, functional capacity 
and independency in different social and health-care settings.

5.2  Independent Living and Support and Care at Home

Most of older people are healthy and living in their own homes in a familiar envi-
ronment [18]. Moreover, independent living at home is emphasized to be the main 
wish among older people as well with societies whose aim is to support this, for 
example, by planning and realizing support programmes. Based on statistics, the 
majority of older people (65 or over) lives alone (31.1%) or as a couple (48.3%). In 
the year 2009, approximately nine of ten people aged 65 and over in France, the 
United Kingdom, Germany and Finland lived independently in their own homes, 
whereas in the Netherlands, the percentage among home-living older people was 
even 95 percent. By contrast, this share was especially low in Spain, Portugal, 
Estonia and Cyprus. In these countries, older people more often lived in common 
households together with their children, while in Europe, this only concerns to 4.6 
percent of all of older people [19]. It seems that the willingness to leave familiar 
surroundings declines in old age. The most significant factors which influence 
changes are, for example, changes in marital status, too large house to take care of 
or declining abilities [20].

5.2.1  Independent Living

Independent living at home can be enabled by using functional and social abilities 
[20, 21]. These abilities have been found to support independent living. Functional 
ability is defined in terms to perform activities of daily living (ADL). These abilities 
are also linked to comprehensive health but also strongly to everyday activities such 
as shopping and household chores. Functional abilities as well as health can be 
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assessed both objectively and subjectively. Health can be observed from the per-
spective of complete physical, mental and social well-being as was already dis-
cussed in the previous chapter (see Sect. 4.1). Objective assessment of health can be 
evaluated. When health is evaluated by using objective assessment, it mostly 
includes evaluation of chronic diseases, medication use, malnutrition, vision, cogni-
tive status, physical activity, smoking and alcohol use and measurement of blood 
pressure. Subjective health, instead, is often considered more as an emotional view. 
Although objective health and ability to manage activities of daily living can weaken 
as an individual becomes older, subjective health can stay at good level for longer.

Social abilities such as relationships with family members, relatives and friends 
support older people’s psychological well-being and life satisfaction and in manag-
ing their daily chores [22]. In addition, participating in social activities with other 
people increases well-being [23] and quality of life [24]. Independent living at home 
can be achieved by using older peoples’ individual resources. Moreover, indepen-
dent living is also associated with living circumstances and social environment. 
Individual resources are a significant part to maintain older peoples’ well-being and 
to achieve individual goals [25]. Social environment and meaningful relationships 
with family members and friends may be a significant resource which may support 
older people’s life satisfaction and their ability to deal with daily activities [24]. In 
some cases, social relationships can weaken the older people’s capability of living 
at home, for example, in the case of caregiver taking care of a spouse with a memory 
disorder. Caring for a spouse with a memory disorder has many influences on care-
givers’ overall well-being, such as stress and even depression [26].

Some factors can be mentioned that can threaten independent living of older 
people. These factors can cause the situation where the own home is no longer a safe 
place for the older people. Declining functional abilities and health, or experience 
of it, can lead to difficulties to manage everyday activities. These difficulties are 
considered as the main reason why independent living can come under threat. For 
example, chronic diseases, especially cardiovascular diseases, diabetes and cogni-
tive disorder, such as dementia, can weaken the ability to manage everyday activi-
ties and therefore threaten independent living. Furthermore, some situations such as 
loneliness, isolation and insecurity as well as falls and malnutrition can also threaten 
independent living [27].

It is evident that there are both individual and cultural differences that influence 
older peoples’ independent living at home. Probably there are even more different 
factors that can threaten independent living than those mentioned above. Therefore, 
it is significant that identification of influencing factors is continuous because it 
enables proper allocation of health-care and social services targeted to the older 
people [28].

5.2.2  Homecare Services

Recently, social and health-care services are under economic pressure due to the 
demographic change caused by the increasing number of older people. In old age, 
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reduction in physical abilities can lead to loss of independence and the need for 
institutional care which is often costlier than home care [29]. Therefore, growing 
attention has been given to changing the care of older people from institutional to 
home care. In addition, in many countries, there is also a legislative responsibility to 
supply home care services consisting of support for older clients at home. These 
trends challenge health and social services to respond to expectations and require 
comprehensive care and service planning and daily care targeted at the multidimen-
sional needs of individual clients [30, 31].

Older people are becoming older, and therefore the risk of diseases with loss of 
different abilities is increasing [20, 21]. The effects of ageing on the need for health 
and social services depend on the loss of abilities of older people. They mostly use 
the same social and health-care services as other age groups; however, there are 
some services that are headed at older people. In Europe, home care services consist 
of variety models, such as municipal home care services, the private and third sector 
as well as informal care. Private care and services are growing in several countries, 
such as Ireland, Finland, Sweden and England. Home care services are mostly orga-
nized by integrating services realized by case managers which coordinate the ser-
vices, i.e. in England, Iceland, Sweden, Italy and Finland. In addition, other ways to 
organize services are through integrated care teams (e.g. Norway), integrated care 
trusts (e.g. the United Kingdom), residential homes and some domiciliary support 
services in Portugal and Denmark as well as in some Swedish municipalities. 
Nevertheless, how the home care services are organized, services consist of regular 
home visits, and the content of services are counselling and support for self-care 
and everyday activities. The contents of daily home visits consist of daily help, such 
as personal and physical care and care based on nursing, for example, taking care of 
medication [32].

Home care services are accomplished in clients’ homes by home care profes-
sionals, such as practical nurses, home care nurses and home care service managers, 
in close collaboration with other social and health-care professionals. The execution 
of home care services is based on legislation and ethics, and it consists of care plan-
ning in collaboration with older people and their relatives and also professionals’ 
practice in daily care. The target of home care services is to provide personal assis-
tance for everyday activities such as hygiene, eating and dressing and nursing treat-
ments such as the administration of drugs and wound care.

The basis of home care services is the individual care and service plan which is 
produced and documented for all home care clients in agreement with them. The 
plan has to include the individual description of care and services to each client 
according to the client’s needs in order to support older clients’ living at home as 
long as possible. Also, the goals of clients’ care and services, planned daily care and 
evaluations of clients’ situations have to be documented. The planning of care and 
service plan is the first phase of initiative care relationship. Home care professionals 
in collaboration with clients and, if needed their relatives, make assessments, deci-
sions and goals and decide interventions by implementing care and services. It is 
important for home care professionals to notice that clients are experts on their own 
lives, they have self-determination and they bring their own expertise to the care 
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planning. Older clients’ ability to influence on care planning and decisions of their 
care has direct consequences for their successful home care services.

Care planning is based on the assessment of older clients’ functional and social 
abilities, self-care abilities, everyday activities, cognitive status, habits and prefer-
ences, including recognizing quality of life and well-being [30]. The requirement of 
home care services depends on clients’ needs for care and services including daily 
help and support with everyday activities and personal care. This is based on assess-
ment of individual needs for care and how the goals of care and services are to be 
achieved [33]. The form of documentation of care plan includes goals, interventions 
and expected outcomes of the care and service process that are planned and agreed 
upon in collaboration with clients, relatives and professionals [34].

In most European countries, the primary nurse has the main responsibility for 
planning and execution of care which is based on ongoing evaluation of clients’ 
health condition. Furthermore, the primary nurse, as well as other professionals, has 
the responsibility to encourage and promote clients to play an active role in their 
own care and services, thus helping them to maintain their independence within the 
home and community [35].

Clients’ care which is accomplished at homes consists of home care profession-
als’ tasks such as assistance for everyday activities and nursing treatments [36]. It is 
significant for clients that individual assistance is based on the client’s needs and 
resources. This kind of working habit will optimize clients’ influence over how the 
care and individual support is arranged. In addition, when receiving assistance, the 
client has the right to decide what the professional should do and when and how it 
should be done. In practice, this means that primary nurses implement daily care in 
collaboration with clients and taking into account all life dimensions that affect 
clients’ health condition, including their ability to function and use of individual 
capacity [37]. This kind of individual care is significant, especially for clients with 
chronic illnesses or disabilities and declining cognitive disability which need reha-
bilitative approach. The confidential relationship and communication between the 
client and the primary nurse support for the maintenance of individuality despite of 
declining cognitive ability with various symptoms [35]. By supporting clients’ 
needs and individual resources, it is possible to enable their living at home by 
respecting their own lifestyle, quality of life and well-being. This kind of individual 
care which takes care of clients’ needs increases clients’ trust and satisfaction with 
home care services [38].

Demanding work at home care services requires that home care professionals 
possess skills to provide care and support which take into account the complexity of 
clients’ numerous challenges. Therefore, home care professionals who work with 
older clients with complex needs have to be experts in planning and implementing 
care that supports the highest quality of care to clients [21, 35]. A respectful rela-
tionship between older client and primary nurse is related to reciprocal confidence. 
This kind of relationship is based on action where the primary nurses take into 
account older clients’ autonomy and respect the various ways how clients live in 
their own homes. Older clients’ confidence in home care professionals and espe-
cially in the primary nurse increases when professionals focus on clients’ opinions 
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and perceive their needs in care planning as well as in daily care. This kind of 
respectful relationship between client and primary nurse is sensitive and based on 
the ethical perspective where the clients have their own equal authority and own 
values. However, in daily care, it might be a challenge for home care professionals 
to recognize and take clients’ resources into account and support them in daily 
activities [24].

5.2.3  Technical Support

In addition to ‘traditional’ care, it is possible to support older people’s independent 
living at home by using different technological solutions. As technology advances, 
many of these solutions can utilize informatics applications that promote well-being 
and enable monitoring in home. Technology-based home care refers to the use of 
ICTs to monitor well-being and to provide a secure home environment. Sensor tech-
nology is one solution which is used by measuring the physical environment as well 
as monitoring older people at home. The sensor technology makes it possible, for 
example, to communicate with one another and measure the amount of light, tem-
perature and movement in the environment. For example, the use of furniture, such 
as beds, toilets, chairs and sofas, can be monitored using pressure sensors. Older 
peoples’ activity can be monitored by using motion sensors attached to interior ceil-
ings, wearable technology and video cameras [39].

In addition to sensor technology, robots have been developed to assist older peo-
ple to stay healthy and safe in their own homes. These kinds of assistive social 
robots such as pets can be used for older people who feel themselves lonesome. In 
addition to providing companionship, robots can support independent living by 
assisting daily activities (eating, bathing and getting dressed) and mobility and pro-
viding domestic aid. Thus, robots can be used as medication reminder. There are 
also many functional apps such as smartphone and tablet apps that can improve 
older people’s independent living at home. These apps can be used, for example, to 
enhance mental health, track health records and medications and follow individuals’ 
sleep [39, 40]. For home care providers, the robots and smart home applications 
provide information about the current status of the daily activities of the older peo-
ple. Measuring daily activities provide home care professionals with objective and 
regular information that could be used in better assessing the condition of the older 
people [39].

From the perspective of ethics, older people’s care at home has to be organized 
and realized according to the following ethical principles. Moreover, clients have 
the right to be respected as the baseline for their care is the clients’ best taking into 
account clients’ autonomy. This refers to the clients’ rights of self-determination in 
the context of deciding their available care and services. In addition, autonomy is 
related to dignity and is a remarkable aspect of ethical conversation in older peo-
ples’ care. According to the principle of autonomy, all older people should have the 
right to take a stand on their own care in collaboration with home care professionals 
based on their individual values. For older people, possibility to express their own 
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opinions and having home care professionals show consideration are prerequisites 
for accomplishing independence [41].

In summary, quality of care consists of individually planned services and indi-
vidually delivered daily care. Client-based assessment and care planning which are 
based on client-centred approach confirm the promotion of autonomy and indepen-
dence. In practice, it can be observed from the perspective of clients which means 
that even the ability to make quite small decisions about their daily lives can have a 
significant impact on their autonomy. The care and services of home care based on 
this approach require a process in which home care professionals assess and coordi-
nate care and services in continuous collaborations with their clients [29].

5.3  Trends and Developments in Community Care

Health and social care services need to adjust in the contemporary circumstances. 
These include timely plans for changing health and social care delivery according to 
population changes. Not only the proportion of older people in general is growing, 
but also there are increasing proportions of the older and oldest old, who also con-
tinue living in the community and are in need of greater support because of their 
complex health and social care needs.

In 2007, the World Health Organization (WHO) published Global Age-Friendly 
Cities: A Guide [42]. In this guide, eight aspects of community life concerning older 
adults are identified: outdoor spaces and public buildings, transportation, housing, 
social participation, respect and social inclusion, civic participation and employ-
ment, communication and information and community support and health services. 
Kofi Annan, the former Secretary General of the United Nations declares: ‘A society 
for all ages is multigenerational. It is not fragmented, with youths, adults and older 
persons going their separate ways. Rather, it is age-inclusive, with different genera-
tions recognizing—and acting upon—their community of interest’ [43].

An example of government policy following this general human need for inclu-
sion is the decentralization in the social domain, implemented in 2015  in the 
Netherlands. The transition is based on the idea that individuals and clients should 
be more self-reliant and arrange things themselves to a greater degree and that 
municipalities, care and welfare organizations and informal and formal carers 
should have a different role [44]. The transformation is accompanied by the shared 
awareness that future-proof care and assistance require individuals and clients to 
take an active role and health and social care professionals to take a supportive and 
complementary role.

Countries utilize different approaches to organize health and social care services, 
but nowadays it is accepted that these services should be organized within the com-
munity setting so that older people continue living in the environment they used to. 
Although community care is not a novelty, it is the focus in contemporary discus-
sions on how the best possible care could be organized. WHO report on Ageing and 
Health [45] points out the necessity for organizing health and social care services as 
close to the place older people live as possible, services such as primary health care 
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and social care that will provide holistic care in collaboration with the older people 
themselves. Especially today that there is a tendency to provide more cost-effective 
services, community care seems to be the right solution. These services should take 
into account the specific cultural, social and economic circumstances of the country, 
so that they are acceptable by older people but also their social environment and 
health and social care professionals.

Community care services in most countries are funded by public money, either 
through taxation or social security funds, depending on the model generally used. 
There are also services organized by the voluntary sector, including religious orga-
nizations, but also private organizations. Access to the services should be driven by 
equity for all older people regardless of the model used. In addition to that, there is 
a tendency that the family is expected to assume a central role in helping keep and 
support older people within the community setting. The family’s role is stronger in 
some countries than others; for example, in Europe, in the Mediterranean coun-
tries, traditionally the family assumes a greater involvement in the care of older 
people than in northern European countries. Anyhow, living at home requires a 
certain level of self-care; if that is not the case, then older people need to be sup-
ported in order to achieve independent living. This could take the form of living in 
their own home with either family or external support or assisted living premises, 
if this form of housing arrangement exists. Both forms entail that services are 
arranged in such a way that they are able to respond at different levels of care 
needs.

Community health and social care services aim at maintaining independence of 
older people, preventing health risks, promoting well-being and safeguarding self- 
care, as well as supporting social networking. It is, however, important to note here 
that community care should be organized in such a manner so that older people and 
their families have access at the level of care they need; otherwise those in most 
need may get the least of services resulting in inequalities. There are different ways 
of organizing community care; some countries use them all, others not. Examples of 
these are help at home, day care and primary health care.

Help at home is organized according to the specific needs of the older people in 
order to support them to continue living in their own home. This form of care can 
support the older person or the family to manage activities of daily living indepen-
dently. Help at home is not equivalent with home health/nursing care (see Sect. 5.2); 
it refers to services that support the older person—and/or the family—to carry on 
with self-care and or independent living, such as:

• Help with housekeeping and shopping
• Assistance with personal hygiene
• Meals on wheels
• Transportation to and from health and social care services
• Relieving the family caregiver from the burden of continues care

Day care is another form of helping older people to carry on living in their own 
environment and at the same time being active. In this type of service, older people 

5 Trends and Developments in Health-Care and Social Services



116

have the opportunity to be involved in activities outside their home and also social-
ize with their peers. There are different forms of day care:

• It could be just a community setting where older people can meet with others and 
socialize and participate in activities that help them to continue feeling useful 
form themselves such as exercise, occupational therapy, etc.

• Another form is the place where older people—in addition to social activities—
can also get basic health-care services, such as preventive services, health educa-
tion, chronic problems management, patient education activities and 
physiotherapy, if they need them [46].

• Intergenerational activities could also be organized through day care, and such 
activities have the power not only to keep older people active but also provide the 
younger generations with a positive image of ageing, because they are having the 
opportunity to be in contact with the older people who are and feel useful. For 
example, older people can visit a nursery school to read for children, play with 
them traditional games or cook together traditional recipes.

Primary health care (PHC) is the most common form of community health care. 
In most countries, PHC includes basic health-care services, chronic diseases man-
agement, promotion of self-care and preventive services including immunizations 
and health promotion [47, 48].

Contemporary PHC, in the light of a society that ages, should place the older 
person is the centre of care. This approach takes into account the perspective of the 
older person and their family/caregiver and tailors the provided services to their 
needs. Such an approach is certain that it will be of better quality but also cost- 
effective as the services provided are not the same for everybody; some will need 
more, others less. This form of PHC—older person-centred care—can also be inte-
grated and individualized; that means that it is provided by a team of health and 
social care professionals who are collaborating to provide the full range of neces-
sary services as these are required by the specific individual, evaluate them and 
change them as needed [45]. Health literacy—that refers to the individual or group 
ability to acquire and understand information for health, health care and health ser-
vices, so that they can use it in their everyday life and be able to act for the mainte-
nance and promotion of their health [49]—of both the older person and their family/
caregiver is essential in order to be able to participate in their care effectively and 
efficiently. Health literacy is instrumental for the involvement of the older person 
and their family/caregiver in their care, and the PHC team must ensure that they 
provide the necessary support.

In addition to the provision of older person-centred, integrated and individual-
ized care within the framework of PHC, the PHC team has a duty to offer the oppor-
tunity to everyone to receive the appropriate services. It is their responsibility to 
locate and include all individuals or groups of older people that are in need of care 
but do not seek it by themselves; this can be achieved by employing community 
resources as well as working in partnership with other health and social care 
services.
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Patient education occupy a special part in the community care; it includes educa-
tion of the individual older person to improve his/her self-care but also promote 
self-management for chronic conditions, as older people have to live with these 
problems for the most part of their lives. It is very important to make it available to 
anyone that needs it as it can help them to avoid unnecessary hospital visits and 
hospitalizations or lead them to long-term care.

Health promotion interventions for all ages including older people are mainly 
organized within the community setting. Most health promotion interventions aim 
at the groups that have a high functional ability, but there are also interventions 
designed for older people with restricted abilities, even frail older people. Although 
there is no hard evidence that all kinds of health promotion interventions are of 
value in promoting health of older individuals, it is certain that these improve qual-
ity of life because they engage older people in group activities which are valuable 
for the promotion of psychosocial health [50].

Taking into account the older person who lives in the community with various 
health-care needs and is being cared for by different professionals and services, it is 
of paramount importance that there is collaboration among them. There is also a 
need for collaboration between services/professionals and the older person and his/
her family in order that the services are appropriate and holistic. If this fails, then the 
results would be either gaps in the care needed or duplication of services that may 
cause, in addition to being ineffective and costly, additional problems to the older 
person [45].

Community care has also an important role to play in social support of the older 
person as it has been found that social support positively influences all aspects of 
health and quality of life. It is therefore very important that one aspect of commu-
nity care should focus on how the older person continues living within a social 
environment that supports social relationships. Older people are also able to contrib-
ute by supporting others, either within day care or in older people’s homes. Such 
volunteering activities organized for and with older people provide a safety net for 
both groups of older people, those offering social support and those receiving it.

Volunteering activities that older people participate within the community should 
not to be limited among older people themselves. Older people can remain active 
and offer their valuable knowledge and skills in various settings, such nursery care. 
They can also use their knowledge and abilities to train others in useful skills [47]. 
Community care can help organize such activities with the participation of older 
people, following a detailed assessment of the existing needs.

In order to achieve successful community care, there should be an inter- 
professional team that collaborates within and with older people so that their needs 
are met fully. The team should use a comprehensive assessment that is holistic and 
collaborative. In order to achieve this, health and social care professionals need to 
be trained not only in relation to their expert knowledge for providing their services 
but also in skills necessary for approaching the older person, recognizing his/her 
special circumstances and communicating with and engaging him/her in his/her 
care [51]. Moreover, community care should be accessible to all according to their 
needs, funded in such a way to ensure equity and coordinated in order to avoid 
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duplication and waste of scarce resources. If such community services are provided, 
the older person would be satisfied, and the professional/team would be motivated, 
while the final result would be high-quality cost-effective service.

5.4  Trends and Developments in Long-Term Care

As was discussed before in this chapter, most of older people want to stay at home 
as long as possible and remain active in the community, living in so-called age- 
friendly or senior-friendly communities. We have agreed that it is important to find 
solutions to handle the increase of older people in need of care and assistance and 
the decrease of professionals supporting them. Worldwide there is a need for social 
and health-care systems making optimal use of the available resources [52].

The consequence of this striving for age-friendly communities is that today a 
shrinking percentage of older people in Europe live in long-term care institutions. 
Nowadays the general opinion is that long-term care has to be person centred and 
should fit the individual. In most European countries, the number of nursing and old 
people’s home beds is increasing, however, not as fast as the number of older people 
[53]. Most of older people live at home. When problems in daily functioning arise, 
first the informal network (family, friends and volunteers) is being called upon. 
When this is not sufficient anymore, professional home care is added to the informal 
care. When these two systems can’t offer the increasing care needed, then admission 
in an institution is considered as the final option. This is congruent with the policy 
of the government. Only when living independently at home is no longer possible 
due to decreasing physical or cognitive functioning, admission in a residential or 
nursing home is considered.

Therefore the care needs of those who move into a residential care setting are 
more complex than they were a few years ago. The expectation is that, if present 
policy continues, the care needs of nursing and care home residents are set to 
increase further and that residential care homes will no longer exist in the coming 
few years. Nursing homes subsequently develop into care organizations for older 
people with complex care needs and severe disabilities. This appears to be a world-
wide phenomenon [54] recognized by all nations and cultures, leaving nursing 
home care as the last resort [55]. As a result, worldwide, a variety of different hous-
ing and community-based care-delivery programmes have been developed that pro-
vide alternative options to traditional nursing home care.

A recent published Dutch study [56] revealed that “in 2015, there were approxi-
mately 117,000 older people living in nursing or care homes in the Netherlands. The 
majority (over 60%) were women aged 80 years or older. Four out of five residents 
have severe physical constraints. Most residents (85%) face multiple functional 
problems, comorbidity. Almost 75% of the residents have memory complaints. A 
quarter of the residents has pain complaints, and also a quarter of the residents regu-
larly have problems sleeping. Almost all residents use medicines (94%). Most nurs-
ing home residents receive help from their informal network on a regular basis. In 
most cases (75%) one of the children provides help on a weekly basis with things 
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like administration, transport, shopping and washing. Forty percent of the residents 
are helped by a volunteer for trips out and at mealtimes (daily). Friends also offer 
help mainly during trips out, but this help is much less frequent.”

5.4.1  Developments in Nursing Care for Older Persons Living 
in Long-Term Care Facilities

Capezuti and Hamers [57] conclude in their systematic review focusing on the 
improvement of the nursing care of older adults that ‘current practices and systems 
of care have yet to let go of traditional provider centred paradigms to allow patients 
and families to express their care needs and priorities’. In caring for older people in 
long-term care facilities (nursing homes and care homes), resilience, self- 
management and functioning are core principles [58] besides advanced care plan-
ning, healthy ageing, well-being, adaptation and coping with the consequences of 
disease, dialogue and empathic, person-centred care not only focusing on the patient 
but also on the family. It is all about person–family-centred care. Together they form 
a unit of care [57]. Besides all these care characteristics, nursing home care should 
not only concern the quality of life but also the quality of dying (fitting the needs, 
hopes and aspiration of residents), because nursing homes are increasingly the place 
where people are dying.

In 2017, a new quality standard for Dutch nursing home care was published 
operationalizing these core principles [59]. The quality framework describes what 
residents and their relatives may expect from nursing home care. Furthermore, the 
quality framework describes the consequences of these standards for care organiza-
tions and care professionals. A principle of the quality framework for Dutch nursing 
home care is the importance of the care professional in obtaining quality of care. 
Professional craftsmanship serves as basis for professional quality.

For care professionals working in nursing homes, the increase of residents with 
heavy care demands means that their work becomes more complex and that they 
must have a great deal of knowledge and skills in the area of geriatric disease and 
how to deal with it. They need to have somatic as well as psychogeriatric knowl-
edge. The challenge for the care personnel is to help the nursing home residents in 
fulfilling their needs, including end of life care. End of life care reduces stress, anxi-
ety and depression of family members and increases the residents’ satisfaction with 
care. However nursing home staff often fails to recognize actual residents’ end-of- 
life preferences according to Mignani et al. [60].

Boersma [61] describes that besides personal and meaningful contact with other 
human beings, pleasant daytime activities, company, adequate support when feeling 
distressed and preservation of self-esteem are relevant to the quality of life of people 
with dementia. Finnema et al. [62] relate the adaptive tasks people with dementia 
are confronted with when admitted to a nursing home to emotion-oriented care. The 
integrated emotion-oriented care approach strives for an application of (suitable ele-
ments from) emotion-oriented approaches, such as validation, sensory stimulation 
and music therapy, integrated in the daily care (Table  5.1). Integrated 
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emotion- oriented care is defined as ‘the integrated application of emotion oriented 
approaches and communicative skills, customized to the individual person with 
dementia, taking into account his needs and physical and mental disabilities, for the 
purpose of offering feelings of security and trust to the person with dementia and 
helping him to adjust to the consequences of his illness [63, 64]’.

Kitwood [65] developed in the 1990s a person-centred care from the view that 
our frame of reference should no longer be person with dementia, but person with 
dementia. He has the opinion that the behaviour of persons with dementia is strongly 
influenced by the social environment surrounding the person with dementia. The 
idea behind person-centred care is that it has a positive influence on the quality of 
life of people with dementia.

Summarizing, we can state that different psychosocial and person-centred 
approaches have been developed in the last decades, for example, validation, remi-
niscence, multisensory stimulation, movement activity and music therapy. Beerens 
et al. [66] conclude in their systematic review that currently there is no convincing 
evidence about which factors are associated with quality of life of people with 
dementia living in long-term care facilities. In addition Finnema et al. [62] say “(…) 
that nowadays there are no standard prescriptions for the way caregivers should 
communicate with people with dementia. In every situation, it is necessary to tune 
into the unique personality of the person with dementia, his particular personality, 
his situation, his life history, his needs and his way of coping with the disease.” ‘The 
most important question for the caregiver is not whether a particular method was 
applied as described, but whether there was a situation or a moment of mutual 
understanding and contact [67]’. The challenge for care professionals is to choose 
which care approach best fits the individual nursing home resident.

Table 5.1 Integrated emotion-oriented care in relation to adaptive tasks [62]

Adaptive task Integrated emotion-oriented care
Coping with own invalidity Help the person with dementia to cope with the constraints. 

Support him and encourage him to do the things he still can
Developing an adequate care 
relationship with the staff

Behave empathetic and make use of knowledge of the life 
history of the person with dementia. Accept the resident as the 
person he was and is today

Maintaining an emotional 
balance

Respect emotions and confirm or weak them off. Offer pleasant 
sensory stimuli (music, good food, etc.)

Maintaining a positive 
self-image

Promote the dignity of the person with dementia to let him 
remember positive events and encourage him to do activities 
that he can

Preparing for an uncertain 
future

Show understanding for the feelings of the person with 
dementia about present and future and offer activities that make 
it here and now makes sense

Coping with the nursing 
home environment

Let the person with dementia feel at home and continue to 
maintain his habits to prevent hospitalization. Involve the 
person with dementia in recreational activities

Developing and maintaining 
social relationships

Match the needs of individual contacts and encourage the 
person with dementia to fulfil several social roles
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Dewar and Nolan [68] found ‘a positive relation between strong leadership sup-
porting provider-patient therapeutic relationships combined with education in appre-
ciative care conversations positively affects compassionate, relationship- centred 
care’. Liu et al. [69] also concluded that education and positive clinical experiences 
are associated with positive attitudes about older adults. But not only knowledge on 
caring for persons with dementia is needed for health and social care professionals 
working with older people. They also have to know about (chronic) diseases affect-
ing the functioning of persons in daily functioning and activities. The way to look at 
these impairments in a more dynamic way is not with a focus on illness but with a 
focus on functioning. This is also reflected in the definition of positive health formu-
lated by Huber et al. [70]: Health as the ability to adapt and self-manage, in the 
face of the physical, emotional and social challenges of life, as mentioned in Chap. 
4. It stands for a broad view on health, in which health is no longer considered as a 
static condition but rather as the dynamic ability to adapt and to manage one’s own 
well-being [71]. This new health concept in combination with changing care con-
cepts, for example, shared decision-making, person-centred care, integrated care, 
respite care, family care and high-quality standards for long-term care, implicates 
that providing high-quality care to nursing home residents is an impressive task 
force. The changing work environment, as it regards both content and organizational 
aspects, demands a great deal of flexibility and resilience from the professionals.

It is important to start and continue with investing in future and current profes-
sionals in order to give the best possible care to our most frail population, nursing 
home residents.

5.5  End-of-Life Care

5.5.1  End-of-Life Care Legislation in European Countries

Because of the global ageing and increasing of dementia and chronic diseases, the 
need to end-of-life care (EoL Care) or palliative care (PC) is rising in Europe [72]. It 
is evident that there are differences between end-of-life care services and the quality of 
death in different European countries. A great number of European countries do not 
have national palliative care strategy [73]. Woitha and colleagues [74] mapped on the 
year 2015 PC policy and legislation in the WHO European region and found that about 
one-half of EU countries have legislation related to PC. In addition to legislation, PC 
may be mentioned in other national strategies. They state that most often PC is men-
tioned in national cancer strategies due to the history of PC: initially cancer patients 
were the target group. They recommend that it should be considered to include other 
chronic conditions, for example, dementia [74]. As the matter of the fact, the European 
Association for Palliative Care (EAPC Onlus) has defined palliative care in dementia 
and described the key domains of it. Many of these recommendations are similar as 
emphasized in older people’s care and support in general: patient- and family-centred 
care, good communication and including patient and family in decision-making, holis-
tic approach and optimal care of symptoms as well as educated personnel [75].
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5.5.2  Definition of End-of-Life Care

Moreover, concepts related to the end-of-life care vary, and there is no agreed defini-
tion of end-of-life care. The most used definition is palliative care definition of WHO 
[76]: ‘An approach that improves the quality of life of patients (adults and children) 
and their families who are facing the problems associated with life- threatening illness, 
through the prevention and relief of suffering by means of early identification and cor-
rect assessment and treatment of pain, and other problems, whether physical, psycho-
social or spiritual’ [76]. In European countries, different kinds of concepts are used. 
Gysels and colleagues [77] in their study found the following terms: end-of-life care, 
palliative care, terminal care, supportive care, advanced care, advanced care planning 
and shared care. The authors also state that often terminal care and palliative care are 
used as synonyms taking not into account the difference. When Gysels and colleagues 
[77] analysed the concepts used, they concluded that the most problematic in defining 
are the specification of time frames as well as boundaries between cure and care. They 
state that it would be important to develop a shared language for end-of-life care in 
order to find its ethical basis and specificity [77].

5.5.3  End-of-Life Care Facilities

In addition to different regulations and definitions, PC is managed in different facili-
ties, for example, in terminally ill patients’ homes, hospital wards or in-patient hos-
pice settings. It can also be provided by general medical and surgical services, 
residential and nursing homes or by acute oncology or acute care settings [78–81]. 
There are also mobile palliative care teams operating from hospitals as well as pri-
mary care teams (physician, nurses, psychologists and social workers) in many 
countries [82]. PC services can vary in non-urban areas compared with an urban 
environment. PC is multidisciplinary teamwork between social and health-care pro-
fessionals. Volunteers have a pertinent role in it, though their involvement across 
health care may vary between countries. It seems that in the United Kingdom, 
Belgium, the Netherlands and Sweden exist the most relevant PC services and the 
best capacity development. It is also supposed that in the United Kingdom, 
Luxembourg and Belgium, the number of palliative care wards and hospices and 
support and home care teams is high [78–81].

Centeno and colleagues [83] investigated specialized palliative care services 
(home care teams, hospital support teams and inpatient palliative care services) and 
their development on the years 2005–2012 across the World Health Organization 
European Region. They conclude that there has been positive development over the 
years; however, the services of palliative care are still insufficient in many European 
countries to meet the needs of patients [83]. Similarly, WHO in its declaration pub-
lished in 2014 states that in many countries around the world, patients have a limited 
access for palliative care services. The declaration emphasizes the importance of 
palliative care services in primary, community and home-based care. Moreover, it is 
emphasized that palliative care should be included in the continuum of care for 
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people with chronic diseases. It is not only the care in the terminal stage; instead, it 
should be provided alongside potentially curative treatment and consist of holistic 
care including physical, psychosocial and spiritual care [76].

WHO emphasizes that issues that seems to be efficient in palliative care are mul-
tidisciplinary and multi-sectoral approach, taking into account cultural and eco-
nomic setting. Moreover it is important to integrate palliative care services into 
existing social and health-care systems of each country or region. However, the 
emphasis should be on primary health care as well as community- and home-based 
care. The education and training of professionals are important [76].

The culture of care can vary in different health-care settings. Social and health- 
care professionals may have different perceptions of comfort, and the role of the 
family may have a significant influence on patients and families’ experiences of care 
[84]. Core attitude in palliative care is the way in which social and health-care pro-
fessionals perceive themselves and the world and form the base for their thinking 
and actions. It includes personal characteristics such as authenticity, honesty and 
mindfulness. The experience of care becomes apparent in relationships with the 
patient. The competence in PC acquires a high degree of perceptiveness and ability 
to listen and learn from the patient. It is important to listen to the patient’s wishes 
and expectations about the rest of life. Social and health-care professionals must be 
sensitive to the patient’s possible fear of dying and ensure the patient’s safety and 
comfort. They also must seek spirituality and existential issues as important dimen-
sions of PC and pay attention to the patient’s wishes about their own meaningful 
rituals and religious services without forgetting social concerns. It is also pertinent 
to create active communication between professionals, patient and near ones and to 
share information between multi-professional team members [85, 86]. It is impor-
tant to develop the end-of-life care according to the needs of population. Daveson 
and colleagues [73] investigated the opinions related to the end-of-life care of pub-
lic around Europe. According to their research, the public finds it important that 
death and dying are recognized as well as the end-of-life care to be of high quality. 
People also emphasized that it is necessary to improve especially palliative care of 
older people including support of their families [73].

5.5.4  Euthanasia

In spite of the fact that euthanasia is not a part of palliative care, it is discussed here 
briefly because euthanasia and related questions may arise within patients in pallia-
tive care as well as with their families.

In many European countries, there is ongoing discussion related to euthanasia 
and physician-assisted suicide (PAS). This was recognized by the Board of the 
European Association for Palliative Care (EAPC) which published a white paper of 
palliative care on 2015, as well as the International Association for Hospice and 
Palliative Care which (IAHPC) prepared the statement on euthanasia and physician- 
assisted suicide on 2017 [87, 88]. The aim of both associations was to provide 
patients, caregivers and health-care providers evidence-based knowledge of these 
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issues [87, 88]. In the white paper, the EAPC board members discuss the defini-
tions, philosophy and values of palliative care as well as concepts of euthanasia and 
physician-assisted suicide. The similar content is dealt with the statement of IAHPC 
[88]. It is stated that euthanasia and PAS are currently most discussed and also most 
sensitive ethical issues in social and health care in Europe [87, 88]. The EAPC 
board adds that there is no consensus to be achieved in these issues which include 
ethical, moral and medical dilemmas [87]. So, in this brief text, it is neither possible 
to deal profoundly with these issues nor meant to take position. Instead, the aim is 
to emphasize the importance of social and health-care professionals working with 
older people being aware of the ongoing debate and be prepared to discuss these 
sensitive issues if the need arises within older people they encounter in their work. 
It is important to mention here that the EAPC position paper states that euthanasia 
is not a part of palliative care [87].

In the literature, there are different kinds of definitions for euthanasia and 
PAS. EAPC [87] defines euthanasia as follows: ‘A physician (or other person) inten-
tionally ending the life of a person by the administration of drugs, at that person’s 
voluntary and competent request’. Moreover, EAPC’s definition for PAC is: ‘A phy-
sician intentionally helping another person to terminate his or her life by providing 
drugs for self-administration, at that person’s voluntary and competent request’. [87].

In most countries, assisted suicide and euthanasia remain illegal; however, in 
many European countries, there is discussion and debate on legalizing euthanasia or 
assisted suicide. Moreover in Europe, there are three countries where euthanasia is 
legalized [89].

IAHPC emphasizes that an important part of palliative care is to listen carefully 
the patient also if she or he have request for hastened death. According to the authors 
of the IAHPC statement [88], it is rare that these kinds of discussions often really 
include a real request to act accordingly. They emphasize that it is important that 
professionals acknowledge these wishes and understand that these should lead to 
holistic care which include physical, psychological, social and spiritual care. It is of 
great importance for professionals to have a good relationship with the patient in 
order to understand his or her underlying motivations [87, 88].

5.6  The Use of eHealth in the (Self) Care of Older Adults

Other authors in this book have mentioned the demographic developments concern-
ing older people and the increase of care and support this implies (see Chaps. 2 and 
3). Further, senior health consumers have other demands about the provision of care 
than previous generations. They expect it to be more personalized and tailored to 
their needs [90]. They also expect they can make their own decisions and value their 
autonomy and self-management highly [91].

Parallel to these changes in demographics and consumption of care, there has 
also been a significant change in technological possibilities in health-care and social 
support. Considering how technology works, looks, reacts and is being used by 
people, it has become a bigger part of our lives, and we rely on it more heavily each 
day. Also, eHealth and assistive technology becomes more and more ubiquitous 
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[92–95]. These technological innovations may help to face the challenges in health 
and social care, also for older target groups.

Against this background, there are three significant trends in health and social 
care for older adults that can be identified. The first one is the importance of moni-
toring and early detection of a person’s health and social issues. To prevent matters 
to get worse is foremost in the benefit of the persons itself but also prevents higher 
expenditures to more severe and long-lasting care and support.

As the second trend, more emphasis is put on keeping older adults residing in 
their homes, since most people—also at advanced age—have the desire to remain 
independent for as long as possible [96, 97]. A variety of technological solutions is 
focused on facilitating older people in dependent living, such as ambient assistive 
technology (sensors, automated facilities at home), telemedicine solutions and seri-
ous games.

The third trend is that of making clients and patients more in charge of their own 
health process and to tailor care and support to their personal needs. Many digital 
solutions have been developed to make decision-making and data-recording between 
professionals, clients and informal caregivers more open. This facilitates a more 
co- creative and client-centred approach.

In Sect. 5.6.3, we give an impression of what are feasible solutions in health and 
social care for older adults.

To actually see the benefits of technological innovation in health and social care 
for older adults, an important issue should be addressed: For a long time, senior 
target groups were seen as the slower and more reluctant groups to adopt (health) 
technologies. Is this still the case at the end of this decade? What insights can be 
used to motivate wider and more sustained use? In Sect. 5.6.2, we explore the latest 
developments on these issues.

Designing innovative health technology that fits to the needs of older people is a 
delicate matter, since age-related challenges (i.e. cognitive, perceptual and physical) 
require special attention. In the last part of this section, we want to argue that suc-
cessful and meaningful innovation in health and social care does not start from 
technology. To develop technology that actually is used by older adults, it should 
start with a user-centred mindset, actively involving members of the (older) target 
group and also health and social care professionals as codesigners.

5.6.1  Technology to Support Health and Self-Management 
for Older Adults: A Brief Overview

In this section, we try to give a short line-up of several technological applications 
that can help older adults to manage their health and self-management. This list is 
far from comprehensive, since the number of technological solutions is vast and 
new ones are introduced every day. We make a distinction between three important 
domains in which health technology is applied. The first is about monitoring per-
sonal health and early assessment. The second domain is about assisting self- 
management at home and health maintenance. The third is on assisting people in 
(shared) decision-making once they receive care and/or support.
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5.6.1.1  Monitoring Health and Early Assessment
Since most of the older adults prefer to stay in the comfort of their own homes, 
prevention of calamities and early detection of health of well-being issues is impor-
tant. A wide range of sensor technologies, like infrared, optical sensing, gyroscopes, 
accelerometers, GPS, thermometers, glucometers, EEG and so on, can be used to 
monitor important heath markers. It is possible to monitor heart rate, blood pres-
sure, body temperature, sleep quality and physical activity but also blood glucose 
levels or even brain activity [98]. Many of these health markers can nowadays be 
monitored by technology available on the regular market. Think of body-worn 
devices (wearables like Fitbit®, Jawbone Up™), rings (NFC Smart Ring™) and 
smart garments (like OM Signal). But also certain smartphone technology is used 
[99]: this can be standard hardware in the phone (GPS, gyroscope, microphone) or 
with additional hardware (external sensors or other hardware designed for certain 
medical conditions).

Less mainstream, but nonetheless available in the near future, are sensors embed-
ded in floors and beds (to monitor behaviour) or toilets and bathtubs (to monitor 
frequency of use). But also technology to put in or on a person’s body (like chip 
implants or so-called bio-stamps) may not stay ‘science fiction’ for very long.

Apart from monitoring physical health, there is also much development on moni-
toring psychological health. There are many apps that facilitate monitoring psycho-
logical well-being and cognitive functioning (like Moodnotes or Optimism). More 
advanced, there are also applications in development to screen signs of clinically 
relevant memory impairment to detect early-stage Alzheimer’s disease. The Cantab 
Mobile app is an example of this.

Although these tools gather all kinds of information about a person’s health, it is 
important to ask ourselves: What to do with it? It is of great importance to accu-
rately assess the different types of information these tools generate, see meaningful 
patterns and base adequately decisions upon them. For safe and prudent use, clear 
instructions and guidance are needed. Careful design of these applications, i.e. intu-
itive user interfaces and well-chosen features to handle the data, is important. 
Moreover, additional support from health professionals may also be required.

5.6.1.2  Self-Management, Living Independently and Health 
Maintenance, (AAL, Gaming, Robotica, Pillenbox)

Monitoring and assessing a person’s health status is often just a means to a more 
important goal: for older adults, the tools and applications we discussed in the previ-
ous part can eventually support them in self-management and independent living. 
Some of these tools not only monitor health information but also gather other data 
that is helpful to sustain self-maintenance of older adults.

Wearables and smartphones can monitor a person’s psychical activity patterns in 
and outside the house. Moreover, Ambient Assisted Living (AAL) technology can 
do this, with motion detection in rooms or pressure sensors in floors, beds or toilets 
to detect (deviations in) patterns to signal possible accidents (people that fell or are 
disorientated). However, AAL technology goes a step further than that. Older adults 
can benefit from more active support using apps that manage daily schedules and 

I. Mikkonen et al.



127

send reminders for important appointments or activities. This kind of technology is 
called ‘cognitive orthotics’. Social robots, such as Pepper, Zora, TinyBot, etc., can 
be used for the same purposes; a few robots can even provide in some—yet primi-
tive—social interaction. The latest developments indicate that robots will soon run 
errands in the house (fetch the newspaper, help with dressing or eating). It is very 
probable that these new forms of technological assistance at home become more 
regular now that big tech companies invest in personal assistant products like Siri®, 
HomePod™ (Apple®) and Echo (Amazon®). The accelerated development this 
implies could be of great benefit for the older adult population. Besides these main-
stream products, there is also an array of more specific tools that focus on (older) 
people in care situations. For instance, automated medication dispensers (e.g. 
Medido) are rather simple but already a widely used tool to help people to take the 
right pills at the right time of the day.

A different type of technology that facilitates self-maintenance is that of serious 
gaming. Regular psychical and cognitive exercising is important, certainly for older 
adults. Serious exergaming with easy, intuitive controls (e.g. Wii™, Kinect™) can 
motivate people for physical training (e.g. Wii Sports, specialized games made by 
independent game companies) but also cognitive exercising (e.g. Dakim® 
Brainfitness™). Older adults are typically more motivated to play these games 
when a social component is involved: playing competitively or, even better, playing 
together [100].

Up to here, we mainly talked about technology that aims to prevent care depen-
dency. But when people already are in care, self-management could be stimulated 
by employing forms of telemedicine. There are already many telemedicine systems 
that facilitate people to consult a health professional or somebody in their own 
social network. To be able to do this at home and at more convenient times makes 
the care process less interfering to people lives. For people in long-term care, this 
can make a huge difference. Telemedicine is often used for verbal consults, with the 
visual contact to enrich the social interaction.

Moreover, other types of telemedicine emerge. For instance, the healing of 
wounds or irregularities of the skin can be monitored using the visual channel of 
telemedicine [101]. One of the latest developments is that telemedicine technology 
can do real-time 3D-modelling of joint movement, such as knees or shoulders 
(Extreme Reality, www.xtr3d.com).

Of course, there are many more technological tools and applications that support 
self-management and autonomy. We left out very obvious technological aids that 
are already widely used, like stair lifts, scoot mobiles, visual and auditory aids or 
other (technological supported) limb prostheses.

For many specific physical, mental or social challenges, some solution probably 
has been developed, whether it is a portal that supports people with rheumatic 
arthritis, an app that helps to communicate when speech is impaired or tools that 
improve sleep patterns. The ease to come up with many more examples such as 
these just illustrates a more over-arching trend: in the near future, technological 
applications will tune in more and more to the specific needs and wishes of older 
adults and help them to maintain their self-management and independence.
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5.6.1.3  Assisting Shared Decision-Making and Proactive 
Coordination of Care

In the circumstance that people are already (long-term) health consumers, technol-
ogy can also be of assistance in taking greater control over, and people can be more 
active participants in their health and social care process. Since shared decision- 
making and patient-centred care have become important paradigms in health and 
social care, it is only logical that this is supported by the technological possibilities 
available [90].

More and more, patients’ data are recorded digitally (electronic patient records, 
EPRs) and can be shared with them. This implies that patients can review what is 
written about them and are able to make additions to their records (with applications 
like Patients Know Best and Lable Care), together with informal caregivers. This 
not only creates accurate and personalized records; it also helps to coordinate care 
according to the needs and wishes of the older person while involving all relevant 
parties. This way technological applications can really help to shift the control and 
responsibility from formal caregivers to (care dependent) older adults and informal 
caregivers.

Apart from keeping open health records, there are also other tools that support 
coordination of informal caregivers (Decide Guide) which can be relevant in cases 
of long-term care, and support is needed when people suffer from chronic and/or 
increasing health issues.

5.6.2  Technology Acceptance Among Older Adults

From the movie I, Daniel Blake [102]:
(At the social service office, Daniel Blake (a man in his 60s) tries to sort out an 

administrative problem. However, he is told he should visit the website and solve his 
problem there.)

Daniel Blake ‘I hear this all the time “we are digital by default”’ Well, I’m more ‘pencil by 
default’ […] Clerk: There is a special phone number if you’re diagnosed as dyslexic’.

Daniel Blake: Right, can you give me that, because with computers, I am dyslexic!
Clerk: You’ll find it online, sir…

A common belief is that older people are reluctant to use new technologies, such as 
computers, the Internet, smart home technologies, apps, etc. [103]. In general, they 
rather stick to the (outdated) technologies of their own generation, as is illustrated 
in the movie transcript above. In part, this is true. Older people tend to be later in 
adopting new technologies [103, 104] and also tend to use less technology com-
pared to younger adults. These inequalities in digital skills may lead to what is 
called a ‘digital divide’ [105]. This raises the question about the consequences of 
technological innovation in health and social care: Will it create barriers for older 
adults to receive proper care and support?

To answer this question, we want to look at into what makes (older) people 
accept and use technology, specifically for their health and self-management. What 
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are the main determinants and what role does age specifically play in this? In a well- 
established model on the acceptance of technology, the UTAUT-model [106], two 
important determinants influence the willingness to use technology. The first is 
‘effort expectancy’: How much time and effort does a person expect to invest to use 
this certain piece of technology? Older adults report the following reasons for not 
using computer/Internet technology: the cost of the computer/other equipment and 
Internet access, functional impairments such as arthritis and joint pain that interfere 
with typing, visual deficits, ergonomic barriers (e.g. small font sizes), lack of com-
puter knowledge, lack of computer efficacy (beliefs about their ability to use com-
puters/Internet technology) and general self-efficacy (e.g. ‘too old to learn new 
things’) and mistrust of Internet systems and privacy-related concerns [107–109].

So, looking at this range of barriers, it is safe to say older adults feel somewhat 
digitally divided from other demographic groups using (health) technology. Albeit 
that, other factors, like lower social economic status and (e)literacy, are also impor-
tant barriers. These factors can be but are not necessarily connected to older age 
[105, 110].

But there is another—more positive—side to the story as well. The aforemen-
tioned UTAUT model also recognizes ‘performance expectancy’ as one of the most 
important factors to predict use of (health) technology: if a person expects the prod-
uct or service (a certain health app or sensors that track in-home activity) to be actu-
ally useful and relevant to them, chances of use will increase.

This insight may be the reason that, somewhat surprisingly, older target groups 
do not seem to hold negative attitudes towards technology, i.e. electronic or digital 
products and services [103, 111]. According to these studies, these opinions are 
actually predominantly positive, especially when it is evident that these technolo-
gies are beneficial to older target groups.

Universal design: suitable for older adults probably means suitable for other 
(most) target groups as well.

For example, one of the factors that made the iPhone popular among its (younger) 
first users was its intuitive interface design (big tiles, just pressing on the screen with 
nothing but your fingers). It did not take much time until also older target groups 
recognized the usability of this gadget, which led to many sales of iPhone among 
senior adults (which in turn had a slight negative effect on the ‘hipster’ image of the 
iPhone) [113].

When older adults gain some experience with computers/Internet, it reduces anx-
iety and increases self-confidence and positive attitudes about  computers/Internet 
use, regardless of income and educational levels [112]. Moreover, as technology and 
also health and assistive technology is getting more mainstream (i.e. cheaper and 
more intuitive to use), more older adults start using it and getting more confident 
doing so. Indeed, user rates seem to point in that direction: although older cohorts 
may still be underrepresented in the use of (health) technology, they are the fastest 
growing group of Internet users [104] and smartphone users [114]. So, the differ-
ences in use of (health) technology between age groups seem to reduce over time.
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Does this mean the adoption of health technology among older adults is a prob-
lem that will take care of itself? No it is not. Despite the growing numbers of older 
persons that use technology and a predominantly positive attitude towards technol-
ogy, this does not imply that older users will have no usage difficulties for digital 
technologies, especially when not designed with older adults’ capabilities and limi-
tations in mind. When a device or smartphone app seems too difficult to operate, 
people will expect too much effort is needed to master it. While this is a factor for 
many technologies to fail, older people may be even more vulnerable to this [115].

Up to the present day, the developments of assistive and health technology have 
mainly been driven by a ‘technology push’ (i.e. products and services based on 
what’s technologically possible) and less by a ‘technology pull’ that is based on 
actual needs of the target groups (i.e. designing products and services based on what 
a user-centred design process proves relevant). In the following section, we want to 
elaborate on the importance of designing health and supportive technology in par-
ticipation with older adults.

5.6.3  Meaningful Assistive Technology for Older Adults by 
Human-Centred Design

In Sect. 5.6.2, we established that it is too simple to assume that most of older per-
sons wish to avoid new technology. On the other hand, dealing with (health an assis-
tive) technologies surely does not go without confusions or frustrations [103, 115] 
among older adults.

Attention to good design can improve the usability of these technologies, espe-
cially for older adults. Fiske and his colleagues [115] performed a focus group study 
about the problems that older adults encounter in daily activities (getting on a bus, 
reading instructions, using a technological device, household activities, etc.). They 
found that over 50% of these problems could, at least in part, be improved by a 
redesign that better fits to the needs of older adults. We expect the attention specifi-
cally to the design of health and assistive technology for this target group to be of at 
least equal importance. Core of the problem is that many health IT tools have been 
designed and implemented without—sufficient—participation of user groups in the 
design process. By not doing so, there is a greater risk that the (senior) target groups 
will not adopt these technologies [116–118].

There are two main reasons older adults should have an important role in the 
design for technology assistive care. The first lies in the fact that a person’s health 
and/or well-being is involved. Ill-designed technology not only leads to annoyances 
about user interfaces (e.g. searching for the right button) or inconveniences about 
functionalities (e.g. buttons that do not do things you want). It is conceivable that 
poor design may lead to a level of misuse that it could actually threaten a person’s 
health or well-being: When a person does not know how to operate a pill dispenser, 
there is a risk the person is deprived of the proper medicine. Or, an older lady suf-
fering from dementia may panic when a social robot is suddenly talking to her. So, 
the consequences of substandard design are potentially more severe, making it is 
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also of ethical importance to involve the target group [119]. This way, unforeseen 
issues can be tackled in earlier stages in order to design secure and reliable 
technology.

The second reason is about the ‘emancipation’ of older adults as genuine code-
signers: If the prospect is that assistive technology will become more important in 
care and support for people of older age, then they should be regarded as the pivotal 
stakeholder in the design process. This involves more than having people just test a 
prototype on its technical or functional performances. They should be involved 
from the earliest stages of the design process, by giving the opportunity to articulate 
their needs and wishes—before any technological solution even is being introduced 
[120–122].

Since the population of ‘older adults’ is very heterogeneous, it is crucial to empa-
thize with members of this group and gain a deep understanding of the specific 
physical, social, emotional and cognitive challenges they face [121, 123]. These 
challenges may also change significantly over time. For instance, a person may 
experience cognitive decline because of dementia. Or, on a more positive note, a 
person regains her physical mobility after a successful hip surgery and picks up her 
social activities as a result of this.

These interactions and continuous changes in health and well-being call on any 
assistive health technology to be highly flexible and adjustable. For the design of 
these applications and the use of technology, this tailoring and personalization are 
paramount [115, 124]. The close participation of older adults that this implies does 
raise an important dilemma: It can be quite difficult for the designer to include older 
people with (severe) psychical of cognitive impairments in the design process. 
Where do you find people who are able and willing to participate in the design of 
something they may hardly understand? How meaningfully and validly can an older 
adult articulate his insights about an eHealth tool while he/she is in a developed 
stage of dementia? Despite these practical and more principal arguments, Span et al. 
[120] and Lindquist et al. [121] argue that, in any case, great efforts should be made 
to always include the end-user, not despite their impairments, but actually because 
of them. Only then technology can be designed that is truly meaningful and respon-
sive to older people’s needs and wishes.

Next to the older adults as end-users, there is yet another group often overlooked 
in the design of innovative technology: the health and social care professionals. 
Apart from the older adults themselves, these professionals should bring their valu-
able knowledge and experience with the target group and methods of practice to the 
design table. In upcoming decennia, their roles as professionally skilled yet innova-
tive change agents will become more important in order to secure that the (continu-
ous) technological development is truly relevant and beneficial to their work/to the 
betterment of the care and support they provide.

Health and social care professionals also play a pivotal role in the eHealth educa-
tion of their patients. Those who cultivate a holistic approach to health and social 
care must adopt a view that sees individuals not just in their social but also in their 
technological context. Health and social care professionals should regard eHealth 
solutions as complementary to other health and social care interventions. Health and 
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social care professionals can inform their clients about the practicalities of eHealth 
solutions based on other clients’ experiences.
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6.1  Introduction

In the first part of the book, the trends and developments in health and social care 
for older people in Europe are described; in this second part of the book, we describe 
the competences health and social care professionals need, keeping these develop-
ments in mind. The overarching goal of this European Core Competences Framework 
for working with older people in health and social care is to improve the care and 
support for older people in our ageing societies and changing health and social care 
systems all over Europe. The way this can be achieved is to ensure that those who 
work with older people are appropriately qualified and trained to carry out their 
roles responsibly and competently.

The framework describes the required competences of the health and social care 
professionals to effectively meet the needs of the older people they serve. Considering 
the sheer increase of older people and the changes in our health and social care 
systems, it is important for all health and social care professionals to acquire these 
competences. More than ever before, there is a need for health and social care pro-
fessionals to make a more effective contribution and to continuously improve their 

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-97610-5_6&domain=pdf
mailto:b.l.dijkman@pl.hanze.nl
mailto:celia.soares@ess.ips.pt


142

performance at work over time with the purpose to deliver the best care and support 
for the older person. The framework can help you to understand the current situa-
tion, identify the needs for further learning and develop your future career.

There are many competency frameworks that relate to professionals working in 
the health and social care sector.

In many European countries, every health and social care profession has their 
own competence framework, describing the competences that are needed for that 
specific profession. Some professions even have more than one competence frame-
work for working with specific target groups or in specific settings. For example, on 
the Internet, you can find many different competence frameworks for the nursing 
profession, e.g. for nurses working in intensive care units and nurses working with 
oncology patients. This competence framework for working with older people can 
be used additionally to other competence frameworks for health and social care 
professions. It highlights especially those competences, skills and knowledge that 
are important for working with older people.

In the next paragraphs, we explain how the competence framework is structured 
in different roles, competences and performance indicators. Before we describe the 
different roles and competences in detail, there is a short paragraph about what older 
people themselves think about competent health and social care professionals.

In the different chapters about the roles, the most important issues for working 
with older people nowadays are highlighted.

6.1.1  Competence Framework

The competence framework describes the outcomes that professionals working with 
older people in different roles are expected to achieve and be able to demonstrate. 
The competence framework contains seven role descriptions of professionals work-
ing in health and social services. For each role, competences are formulated, mak-
ing 18 in total. See Table 6.1 [1]. Each competence is elaborated in performance 
indicators, 182 in total.

The seven roles are based on the widely used CanMEDS Physician Competency 
Framework [2]. Within this framework, competences are defined as job-related 
descriptions of an action, behaviour or outcome that should be demonstrated in an 
individual’s performance. Competences are person orientated, referring to a per-
son’s underlying characteristics and qualities, which lead to effective professional 
performance [3]. Performance indicators, in the context of the competences, are 
defined as skills, behaviours or practices that demonstrate the existence of the 
competence.

Acquiring a certain level of competence can be seen as the ability to use and 
combine your knowledge, skills and wider competences according to the varying 
requirements posed by a particular context, situation or problem. Put another way, 
your ability to deal with complexity, unpredictability and change defines/deter-
mines the level of competence. The level of complexity for this competence 
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Table 6.1 Roles and competences of the ECCF

Role Competence
1. Expert (a) Assessment

Conduct an appropriate assessment and collect data in a systematic 
way from the older person and, when necessary, from his/her family or 
caregivers, about physical and mental wellbeing, housing conditions 
and social participation. Identify the needs and wishes of the older 
person
(b) Analysis and problem identification
Analyse the data collected from the assessment. Identify the problems 
and the risk factors for the older person and his/her family. Formulate 
a conclusion or, when applicable, a diagnosis
(c) Planning
Develop a clear, timely and appropriate individual plan with 
measurable objectives for the care and support for the older person 
and his/her family with the focus on optimal health, wellbeing and 
quality of life. Use appropriate techniques for shared decision-making
(d) Carry out interventions based on professional standards
Provide care, help and support to the older person and his/her family 
to improve or prevent further decline in mental and physical 
wellbeing, housing and living conditions and social participation. 
Carry out interventions based on professional standards
(e) Evaluation
Re-evaluate and adjust service or care plans for the older person on a 
continuing basis with the purpose of providing optimal care and 
support for the wellbeing of the older person and his/her family

2. Communicator (a) Maintain relationships and effective communication
Form strong positive relationships with older persons and their 
families, based on empathy, trust, respect and reciprocity. 
Communicate in a clear and effective way considering older person’s 
individuality, dignity, personal and social background and needs
(b) Empowerment
Promote capacities and resources in older people and their families so 
that they can gain control over their lives and achieve their own goals 
according to their needs and expectations. Contributing to the 
improvement of the older person’s autonomy, independence, 
wellbeing and quality of life
(c) Coaching
Encourage, motivate and coach the older person and relevant others in 
relation to self-management, self-reliance and co-reliance

3. Collaborator (a) Integral cooperation and integrated services
Work effectively together with other professionals for integrated care 
and support. Multi- and inter-professional cooperation to achieve 
optimal support and care for the older persons with the goal of 
optimising their health and wellbeing and quality of life in multiple 
locations
(b) Informal care and support
Work together with older people’s supportive families, informal 
caregivers and their social network to encourage appropriate informal 
care and support

(continued)
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Table 6.1 (continued)

Role Competence
4. Organiser (a) Planning and coordination of care and services

Plan, arrange and coordinate the care and services provided by formal 
and informal health and social care workers, across different 
organisations, to provide the best personalised care and support for the 
older person and their family
(b) Programme of care
Contribute to the organisation of existing care and services within  
the region, which can be offered to groups of older people and  
their families. Take an active part in developing, adapting and 
implementing long-term policy actions relating to care and  
services for older people on a national, regional, local or 
organisational level

5.  Health and welfare 
advocate

(a) Collective prevention and health promotion
Advocate for health with, and on behalf of, older persons and their 
families, communities and organisations in order to improve health and 
wellbeing and build capacity for health promotion
(b) Social map and social networks
Access and share information or resources with older persons, their 
families and their caregivers, regarding the social map, healthcare 
benefits, social support and public programmes

6. Scholar (a) Expertise
Expand professional expertise for their own professional practice in 
relation to working with older people and their families. Spread 
relevant new evidence-based research among fellow professionals and 
other professionals in health and social care services
(b) Innovation of care and support
Interpret evidence-based results of research, and contribute to the 
development of knowledge and practical research in relation to the 
provision of care and support of older people and their families. 
Implement and apply new insights, protocols, standards, procedures 
and technologies with the aim of promoting the quality, efficiency and 
effectiveness of care and services provided to older people and their 
families

7. Professional (a) Professional ethics
Demonstrate commitment to best practices for the health and wellbeing 
of older people, their families and society through adhering to ethical 
standards and professional-led regulation and by showing high 
personal standards of behaviour
(b) Professional commitment and personal awareness
Reflect on one’s own actions, and improve and innovate own 
professional behaviour to the highest quality of care and support 
possible for older people and their families. Demonstrate commitment 
to the health and wellbeing of older people and their families. Show 
awareness of diversity and cultural differences
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framework aligns with the European Qualifications Framework (EQF) level 6, 
which is bachelor level [4]. This bachelor level of complexity is described in terms 
of autonomy by [5]:

• Knowledge: Advanced knowledge of a field of work or study, involving a critical 
understanding of theories and principles

• Skills: Advanced skills, demonstrating mastery and innovation, required to solve 
complex and unpredictable problems in a specialised field of work or study

• Competence: Managing complex technical or professional activities or projects, 
taking responsibility for decision-making in unpredictable work or study con-
texts and taking responsibility for managing professional development of indi-
viduals and groups

6.1.1.1  Roles for Health and Social Care Professionals
Each professional performs tasks specific to different roles. Each of these roles 
requires different competences. For this set of European Core Competences for 
working with older people, the CanMEDS Physician Competency Framework is 
used for describing the different roles of professionals in health and social care [2]. 
The CanMEDS framework was developed by the Royal College of Physicians and 
Surgeons of Canada in the 1990s. This framework describes the knowledge, skills 
and abilities that specialist physicians need for better patient outcomes. It consists 
of seven roles: Medical Expert, Communicator, Collaborator, Manager, Health 
Advocate, Scholar, and Professional. Worldwide, the CanMEDS has been used in a 
modified way for other professionals as well [6], for example, occupational therapy 
midwifery, nutrition counselling, registered nurses and other professionals.

The major difference between the original CanMEDS and this competence 
framework is the understanding of the role of the Expert. In the CanMEDS frame-
work, the role of the Expert is understood as an integration of (or the resulting per-
formance in) all the other roles. However, in our case, we describe it as 
profession-specific competences. After graduation, a physiotherapist, for example, 
will be “expert in physiotherapy”. The term “expert in…” is based on professional 
knowledge and skills acquired during formal education. It enables the individuals to 
act professionally and autonomously in their professional practice and in specific 
situations. The role of the Expert is specific to each profession, and it allows reflec-
tion on the function and role as well as the positioning of the specific profession in 
a given societal and health policy context. One can be called “expert in…” when the 
professional knowledge allows the individual to make an independent assessment in 
a specific field of expertise. The depth and the width of knowledge and skills vary 
depending on the profession, but they are always present and comply with the 
requirements for professional qualification. Within this competence framework, the 
competences described for the expert role are those needed for all professionals 
working in health and social care and in services working with older people.

The seven roles for health and social care professionals working with older peo-
ple are Expert, Communicator, Collaborator, Organiser, Health and Welfare 
Advocate, Scholar and Professional.
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The central role of Expert, based on professional expertise, is strengthened by 
other supportive roles and competences which are more or less equal for all health 
and social care professionals but with diverse focus or emphasis. Considering efforts 
to stimulate integrated care and services, and in working with the same group of 
people (older persons), the other supportive roles are comparable.

The role of Expert is central to the health and social care professional and draws 
on the competences included in the roles of Communicator, Collaborator, Organiser, 
Health and Welfare Advocate, Scholar and Professional (see Fig. 6.1). In the role of 
Expert, the professional is working directly with the older person and his or her 
family and social network. For most professionals in health and social care, this will 
be the main role. However, some professionals might have one of the other roles as 
their main role, for example, the role of Health and Welfare Advocate for social 
workers, with a more population-based approach than an individual focus.

6.1.1.2  Competent Health and Social Care Professional: The Views 
of Older People

Research focusing on perceptions and expectations of older people about the quality 
of care and competences of health and social care professionals has started to flour-
ish, and results show a clear pattern emphasising the relevance of personalised or 
person-centred care [7, 8].

Analysis of the literature shows that the preferences of older people in different 
health and social care settings can be organised under two main domains: technical 
and task-oriented aspects and relational and socio-emotional components of compe-
tence in care [9].

The first domain highlights the ability and expertise of professionals manifested 
during situations of care [7], training in geriatrics and gerontology [10] and specific 
procedural skills [11]. In different contexts of intervention, older people value time 
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spent by professionals to give suitable information about issues related to their care 
and wish to receive clear explanations [12]. The second domain found in the litera-
ture addresses the ability to promote positive and reciprocal relationships with older 
people [13, 14]. Positive relationships require availability of professionals and 
envisage the possibility of shared decision-making [13, 15]. Caring characteristics 
of professionals such as friendliness, affection, kindness and support are also valued 
by older people [10] and contribute to higher levels of satisfaction [12].

It seems that the relational, communicational and socio-emotional skills of car-
ers are more often mentioned by older people as being important, when compared 
to technical aspects of competence. These results were confirmed in a research proj-
ect conducted within the ELLAN consortium [9].

6.1.1.3  Results of ELLAN Project
In six countries (Austria, Finland, Lithuania, Portugal, Turkey and the UK), a quali-
tative research project was conducted to explore older people’s perceptions and 
expectations about the competences of professionals working with older popula-
tions in different European countries. Overall, the relevancy of a person-centred 
approach in care was a central element in ELLAN’s findings. Older people who 
participated in this research have argued that being known and recognised as indi-
viduals is essential to achieve personalised and adapted care [9]. Accordingly, pro-
fessionals need to be well aware that the person’s biography is relevant to further 
develop this approach in care [9, 16]. Accounts of a person’s previous life, habits 
and routines can offer important cues for his/her present behaviour and wishes [17]. 
Moreover, it can promote the understanding of the person’s present needs and limi-
tations [7, 9].

Interpersonal competences were also reflected on the nature of user-professional 
relationship. Older people highlighted the promotion of trustful, supportive and 
reciprocal relationships [15] and shared decision-making [13, 18] for competent 
health and social care [9]. Descriptions of affective and socio-emotional skills of 
professionals, such as kindness, friendliness and compassion, seem to mirror an 
important component of care for older people [9, 19].

Another relevant finding of this study is the remarkable awareness that older 
people have about the role of communication in care experiences with different 
professionals and various care settings [9]. They argue that positive communication 
styles have a significant impact on the way people perceive the quality of care [18]. 
Communicational skills of professionals will be further developed in chap. 8 dedi-
cated to the role of Communicator.

But communicational skills of professionals are also related with technical and 
task-oriented aspects of care since exchange of reliable information depends on the 
type of language adopted by professionals [9, 20]. In fact, effective health education 
strategies that promote autonomy and independence of older people rely on the 
quality of communicational and educational strategies used by professionals and 
should be adapted to the present situation of the person [9].

Technical and task-oriented dimensions of competence are also linked to 
 specialised knowledge and skills, particularly in terms of gerontology and healthy 
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ageing [18]. In ELLAN’s study, older people claimed that there is a lack of special-
ists in these domains, reflecting the need to engage professionals and students in 
specialised training to improve the quality of care [9, 10]. The co-action of multidis-
ciplinary teams and coordination of the available resources reflect another technical 
component of professional competence [9].

Personal vocation and commitment to the profession and compliance with the 
professional code of ethics (in terms of values, attitudes and behaviours) are part of 
professionalism of care providers and were also underlined as an essential require-
ment for working in older people’s health and social care [9].

Within the context of professionalism, older people have also spoken about their 
negative experiences in care situations, which they perceived as expressions of neg-
ative attitudes and discriminating behaviours of professionals based on age cate-
gorisation. In fact, this finding has emphasised the potential consequences of ageist 
stereotypes related to older people and ageing processes and the impact of discrimi-
nating behaviours that affect the way older persons are treated [9, 21]. This topic 
will be further developed in Chaps. 8 and 13.

When comparing these findings with the seven roles, personal and interpersonal 
aspects of care were found to be broadly reflected in the roles of communicator and 
health advocate, while technical/professional dimensions appeared to be more asso-
ciated with the expert, collaborator, manager, scholar and professional roles.
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Expert

Petrie F. Roodbol

Learning Objectives

You
 – Recognize the individual needs (physical, psychological, social and spiritual) of 

an older person or a group of older persons by a systematic assessment.
 – Identify the desired outcomes and the importance of shared decision-making 

with older persons based on their systematically gathered needs.
 – Are able to select interventions to meet older person’s needs and improve 

wellbeing.
 – Are able to use selected interventions to improve older persons’ individual or 

group needs.
 – Are able to evaluate selected interventions and desired outcomes.

7.1  Introduction

Health and social care professionals play a central and critical role in providing 
good care and support for older people and their families with the focus on health 
and wellbeing. The expert role is the central role of the social and health profes-
sional and involves the provision of care and support for older people based on a 
thoroughly performed assessment. All other roles of the European Core Competences 
Framework (ECCF) [1] strengthen this role and are needed to perform the role of 
Expert. The other roles can also be performed independently. However, the content 
of the “Expert role” is specific and characteristic for each profession and reflects the 
function of the professional as well as the position within a given societal and health 
policy context.
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The scope of the care and support for the older person is the maintenance of his/
her physical, mental, social and spiritual state but also by promoting autonomy and 
participation in spite the ageing process. The depth and the width of knowledge 
and skills about health and wellbeing of older people vary depending on the profes-
sion, but they are always present and must comply with the requirements for pro-
fessional qualification. The older person is seen as a unique and complex person 
within her or his system (personal situation) and as a partner of the health and 
social care professionals. The vision of the professional is holistic and person-
centred. The interrelatedness of physical, mental, social and spiritual state is typi-
cal for older people. That makes the care and support for older people complex. 
This interrelatedness effects the correlation of the systems but also within a system 
as was discussed in part one of the book. Professionals form a collaborative rela-
tionship with the older person and their family. Cultural differences and differ-
ences in the healthcare systems influence the professional care and support for 
older people. In the Southern European countries, the family has more responsi-
bilities to take care for their older relatives than in the Northern where the govern-
ment takes the responsibility for them. The use of professional paid help and the 
amount of residential care are coherent with healthcare systems. However, indi-
vidual autonomy and living independently in own environment are generally seen 
as important values. Although there are a lot of varieties between the different 
health and social care professions and between European countries, there are many 
equalities in the competences needed for working with the specific group of older 
people. Within the Expert role of this competences framework, the competences 
described are those required for all health and social care professionals working 
with older people.

Example
Mr. R., 80 years old, has been hospitalized in a university hospital far from his 
home because of a trigeminus neuralgia in his cheek and jaw. Trigeminal 
neuralgia is a sudden, severe facial pain, often described as a sharp shooting 
pain or like having an electric shock. He has been treated in a local hospital with 
medication and with glycerol injections but unfortunately without result. He will 
undergo a microvascular decompression (MVD) which is a highly specialized 
surgical procedure and is therefore sent to university hospital. Mr. R. has no other 
physical complaints, but he is familiar with serious phobia and periods with 
depression. His wife, also 80 years old, accompanies him during his hospitalization. 
She will stay in a hotel nearby. Normally the couple lives independently.

The surgery procedure succeeds. The day after surgery, the physicians decide to 
reduce the high-dosed pain medication. Three days after surgery, a new nurse takes 
care for Mr. R. He is very silent and speaks hardly. His wife, who looks nervous, tells 
her he never talks very much because of his depressions and also because of her 
deafness. The nurse is an expert in geriatrics; she is alarmed by his history and situ-
ation for the risk of a delirium. She assesses his mental statement and identifies a 
hypoactive delirium. This is a serious problem, and she warns the physician. 
Delirium during hospitalization is associated with co-morbidity, functional decline 
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and even and mortality. While waiting for the physician, the nurse transports the 
patient to his own room. Mrs. R. reacts strange and does not seem to understand the 
situation.

After a thorough assessment, the physician concludes that the reduction of the 
pain medication of Mr. R. causes cognitional side effects, and he changes the medi-
cation again. He concludes that the best for the recovery of Mr. R. will be to go 
home to his normal environment as soon as possible. However, the nurse is afraid 
that Mrs. R. cannot handle the situation. She recognizes the signs and symptoms of 
a beginning dementia. She thinks the couple cannot go home in this situation with-
out help, and she consults a social worker.

Dementia, delirium and depression have been called the three Ds of cognitive 
impairment in older persons (see Chap. 3). The recognition of the different signs 
and symptoms is hard but important for every health and social professional for 
working with older people for eligible interventions.

This example shows:

 1. The importance of observation.
 2. The need to involve different professionals to cover all problems.
 3. The recognition of signs and symptoms of age problems.
 4. The importance to pay attention not only to the client but also to his social sys-

tem. Older people have older partners who will be the caregiver at home.
 5. The importance of shared decision-making to increase autonomy and to develop 

tailor-made solutions.
 6. The responsibility to take care for the whole chain of involved organizations like 

a safe discharge from the hospital to the home situation.

This example shows also the need to perform all roles of the European Core 
Competences Framework (ECCF). The involvement of different professions asks 
for collaboration, communication and organization. As a health and welfare advo-
cate, the nurse is concerned about Mrs. R. as well and their home situation. Indirectly 
she shows her knowledge of older persons and their problems derived from her role 
as scholar. She is careful with her supposition; integrity belongs to her role as pro-
fessional. To perform the role of Expert, the knowledge discussed in part I of the 
book is needed to recognize the need of older people and to choose the proper 
interventions.

7.2 The Role of Expert

Health and social care professionals possess a defined body of knowledge and dis-
ciplinary and procedural skills and attitudes, which are directed towards providing 
optimal person-centred, support for wellbeing and health from their own particular 
scope of practice. These professionals possess insight into the ageing process, phys-
iological, mental, social and emotional, spiritual and cultural, the diversity of the 
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older population and their specific needs. Their focus can be the individual as well 
as an ageing group. With ageing the physical and mental condition changes, and this 
may cause one or more chronic diseases, functional decline and cognitive impair-
ment which affects the possibilities for activities and societal participation.

Health and social professionals apply competences in order to collect, interpret 
and analyse information of older persons, make appropriate decisions and plans, 
carry out diagnostic and (therapeutic) interventions and supportive methodologies 
within the context of their profession and evaluate effectiveness of interventions. 
Supportive methodologies may be informational, emotional, tangible help or inte-
gration, and if indicated care (prevention, self-care support, disease management, 
high complex care) is provided for the older persons in all situations, including pal-
liative and terminal conditions.

In the Expert role, the health and social care professionals use a systematic 
approach. Although there are different models and methods, most of them use five 
interrelated phases: assessment, analysis and problem identification, planning, 
implementation/interventions and evaluation. The competences included in the 
Expert role are related to these five phases. In all phases health and social care pro-
fessionals pay attention on physical and mental wellbeing, social participation and 
activities and housing and living conditions.

7.2.1  Knowledge and Understanding of the Ageing Process

The needed body of knowledge, disciplinary and procedural skills and attitudes are 
extensive and are linked to your own profession. In general, all health and social 
care professionals working with older people need basic knowledge and under-
standing about ageing and older people. This includes:

 – Physiological changes by ageing (skin, bones, teeth)
 – Vulnerability for chronic diseases
 – Cognitional problems, depression, dementia and delirium
 – Vulnerability for functional decline
 – Sensory problems
 – Mobility, movements and lifestyle
 – Nutrition, malnutrition and obesity
 – Pain and comfort
 – Social participation and social support
 – Environmental safety and living conditions
 – Emotional health, spirituality and distress
 – (Health) illiteracy and self-efficacy
 – Polypharmacology and addiction
 – Elderly abuse

The depth of the needed knowledge depends on the specific profession and varies 
from recognizing signs and symptoms to interventions. A multidisciplinary approach 
is inevitable.
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To summarize the main problems of ageing, a compact overview follows (see also 
Chaps. 2 and 3). Although ageing is universal, the ageing process has an individual 
rate. Determinants of ageing vary from genes to pollution and from social economic 
status to disease state. Ageing is a complex process among others within the DNA 
structure of the cells. Ageing causes changes in the colour and volume of the hair, 
wrinkles in the skin and yellowing of the teeth but also changes in the body composi-
tion and organs; older people are vulnerable for infections and chronic diseases. 
Bones and teeth are thinner and less severe. Cognitive function may decline as a 
result of a decrease of the number of neurons. Ageing may cause depressions and 
anger for what will come. The decline in physiological reserve in organs makes the 
older people develop some kinds of diseases and have more complications from mild 
problems (such as dehydration from a mild gastroenteritis). Multiple problems may 
compound: A mild fever in older persons may cause confusion, which may lead to a 
fall and to a fracture of the neck of the femur (“broken hip”). All senses may lose 
their acuity: vision, hearing, smell, taste and touch. These cause discomfort but also 
increase risks for falls, isolation and malnutrition. Hearing problems can lead to 
social isolation, depression and dependence as the person can no longer talk to other 
people and receive information over the telephone. Vision problems lead to falls from 
tripping over unseen objects, problems to take the right medication and isolation.

Classic for older adults is the frailty syndrome. The so-called geriatric giants are 
the major categories of impairment that appear in older people, especially as they 
begin to fail. These include immobility, instability, incontinence and impaired intel-
lect/memory which were discussed in part one of the book. Probably 20% of 
community- dwelling older adults have incontinence in a way that they feel limited 
to some aspects of their lives. Because of embarrassment, older people may hide 
and deny urinary incontinence. It may limit their social participation and activities 
and decrease quality of life. The causes can be neurological, functional or 
iatrogenic.

With ageing, the number of family members and friends will decrease, but also 
the energy to participate in the society decreases. Retirement gives more leisure 
time but may also decrease self-esteem and identity. Independent living cannot be 
taken for granted. Retirement may cause financial problems with implications for 
life-style and social contacts. The health and social care professional must oversee 
all these factors to offer adequate help. Typical for older persons is the interplay of 
all problems.

7.2.2  Systematic Approach

All health and social care professionals learn to use a systematic approach in their 
work. A systematic approach is a methodological approach to a process, through a 
step by step procedure that can be repeated and involves quality and learning. The 
process is used to determine the interventions based on assessment and includes an 
evaluation of the outcomes. The goal of a systematic approach is to identify the 
most effective interventions to generate consistent, optimum health and wellbeing 
for the older person and his/her family (Fig. 7.1).
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This process is a part of the professional role, but this methodically way of work-
ing is not specific for older persons. However the required competences (knowl-
edge, atitude, skills) need to be specified for the target group for all phases of the 
process. General characteristic for the care and support for older persons is their 
need for a comprehensive, detailed assessment of their physical, psychosocial, emo-
tional and spiritual functioning with an integration of the findings. Geriatric assess-
ment is a multifaceted approach that focuses on understanding the physical, 
cognitive, psychological, spiritual and social domains of an individual older adult. 
A crucial component of geriatric assessment includes the screening and evaluation 
for geriatric syndromes. It takes time to gather all relevant detailed information with 
well-established tools and to observe the client as well due to their medical and/or 
social complexity. A partner or a close relative needs to be involved in most cases. 
It is important to stimulate shared decision-making, inform patients/clients about 
the goal of the assessment and encourage them to bring in written lists of concerns 
as well as all medications. If applicable, it is good to request previous (medical) 
records from other professionals. Be aware that an older person might need time to 
make up his/her mind and to speak.

Assessments are made initially at the start but also and continuously throughout 
the care and support process. The remaining phases of the process depend on the 
validity and completeness of the initial data collection. In most care institutions, a 
standardized assessment is available, based on their mission or core values for their 
target group. Examples are “living independently as long as possible in own envi-
ronment” or “enhanced quality of life and preserved dignity”. The assessment can 
be extended with screening tools, for example, for risks assessments such as func-
tional decline, fall incidents and infections. Prevention is important as well. An 

assesment

diagnosis or
problem

identifacation

goal setting
and planning

interventions

evaluation

Fig. 7.1 Steps of a 
systematic approach
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assessment is comparable with a semi-structured interview. Answers may lead to 
new questions; it is an interactive process, also with the use of a standardized assess-
ment. Every client is unique.

An assessment is merged with observations. Each involved professional observes 
the older person from his/her particular scope of practice. What is his/her appear-
ance, behaviour, speaking, movements and dressing? The use of sentences may help 
a professional to complete a whole picture of the older person. Observations help 
the care and social professional to get a first impression and to prioritize the aspects 
for further assessment.

An assessment is the start of each activity or intervention done for and with the 
older person, systematically and continuously. Results are analysed and the prob-
lems are indicated. With these findings you may construct a careplan. Make deci-
sions regarding interventions or advise in order to attain the goals. Where possible 
these targets are adjusted with the older person and/or his/her caretaker and the 
health and social care professional. In the example below, a case of an older person 
is described that shows the importance of different assessments and the extend and 
interrelated of the problems.

Example
Mr. A., an 85-year-old man, suffers from slightly progressive aphasia due to what he 
thought ageing. However, one morning, he has had an epileptic seizure and was 
brought to the hospital, after the 112 call by his 83-year-old wife. He appeared to 
have a brain tumour. He refused the supposed therapy: an extensive surgery, and his 
wife agreed with him. They think that their life is complete. There are no alternative 
treatments. Mr. A. wants to go home with medication against the seizures and is 
aware of the fact that he will die within a few months. The couple lives independently 
in a house in a world city. The hospital team (physicians and nurses) understands 
his decision and decides to palliative care, preferably at home.

The hospital team is extended with a social worker. She takes an assessment of 
the couple including Mrs. A. to find out her possibilities for the care her husband 
and her healthcare needs now that Mr. A. will become more and more dependent. 
Based on the assessment, the interventions will have as desired outcome the achieve-
ment of the best possible quality of life for Mr. A. and providing support for his 
family and carers.

The social worker observes Mr. and Mrs. A. are an older couple with a good 
relationship. Despite his aphasia, Mr. A. seems cognitive alright. Mrs. A. seems a 
slightly panicle and insecure, but during the assessments, she shows to have insight 
in the situation and what is needed.

Mrs. A. has had breast cancer and suffers from lymphoedema in her arm. She is 
vulnerable for infections and a bit clumsy. Mr. A. did part of the household, and he 
took care for the meals as well. They do the shoppings together by car. Only Mr. A. 
has a driver’s licence. In his current condition, he is not allowed and not capable 
anymore to drive. Although they are living in a world city, there is no supermarket 
in the neighbourhood with exception of a small Turkish supermarket, where they 
never have been. Mrs. A. is responsible for the finances. Although they are origi-
nally Roman Catholic, they do not go to church any more. They have two adult 
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children living at the other side of the country and two adult grandchildren living 
abroad. They hardly have any friends. Spiritually they are in balance and do not 
need a priest. They are living in a house with three floors, a living room on the 
ground floor, a bedroom and the bathroom on the second floor.

The social worker concludes after an extensive and detailed assessment that they 
seem emotionally and cognitively strong enough to handle the situation but that Mr. 
A. has a progressive deficit for ADL (activities of daily living, like bathing, toileting 
and eating) and is at risk for pain and impaired comfort. The couple has an IADL 
deficit (instrumental activities on daily living like cooking, shopping and cleaning) 
and is at risk for social isolation. However, it is possible to attain the goals of the 
palliative care with a couple of interventions. The social worker makes a plan of the 
interventions and makes the arrangements. A home care service is involved for the 
ADL of Mr. A., including help for housekeeping.

The couple will also be connected with an alarm to the home care organization 
in case of an emergency. This organization will also deliver a hospital bed and some 
other devices for toilet and bath. Medication will be delivered at home by the phar-
maceutical service. She suggests to consult a speech therapist for communication 
devices.

A meal service will provide their dinners. Mrs. A. will take care for the breakfast 
and lunch by herself. The needed shoppings will be delivered by a special service of 
a known supermarket chain. For small things Mrs. A. may go to the little Turkish 
supermarket around the corner. She is shy to go in because she is not familiar with 
the products and the culture, but she also sees the necessity. The social worker sug-
gests to ask one of the children to join with her the first time and explains something 
about the similarities and the differences with the west European cuisine.

To bridge the physical distance with their children, a camera with an Internet 
connection is installed so that they can contact them easily and vice versa. One of 
the children will visit the couple every week.

Mrs. A. is capable to do the administration and financial settlement by herself.
The general practitioner will be informed by the neurologist. He will play an 

important role in this palliative phase together with the home care team for ade-
quate pain medication and comfort. Mr. A. can go home as soon as all the supplies 
are delivered there.

The social worker will visit the couple in a week to evaluate her plan and to assess 
the situation. Then the home care team will take over the total care of the couple.

This example shows the extension of a geriatric case, based on the assessment 
and observation the whole picture becomes clear: physical and, psychosocial and 
spiritual aspects. It shows also the complexity of the care and support of older 
adults. There is a variety of aspects to consider with even the social environment as 
an important factor to realize a comfortable and safe situation for the couple. All 
questions of the assessments lead to interventions which are directed to the formu-
lated goal: the achievement of the best possible quality of life for Mr. A. and provid-
ing support for his family and carers. And just like in the previous example, the 
focus is not only the patient but also his partner. An assessment is a first step, fol-
lowed by setting up of goals, planning of interventions and realizing them, with 
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constant evaluation of the situation and the formulated goal. Next to questioning, 
observations are important.

7.2.2.1  Observations
Observation is an active acquisition of information, from a primary source, using 
your senses. In an assessment, observations help you to verify your findings from 
the interview with the older person. An older person may say that his memory is all 
right but showing the opposite during the interview. Or you notice a soiled house-
hold while visiting an older person. This observation directs you to assess his/her 
social situation. Observations are goal directed. In general, you want to know the 
wellbeing of the older person. But the observation can also be more specific, for 
example, the behaviour of an older person with dementia with as goal to see how 
you can make contact.

For observation you need your eyes; what is your general impression of a person 
and how is his/her behaviour? Listening is important as well. Not only what a per-
son tells you but also how and may be what he does not talk about. What is his body 
language? It is important to be empathetic, but you need distance as well to stay 
objective and neutral. Mutual trust is a prior condition. Only then an older person 
will behave naturally and be open for a conversation. Privacy is important as well. 
Take into account the goal of the observation and the appropriate time and place. Be 
accurate and make notes. For some health and social care professionals, touching is 
an observation tool as well. A physiotherapist may feel weak muscles and also think 
of physical examinations in general. And even smelling can be used. A not regulated 
diabetes patient smells like acetone, an infected wound may smell as well and an 
alcohol abuser smells like alcohol.

Knowledge is needed for a good observation. When you do not know that one of 
the early signs of memory problems may be withdrawing from social activities, you 
probably will not notice this. When you are not familiar with polypharmacy, you 
will not be alert in this. Like the assessment, an observation includes physical, men-
tal and social aspects.

7.3  Competence: Assessment

7.3.1  Competence Description

Conduct an appropriate assessment and collect data in a systematic interactive way 
by questioning and observing the older person, his/her partner or caregivers, some-
times followed by an extra examination or tests about physical and mental wellbe-
ing, living conditions and social support. The aim is to identify the needs and wishes 
of the older person.

Make sure the assessment is complete and contains all necessary information 
about the older person’s mental and physical wellbeing, social participation and 
housing and living conditions. The assessment must be well documented according 
to the regulations of the organization. The older person needs to be well informed 
about the further process.

7 Expert



160

Performance Indicators
• Choose the appropriate (validated, personalized, standardized) assessment 

instruments and screenings instruments.
• Obtain basic information before the visit. Encourage patients to bring in written 

lists of concerns as well as all medication. If applicable, request previous (medi-
cal) records from other professionals.

• Take time for the assessment; be patient, interested and reliable.
• Inform the older person (and when necessary, the family/carer) about the pur-

pose and process of the assessment.
• Collect data by observing and interviewing the older person and/or the family 

network. Some health and social care professionals also collect data by physical 
examinations.

• Use alternative sources of information when the older person is unable to respond 
physically or to communicate.

• Consider a life history.
• Gather information about mental wellbeing.
• Gather information about physical wellbeing and physical functioning.
• Gather information about housing and living conditions. The focus is on the liv-

ing environment as it relates to functional, physical, cognitive, psychological and 
social care needs of the older person.

• Gather information about social participation and functioning.
• Discuss the results of the assessment with the older person, the expectations and 

the further process.
• Present well-documented assessments and recommendations in written and oral 

form.
• Complete documentation accurately and in timely fashion.

7.3.2  Screening Instruments

Example
A physiotherapist assesses a new patient of 89 years old on request of the general 
practitioner for fall risks. From the answers the patient gives, he suspects a starting 
cognitive impairment. For an impression of her mental state, he uses a mini-mental 
state examination with questions such as “what is the date?” and “what is your 
mother’s maiden name?”. He reports his findings for fall risks back to the general 
practitioner with a recommendation for a more intensive examination of her mental 
functioning. He advices his patient to visit the general practitioner again because 
he suspects memory loss.

This example shows the interdisciplinary dependency and the use of screening 
instruments. There are many geriatric screening instruments that can be used to 
evaluate the complex health needs of the older adults. Just a few examples are the 
mini-mental state examination, Katz Activities of Daily Living Scale [2] or for 
screening of the ADL functioning as well as the Barthel index [3].
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Validated screening instruments are available for many aspects to get immediate 
important information of an older person. The important thing is the use of the same 
instruments in a setting. An assessment is comprehensive and usually considers 
multiple domains of functioning. By an assessment, important information is gath-
ered that may lead to problem identification. Screening instruments are standard 
validated short lists of questions which you must score, and this gives you an imme-
diate picture of a certain aspect of an older person.

7.3.3  Preparation of an Assessment

An assessment with an older person takes time. It is recommended to confirm an 
appointment made by telephone or by a letter. There is a chance that an older person 
has some memory loss, and a letter helps to remind the appointment. The place and 
time of an assessment is important as well. Schedule the appointment on a moment 
that the older person is equipped, but not just after a nap. Sometimes a person needs 
some time to wake up again. An assessment at home is preferable: the older person 
is in a comfortable environment, and the professional gets a first impression of his 
living circumstances. An assessment is privacy sensitive. When the assessment 
takes place in an institution, choose a place where no other persons can interfere. It 
is import to feel comfortable during an assessment. When an older person notices 
that there is a lack of time, he or she can be nervous and holding back information. 
Gather information as much as possible before the visit. A general practitioner may 
have a record of the person and a medication list. Mostly it is recommended to invite 
a partner or a child to be present during an assessment. But there are also reasons to 
speak with the older person alone, when the partner or the child is very dominant or 
when you suspect abuse.

Check if the older person you are going to assess is capable to speak. Sometimes 
pictures are necessary or electronic devices for supporting the communication.

There are advantages but also disadvantages by letting the assessment form fill 
in beforehand by the older person. All the information you need will be given, but 
you do not know if the form is filled in by the older person or by a relative. And next 
to that it is not only the information you want. You want to build up a relation. For 
the observations, the way older persons give you answers is important too. It is not 
only because of the facts. It is also to start a relation, a contact and an impression of 
the older person.

A part of the preparation of an assessment is setting up the goal. Why do you 
want a relation, and what is the proposed need of the older person where you think 
an intervention is needed? What is your focus and can you justify that?

An assessment in an acute situation needs to be limited to the priorities for that 
moment. Which ones depend on the situation? In case of a serious physical incident, 
the physical history on that moment is very important. Besides that attention must 
be paid to a possible non resuscitate statement. Who are the relatives and how can 
they be warned? When the situation is stabilized, a more extended assessment can 
be performed.
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7.3.4  Life History

For a more sustainable relationship with an older person and a health or social care 
provider, a person-centred approach is highly recommended. Consequently, health and 
social care professionals deepen their professional relationship and find it more reward-
ing, and knowing more about the younger years of an older person also diminishes 
ageist thoughts and attitudes. The professional learns to know the person behind the 
older person as an individual. To get more insight in his or her background, values and 
beliefs, a life history can be considered. One way that this might be achieved is through 
the use of biographical approaches. Biographical approaches provide older people 
with opportunities, if they want to talk about their life experiences and life history – 
family, friends, work history and hobbies. Often photographs and personal belongings 
are used as triggers to discussion. Particularly the circumstances that have shaped their 
experiences potentially provide greater insight into their needs and aspirations.

7.3.5  Assessment of Mental Wellbeing

Like we stipulated before, an older person’s needs are integrated in the physical, 
psychological, social and maybe the spiritual domain. But that is no reason to 
 highlight some aspects in particular.

In the example of the physiotherapist assessing a new patient of 89 years old on 
request of the general practitioner for fall risks, the physiotherapist took a mini-
mental state examination (MMSE) [4]. The assessment of the ageing individual’s 
mental status is classified into three specific areas: mental status, depression and 
substance abuse. An example of a screening instrument is the mini-mental state 
examination. The mini-mental state examination is an instrument for screening of 
cognitive limitations at older persons. The test evaluates cognitive functions: orien-
tation, memory, concentration and practice.

Ageing may cause a feeling of loss of control. Chronic illness, the loss of a part-
ner, decreased mobility and cognition make an appeal on the adaptability. In later 
life the number of losses of significant others like relatives and friends may be 
increased by illness, death and decreased mobility. Adaptability depends on per-
sonal factors, characteristics, the degree of independency and extraversion. Older 
people who were very dependent during their lives will have more problems to 
adapt to the changing circumstances which are inherent on ageing.

Performance Indicators for Assessment of Mental Wellbeing
Perform the assessment appropriately and gather information about mental wellbe-
ing, including:

• Cognition and memory
• Mood, with special attention for depression, loss and grief, and stress factors
• Signs and symptoms of delirium
• Signs and symptoms of dementia
• Quality of life and life satisfaction
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• Relationships
• Feelings of loneliness
• Feelings about the future (death anxiety)
• Coping abilities
• Self-management and self-reliance
• Factors of personal history transitions and adaptations to changes over the life 

cycle influencing mental wellbeing
• Life goals, personal preferences and wishes
• Recent changes in behaviour

Older Immigrants
Special attention must be paid to older immigrants. They are more vulnerable for 
problems than autochthonous older persons. Their social status is mainly low due to 
poor education and limited financial resources. A low social status is also an indica-
tion for health and social problems. The health literacy of the older immigrants may 
be low, and their knowledge about the possibilities of services, health as well as social 
may be inadequate. Older immigrants may have limited capability to speak and 
understand the national language, and this enlarges their problems. They have prob-
lems with filling in forms. The number of illiterates is higher than the average. Mental 
problems are recognized late due to language problems and limited knowledge of the 
health and social services, mental problems like dementia are recognized late. They 
have problems with therapy compliance and taking medication. They are not familiar 
with their biology and their diseases. The medication leaflets are hard to read and 
understand for them. They are vulnerable for loneliness. There is a special European 
non-profit organization ENIEC (http://www.eniec.eu/) for the exchange of ideas and 
for building a body of knowledge for the care and support for older immigrants.

7.3.6  Assessment of Physical Wellbeing and Physical 
Functioning

Similarly, as about the mental state, there are validated screening instruments to get 
information of parts of the physical wellbeing and physical functioning as well. An 
example is the frequently used screening tool for malnutrition, the Simplified 
Nutritional Appetite Questionnaire (SNAQ) that predicts weight loss, and filling it 
takes only 5 min. Malnutrition is associated with poor health outcomes. The preva-
lence of malnutrition among institutionalized and community-dwelling older per-
sons varies between 30–60% and 2–10%. Moreover, there are more measurement 
instruments to be used, for example, in testing pain, frailty and ADL.

Performance Indicators for Assessment of Physical Wellbeing and Physical 
Functioning
Perform the assessment appropriately, and gather information about physical well-
being and physical functioning, including:

• Activities of daily living (ADL)
• Instrumental activities of daily living (IADLs)
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• Main physical complaints
• Endurance and fatigue
• Pain and coping with pain
• Chronic diseases such as cardiovascular disease, cancer and diabetes
• Respiratory diseases such as pneumonia and the flu
• Incontinence
• Musculoskeletal problems such as arthritis
• Hearing problems
• Eyesight problems
• Oral health, chewing and swallowing
• Sleeping habits and problems
• Fainting and dizziness
• Frailty
• Mobility
• History of falling
• Use of medicine, adherence and polypharmacy
• Health history
• Adequate use of aids, devices and prostheses

7.3.7  Assessment of Housing and Living Conditions

Housing and living conditions are important. Older persons spend more time at 
home than younger people because they do not work, and they possibly are less 
mobile. It is easier to stay in their own house independently when there are no stairs 
and no slippery floors, when there is an easy accessible shower and a raised toilet 
with a grip on the wall and when there are stores in the neighbourhood. Some older 
persons neglect themselves caused by loneliness, depression or lack of help.

Performance Indicators for Assessment of Housing and Living Conditions
In the assessment of the living environment, the focus is as it relates to func-
tional, physical, cognitive, psychological and social needs of older persons and 
includes:

• The ability to live independently, taking into account limited mobility, frailty and 
other physical or mental health problems

• Eating habits
• Smoking
• Consumption of alcohol
• Exposure to toxic substances
• Safety issues (e.g. fire hazards and risks for accidents)
• Fall prevention
• Actual or potential mistreatment (physical, mental or financial abuse and/or 

self-neglect)
• Possibilities of informal caregivers/family to deliver care and help
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• Financial resources and who administers
• Transport facilities
• Availability of resources in the neighbourhood (shops etc.)
• Use of assistive technology

7.3.8  Assessment of Social Participation and Activities

Social issues can have a significant impact on life and both physical and mental 
health of older people. Think of loneliness from losing a spouse and friends. Social 
isolation can also be caused by adult children living far away. But there can also be 
feelings of boredom, sorrow by loss of independency or, for example, financial 
problems. Older people have older partners, and they are often each other’s care-
giver or carer. Is that realistic to continue? Friends, neighbours or volunteers can be 
a member of an older person’s social network as well and help with activities of 
daily living or other tasks. Be aware that informal caregivers are not overloaded; 
they have a risk for a caregivers’ burden.

Performance Indicators for Assessment of Social Participation 
and Activities
Gather information about social participation and functioning, including:

• Social history/background
• Recent life events
• Contacts with family, friends and neighbours
• Activities in community centres and neighbourhood
• Religion
• Hobbies
• Use of computer/Internet/social media
• Network of help and social support
• (Health) literacy and self-efficacy
• Caregivers/family/volunteers knowledge and skills necessary to deliver care and 

help
• Family/caregivers’ needs and level of stress

7.4  Competence: Analysis and Problem Identification

When the data collection and the observation are completed, the phase of analysing 
starts. Try to make a picture of the older person and partner and their needs. The 
expert needs his/her knowledge and links this with the problems and needs of the 
older person. Sometimes there are more possibilities, and there is a need for more 
specified questions to come to a final judgment. Verify your conclusion with the 
older person and his partner. Then a multidisciplinary team discussion will be initi-
ated to set up a plan.
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Example
A 78-year-old female immigrant suffers from diabetes. Because of her severe obe-
sity with a BMI of 30, she is sent to a dietician. During the assessment, the woman 
tells that her husband recently passed away. She has problems reading and under-
standing the language. The dieticians conclude that she has a risk for isolation and 
non-compliance caused by loneliness and misunderstanding next to her obesity.

In this example it becomes clear that the dietician performed an integrated 
assessment. She analyses the problem and based on her gained information and 
knowledge she comes to potential problems.

7.4.1  Competence Description

Formulate problems, potential problems and risks based on an accurate analyse of 
the data of assessment of the older person and his/her family and linked with your 
body of knowledge. Try to identify the relationships between physical, mental and 
social problems of the older person in his/her environment.

Problems, potential problems and risk factors are identified and clearly described 
and when applicable alternatives next to the relation between physical, mental and 
social problems. Priorities are set. The findings are verified with the older person.

Performance Indicators
• Apply professional knowledge to analyse, understand and interpret the informa-

tion gathered.
• Identify and understand the relationships between physical, mental and social 

problems of the older person in his/her environment.
• Identify risk factors in mental wellbeing like recent behavioural changes.
• Identify risks in physical wellbeing and physical functioning like activity limita-

tions, frailty, multi-morbidity and polypharmacy.
• Identify risks about housing and living conditions and the ability to take care of 

him-/herself.
• Identify risks in relation to social participation.
• Explore and discuss information to help work out what is most important for the 

older person and the family. Set priorities.
• Notify family/caregivers if an older adult exhibits risk signs and symptoms.
• Identify main problem(s) and formulate conclusion together with the older  

person and his/her family.

7.5  Competence: Goal Setting and Planning

The next step is setting up goals preferably together with the older person. There are 
goals for the long and for the long and short term. Shared decision-making is defined 
as the process by which professionals and older persons make choices together. 
What is important for the older person for his quality of life? What does he/she want 
to realize?
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Example
A 75-year-old woman suffers from a chronic wound on her leg. The best option for 
the wound is to immobilize her. However, immobilization has a lot of physical disad-
vantages, and the woman likes to walk in her neighbourhood for her contacts. The 
professional (a wound care consultancy) and the patient decide together to restrict 
the immobilization and accept the risks that the wound healing takes longer.

For shared decision-making, it is important to have a trustful relation with the 
older person. The older person needs to be informed well about the available options, 
their advantages and disadvantages. The present of a relative of the older persons 
during the conversation may help the information process and gives the patients the 
possibilities to talk everything over and to make a proper decision.

7.5.1  Competence Description

Develop of a clear, timely and appropriate individual plan with measurable objec-
tives for the care and support for the older person and his/her family with the focus 
on optimal health, wellbeing and quality of life. Use appropriate techniques for 
shared decision-making.

Example
A 75-year-old nursing home resident suffers from dementia and increasing wander-
ing behaviour, day and night. He enters other patients’ rooms and has a risk to get 
lost and for fall accidents. Together with his family, a plan is made to help him with 
his compulsion of wandering, with as indicator to decease it. Mostly this is caused 
by the last attempt to keep someone’s autonomy. Indicator for the plan is increasing 
wandering behaviour. Together with his family, they discover that the man is capable 
in performing some simple tasks in a farm for day activities. This increases his feel-
ing of autonomy. It makes him tired. His day and night rhythm recovers. His wander-
ing decreases. From this information, the plan was made and evaluated regularly.

Performance Indicators
• Based on analysis of the assessment results, formulate goals and objectives for 

further care based on older person’s preferences and needs.
• Use consultation techniques for shared decision-making, and work together with 

the older person and his/her family to set objectives, define outcomes and select 
treatment, interventions and help needed.

• Develop plans based on health situation, functional status, life goals, symptoms 
management and financial and social supports of the older person and his/her 
family.

• Explain the availability and effectiveness of resources for the older person and 
his/her family.

• Develop a clear, timely, realistic and appropriate individualized plan with mea-
surable objectives for the treatment and support for the older person and his/her 
family. This plan should be person-centred and based on best evidence.
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• Develop a plan that includes the interventions/actions from the profession’s own 
discipline and, when necessary, referrals to a multidisciplinary team and other 
professionals.

• Write the plan according to the standards and regulations of the organization and 
the profession.

• Use consultation techniques for shared decision-making, and work together with 
the older person and his/her family to set objectives, define outcomes and select 
treatment, interventions and help.

7.6  Competence: Development and Performance 
of Interventions Based on Professional Standards

7.6.1  Competence Description

Provide care, help and support to the older person and his/her family to improve or 
prevent further decline in mental and physical wellbeing, housing and living condi-
tions and social participation.

Like it becomes clear in the example of the wandering older person, based on the 
assessment and goal-setting, interventions are set up and developed. However, the 
complexity of the individually older person may be so unique that creativity must be 
found to solve the problem, preferably evidence based.

Example
An older lady with dementia in a nursing home made smack noises constantly and 
irritated her roommates. One carer was so creative to give her a lollipop. The lady 
stopped making smack noises and enjoined her lollipop, which she got from that 
moment on frequently. In the care plan that was made, extra dental control was 
included.

To set up interventions, you need to be aware of side effects as well.
But professionals are not challenged solely by individual problems; there are 

more general problems as well.

Example
In an ageing population, the number of patients at risk for illness and disability 
raises. However, there is growing evidence that physical activity helps to age 
healthy, physically and mentally. Based on this, there are local initiatives taken by 
physiotherapists for activity programme for older persons.

Although there is evidence, but there is still a challenge: How to stimulate older 
people to increase their physical activities. This can be a start of a new systematic 
approach of solving a health or social problem.

Performance Indicators
• Facilitate the older person’s active participation in all aspects of his/her own 

health and wellbeing.
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• Deliver care and support to the older person and his/her family with respect to 
cultural and spiritual beliefs, and make healthcare resources available.

• Carry out approved professional procedures, demonstrating knowledge and 
skills in the use of aids and equipment available.

• Prevent or reduce common risk factors that contribute to functional decline, 
impaired quality of life and excessive disability in the older person.

• Involve, educate and, when appropriate, supervise family, friends and assistive 
personnel in implementing best practices for the older person.

• Access and manage an emergency/critical event ensuring prompt, effective care 
and referral where appropriate.

The current technology possibilities may help you to find new interventions in the 
care and support for older people. You must take into the account that they may be 
unfamiliar with new techniques and that you must make adjustment to help them use it.

Example
A 75-year-old woman was recovering from a stroke. She wanted to go home and 
to live independently, to read the papers and to have a good conversation with 
her guests. She has severe difficulties with her balance, and she needs a 
wheelchair. To give her more autonomy, her daughter installed a tablet with 
speech recognition because she was not familiar with using apps. By commanding 
the tablet, she receives the paper daily; she is able to put on the radio and 
television, put on the lights and talk with her daughter and others through Skype.

Performance Indicators Using Techniques
• Apply ICT and ambient assisting living technologies effectively and safely.
• Develop and implement a tailor made rehabilitation programme.

7.7  Competence: Evaluation

The frequency of the evaluation depends on the state of the older person. This is a part 
of the plan. There is a difference of course of the moment of evaluation between the 
short- and the long-term goals. In some European countries like in the Dutch nursing 
homes, it is legally required to evaluate the long-term goals and the care plan at least 
twice a year in an interdisciplinary team and of course with the older person and part-
ner or caretaker. Observations and unexpected changes in the physical, mental or social 
wellbeing can make it necessary to evaluate more often. In acute situations a continu-
ous evaluation and adjustment of the goals and interventions will be necessary, based 
on assessment and observations. This completes the circle of the systematic approach.

7.7.1  Competence Description

Evaluate, reevaluate and make adjustment on service or care plans for the older 
person on a continuing basis with the purpose of providing optimal care and support 
for the wellbeing of the older person and his/her family.
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Example
A 70-year-old man has a chronic wound. Two times a week, the home nurse visits 
him to dress the wound with as final aim wound healing. With the start of the 
prescribed treatment, the specialized wound nurse makes a video of the wound for 
the patient’s record and to show the nurses who will perform the daily care how to 
dress the wound. After 3 weeks she visits the patient again and makes another video 
to compare it with the previous one. Because there seems to be no differences 
between the two videos, she warns the dermatologist for evaluation of the prescribed 
treatment.

Performance Indicators
• Monitor the situation of the older person and his/her family on a regular basis.
• Re-evaluate and adjust the plans and interventions for older adults on a continu-

ing basis.
• Evaluate the continued appropriateness of the interventions, care plans and ser-

vices based on the older person’s and families’/caregivers’ changes in age, status 
of health and wellbeing and function.

• Adjust and change plans and interventions when necessary or desirable.

7.8  Assignments

 1. Find a standard assessment, used within your profession for an older person.
 2. Discuss the possible cultural problems typical for older persons.
 3. Make a critical appraisal of an intervention of your profession.
 4. Discuss how to recognize illiteracy,
 5. Which are the so-called geriatric giants?
 6. Describe the differences between delirium, depression and dementia.
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8Communicator

Célia Cristina Casaca Soares and António Manuel Marques

Learning Objectives

You
• Are aware of the requirements for working with older people and their families 

in the role of communicator within the context of your profession
• Are able to build a positive relationship with the older people and their families 

and understand how this enforces health and well-being of the older person
• Understand and value the competences empowerment and coaching to promote 

health and well-being in older populations

8.1  Introduction

Approaching population ageing in a comprehensive way requires paying close 
attention to the diversity of needs that comes intertwined with older ages [1]. In fact, 
diversity is the hallmark of old age. The provision of personalized quality services 
meeting older people’s needs is a common challenge across countries [2]. Recently, 
the WHO has proposed a framework on integrated people-centred health and social 
services focusing on people’s preferences and needs [3]. This framework shows a 
clear articulation with the main principles of person-centred care [4] and moves 
away from a model of care based on standardized practices “one size fit all” or 
manual-like strategies.
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Person-centred, patient-centred, user-centred, individualized or personalized 
care reflect different terms used to describe what it seems to be the same outcome: 
putting people and their families at the centre of the process of care and working 
together in partnership with professionals to get the most appropriate solution to 
their specific situation [5]. In fact, consideration of older people’s feedback on the 
process of care supports a more person-centred approach and brings information on 
the all possible ways to improve the quality of care provided [6].

The concept ‘person-centred’ is anchored in the tradition of humanistic psychol-
ogy through the work of Carl Rogers in the field of psychotherapy. Rogers’ human-
istic approach and today’s person-centred care share empathy as a key element, that 
is to say, the professional’s willingness to suspend judgment and appreciate the 
user’s perspective [7]. According to this framework, older people’s care is driven by 
their desires, expectations, values, preferences, social background, life conditions 
and family situation and must meet their needs [8–10]. Therefore, professionals 
should be genuinely interested in knowing and connecting with the person, their 
family or other informal caregivers and recognize the centrality of relationships and 
communication processes [2, 9].

In the next sections, we will guide you through the fundamental components and 
requirements that define the competences of a communicator within the context of 
health and social care. Professionals working with older people in health or social 
care services may use these competences in several different ways, depending on 
the context and nature of their occupation and forms of practice.

Example
Daniel is a physiotherapist who has been working for 5 years in a non- governmental 
organization (NGO) that provides social and health care, especially for older 
people. The NGO has two target groups of users; one group resides in the nursing 
home and the other receives care at home. Home care is addressed to users in the 
rehabilitation phase, especially in post-stroke situations, and also after orthopaedic 
surgical interventions.

In these situations, when the older person wishes to remain at home or with the 
family, a team of professionals evaluates the existing logistic conditions, to ensure 
that the rehabilitation process will continue and that it will proceed safely. This 
evaluation is discussed with the older person and, when applicable, with their care-
givers and is performed in loco by the social worker and by the physiotherapist and/
or nurse.

When the older person returns home, still with some functional limitations, the 
organization of the space (such as the arrangement of the furniture and the access 
and suitability of the WC, among many details) must be carefully analysed and 
adapted.

After an ischemic stroke and 1 week at the hospital, Joana, a 78-year-old widow, 
has been admitted to the nursing home where Daniel works, to continue her recov-
ery process (she had pronounced hemiparesis, decreased movement of the left lower 
and upper limbs). Her son and daughter did not have the possibility to provide care 
or to transport her to physiotherapy treatments.
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After a few weeks at the nursing home, she did not hide the desire to return to her 
house; several times a day, she asked the professionals when that day would come. 
Because they did not know what her son and daughter would decide, the profession-
als avoided answering, changed the subject or simply said, ‘I don’t know’.

During one session of physiotherapy, Daniel noticed Joana’s apathy and her 
lack of involvement and collaboration. Only with some insistence, Joana said that it 
would not be worth investing in her rehabilitation, since she had realized that she 
would stay in the nursing home forever. The physiotherapist showed his interest in 
understanding what she was saying, and this was how he became aware of Joana’s 
frustration for being institutionalized. Daniel explained to her, in common terms, 
the relationship between the stroke she had suffered and the limitations of movement 
and strength of the affected limbs and stressed how their work together had brought 
many improvements. Joana recognized that she was much better and more agile and 
that for that reason she already moved autonomously in the nursing home, only with 
the support of the walker. If she could do it at the institution, she could do it at home, 
she said. Daniel thought that, under the right conditions, Joana could be at home or 
together with one of her children, but he did not express his opinion.

The physiotherapist emphasized that the space in the institution has been planned 
and organized so that users like her could move safely and that regular houses do 
not always have such conditions. Joana used this opportunity to describe her house 
and all the personal objects she missed during her stay at the nursing home, includ-
ing the plants she was so proud of. Daniel did not know what Joana’s family had 
thought about her future, so he asked if she agreed with the possibility of having the 
team discussing this situation together with herself and her family.

Information about the advantages of returning home and the need to evaluate the 
adaptations to be made was provided during the meeting with Joana and her family. 
Her son argued that his mother should not return to her own house because she was 
very weak and it would be better for everyone if she stayed at the nursing home. 
Daniel noticed Joana’s expression of disagreement and encouraged her to say what 
she thought. She argued that she would feel better at her own house, even if provi-
sionally, it were worth to try.

The physiotherapist described Joana’s functional stage and the intervention he 
would perform as a physiotherapist three times a week. He assured that the team 
supported the decision of having her returning home, since there was consensus 
about the benefits of this measure, considering the implementation of some security 
measures. However, he said, a collective commitment to that decision was needed. 
Joana’s daughter showed will to make the necessary arrangements and changes at 
her mother’s house and stated that she would hire a care assistant, since everyone 
was busy during the day.

Daniel visited Joana for the fourth time, after she had settled at home. He found 
her in the kitchen, sat in a chair near a big glass door, which was separating her 
from a large terrace. In private, the care assistant told him that it was her usual 
behaviour in the past few days. She also mentioned that Joana refused to perform 
the recommended exercises for the upper limb (such as throwing a tennis ball and 
picking it up again, separating marbles by colour and size on a board or putting 

8 Communicator



174

rings on a pin) because, in her own words, ‘these were silly, childish and useless 
things’. As for the gait training, because she had less space at home to use the 
walker at her ease, Joana told the care assistant she felt less safe than in the nursing 
home and therefore avoided walking.

Joana, upon the physiotherapist entry, immediately said that ‘after all, her 
return home was not working and she regretted leaving the nursing home; in fact, 
she felt like a prisoner’. Daniel talked with her because he was interested to know 
her reasons and realized that, by her son’s imposition, Joana’s movements were 
closely watched and controlled by the care assistant and the access door to the 
terrace was locked. He sat down next to Joana and prepared himself to learn 
the name of 20 plants or even more, which were on the terrace. She claimed that 
the plants were in need of water and care. Daniel sat outside with Joana in the 
large terrace, and he listened. He was not concerned about not having performed 
the planned intervention and prepared himself to reflect on what had failed in his 
action and on what he could still do to improve Joana’s current situation and 
well-being.

8.2  The Role of Communicator

Health and social care professionals enable older person-centred communication in 
formal and informal situations. This is achieved through shared decision-making 
and effective interactions with the older person, their family and informal support-
ers. Health and social care professionals work within the context of the older per-
son’s individual situation and living conditions and take into account the level of 
support required and factors such as the individual’s level of literacy and sensory 
abilities. The competences required for this role are essential for establishing rap-
port and trust, formulating a diagnosis and planning interventions, delivering infor-
mation, achieving mutual understanding and constructing a shared plan of support. 
The application of these communication competences and the nature of the different 
health and social care professions vary for different occupations and forms of prac-
tice and may be formal and informal.

Competences of the communicator role are maintaining relationships and effec-
tive communication, empowerment and coaching.

In the last decades, with a growing body of empirical evidence, the power of 
communication has gained special recognition in the field of care. The traditional 
biomedical model, according to which no great communicative ability of profes-
sionals was demanded since the client-as-person was scarcely recognized, has been 
replaced by a biopsychosocial alternative, where positive and effective interper-
sonal communication is mandatory [11].

Results of several studies conducted in the context of medicine and nursing, 
focusing on the effects of professional-patient relationships, have shown that inter-
personal skills of professionals make a significant difference in the quality of care 
and patient’s quality of life, well-being and satisfaction [12]. Communication and 
interpersonal skills of care providers may lessen feelings of treatment burden and 
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empower patients to feel confident in their self-management [13]. Instead, ineffective 
skills are associated with decreased patient satisfaction and increased medication 
errors and malpractice claims. And similar findings recur across professions [12].

Older people seem to be truly aware of the decisive role of communication in 
experiences with different professionals and care settings. In fact, they believe that 
positive communication styles have a significant impact on the way people perceive 
the quality of care [14]. Furthermore, clear communication strategies show positive 
impact on health conditions and health outcomes of older people such as the reduction 
of emergency department readmission rates, mortality and functional decline [15].

As communicators, professionals should promote positive relationships and 
effective communication strategies with older people and their families or informal 
carers, ought to involve and share decisions about care with older people and their 
families, and help people to manage their health [16]. To pursue such goals, profes-
sionals must know the person’s history, biography, strengths and limitations and 
use such knowledge for implementing personalized care [10, 17]. Thus, a 
relationship- centred approach requires attention to each person in all of his or her 
complexity [18].

There are three main competences included in the role of communicator. The 
first one focuses on maintaining relationships and effective communication, and the 
second one is related with the empowerment of the older person, family members or 
other informal careers. The third competence is associated with coaching strategies 
oriented towards the promotion of older people’s health and well-being following 
mechanism of self-management, self-reliance and co-reliance.

8.3  Competence: Maintaining Relationships and Effective 
Communication

This first competence is anchored on the promotion of positive and trusting relation-
ships and effective communication strategies with older people, their family mem-
bers or caregivers, in formal or informal situations. In fact, the development of 
positive and reciprocal relationships reflects one basic principle of person-centred 
care and needs to be considered as a pillar of older people’s care [19]. Person- 
centred care derives from caring relationships that are established between profes-
sionals and older people. Thus, educating care providers about the importance of 
interpersonal and relational skills can lead to improvements in the process of care 
and, consequently, benefit the well-being of older people.

8.3.1  Competence Description

Form strong positive relationships with older people and their families, based on 
empathy, trust, respect and reciprocity. Communicate in a clear and effective way 
considering older person’s individuality, dignity, personal and social background 
and needs [20].
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Performance Indicators
• Understand the older person’s individuality, identity, background, developmental 

path, expectations and needs.
• Respect individual and cultural diversity in care and services, including diversity 

of attitudes and beliefs about ageing and well-being. Be aware of and avoid cul-
tural biases during care.

• Promote positive, trusting and symmetrical relationships.
• Adjust the form of communication depending on the characteristics of the older 

person.
• Assess possible barriers to the older person receiving, understanding and giving 

information.
• Use active listening during different situations of care and support.
• Listen to older person’s concerns and allow extra time when needed.
• Be aware of the nature of relationships of the older person with his/her family/

caregivers and of the possible (positive/negative) effects in care and support.
• Be able to relate and communicate with the older person and his/her family/

caregivers individually and in small groups.
• Use diplomacy and tact in fraught situations and handle tense situations. Address 

conflict situations positively, show respect, listen to the involved parties and 
achieve common ground whenever is possible [20].

If health and social care professionals wish to address and treat the problems of older 
people effectively, it is essential that they start by recognising and responding adequately 
to each person’s background and needs [21]. Older people want to feel that care provid-
ers understand what is important to them and know about and accept their individual 
needs. Going back to the example presented in the beginning of this chapter, it’s impor-
tant that you understand that professionals should have been more available to recognize 
and give sense to Joana’s expectations and needs when she constantly expressed her 
desire to return to her house after a few weeks in the nursing home. After all, Joana’s 
questions where reasonable and legitimate considering her identity and life situation 
before the stroke. To preserve a sense of life continuity and to reduce her anxiety, profes-
sionals should have addressed Joana’s questions in a more open and supportive way [2].

Literature suggests that older people value relational aspects of care more often when 
compared to technical or task-oriented aspects [2, 22, 23]. For example, in the context 
of nursing, even if participants value technical knowledge and skills shown during care, 
these seem to be interconnected with the nurse’s attitudes in a way that the former 
couldn’t be well accomplished without the latter [22]. Caring attitudes of professionals, 
such as kindness, warmth and support, positively influence the quality of relationships 
during older people’s care [24] and contribute to higher levels of satisfaction [25].

8.3.2  Relationship Building and Communication in Care

Communication is central to all forms of relationships occurring in different set-
tings, including health and social care. When such relationships become stressful or 
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break down, the central complaint frequently relates to ineffective or poor commu-
nication [26]. We develop relationships through degrees of self-disclosure and grad-
ually reveal information, attitudes and feelings through means of communication. 
Empathy and trust are important for building positive relationships. Empathy 
involves trying to feel with the other person in order to understand their point of 
view. Trust involves accepting the others without judging them and believing in 
their sincerity, competence and acceptance. In health and social care settings, trust 
is particularly relevant because people often feel helpless and vulnerable [26].

Trust is reinforced when health and social care professionals use positive and 
supportive communicative behaviours. Older people often report such behaviours as 
being the most important in a consultation and how they value the healing power of 
such behaviours (e.g. when the doctor shows interest in their problems, kindness 
and overt friendliness during conversation) [27].

In acute care settings, for example, older people and their relatives report that recip-
rocal and trustful relationship with professionals provide reassurance and a feeling of 
being cared for, respected and welcome [17]. Therefore, it is important to foster trust by 
attending to the person’s needs and by using appropriate communicative behaviours. 
The quality of communication is associated with the sense that one is being helped.

Likewise, trustful and reciprocal relationships provide a sense of security and 
enhance an individual’s sense of significance, belonging and continuity [28]. Within 
this particular relational context, client and professional come together in coopera-
tion to discover the nature of the problem, to determine a course of action or a suit-
able strategy for intervention. There may exist some disparities in terms of their 
expectations, but to some extent there will be consensus between them in relation to 
the nature of their encounters [26]. Thus, communication is basic to shape the health 
and social care encounter.

Communication allows attaining knowledge about the symptoms and their per-
sonal relevance to the client, so that the diagnostic process can be appropriately 
targeted and so that the practitioner can find out what is at stake for the client as a 
person [29]. Following Widder’s view, communicative events between practitioner 
and client lead to a shared understanding about what is at stake for the client [29].

Going back to the example, you can see that Daniel was truly interested in under-
standing the real reasons behind Joana’s behaviour and refuses to perform the rec-
ommended exercises during the episode of his fourth visit to the house. Being 
available and truly interested in Joana’s situation made him realize that her auton-
omy and independence was being compromised. In fact, her family was not respect-
ing her needs and desires. In that moment, through means of empathy and trust, 
Daniel understood Joana’s position and also the negative impact this situation was 
having on the process and outcomes of care.

8.3.3  Effective Communication in Care Settings: Key Elements 
to Keep in Mind

As mentioned earlier in this chapter, effective communication is now recognized to 
be central to effective health and social care for older people. Simpson and 
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colleagues [30] presented eight key points about the relationship between commu-
nication practices and health outcomes in the ‘Toronto Consensus Statement’, 
namely:

 1. Communication problems in medical practice are important and common.
 2. Patient anxiety and dissatisfaction are related to uncertainty and lack of informa-

tion, explanation and feedback.
 3. Doctors often misperceive the amount and type of information that patients want 

to receive.
 4. Improved quality of clinical communication is related to positive health 

outcomes.
 5. Explaining and understanding patient concerns, even when they cannot be 

resolved, result in a fall in anxiety.
 6. Greater participation by the patient in the encounter improves satisfaction, com-

pliance and treatment outcomes.
 7. The level of psychological distress in patients with serious illness is less when 

they perceive themselves to have received adequate information.
 8. Beneficial clinical communication is routinely possible in clinical practice and 

can be achieved during normal clinical encounters, without unduly prolonging 
them, provided that the clinician has learned the relevant techniques.

From these key points, you can see that effective communication needs to be 
person-centred and informative and needs to promote trust and confidence, as noted 
earlier. It’s essential to convey the right information, to the right people, in the right 
way, at the right time [26].

To communicate in a positive and effective way, professionals need to develop 
and use a number of skills. In health and social care situations, the most common 
communication skills are related to questioning, explaining and providing informa-
tion, attending and listening and reinforcing, including both verbal and non-verbal 
aspects [26].

The ability to ask questions is a core skill for most health professionals because 
they need to be able to determine basic information from clients before they can 
begin to make diagnosis, give advice or make any intervention [26].

The way professionals provide or explain information is determinant for several 
different aspects of care (e.g. health outcomes, client’s satisfaction, adherence to 
treatments). Thus, explaining and providing information is essential to help the cli-
ent understand the problem and how it might be treated, to reduce anxiety, to give 
practical instructions related to medication or other specific interventions, to correct 
mistaken beliefs and to promote healthcare self-management [26].

Listening and attending constitute fundamental skills for health and social care 
professionals. Attending is related with focusing on the other person and what they 
are trying to communicate. Listening is associated to process of ‘hearing’ the other 
person; that involves what they are saying, together with the associated non-verbal 
behaviour and paralinguistics [26]. Professionals should listen to the client but also 
show that they are listening carefully to what is being said (active listening). In fact, 
active listening can be one of the most difficult skills to develop [31]. Active 
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listening is critical to gain a full understanding of the client’s problem and associ-
ated feelings, to communicate interest, to encourage openness and to develop a 
more patient-centred style of interaction [11].

Reinforcement is central to interpersonal relations and serves different purposes 
in social interaction. The key behavioural components of reinforcement include 
acknowledgment, confirmation, paying compliments and making supportive and 
evaluative comments. Health and social care professionals can use such behaviours 
to reinforce positive behaviours and health outcomes in clients [26].

8.3.4  Communicating with Older People: Some Specific Patterns

Communicating effectively with older people can be challenging. Older people can 
show specific communication needs, and professionals may have to develop special 
competences to communicate with older people. In terms of their expectations and 
needs, several studies show that older people expect professionals to have good 
communicative and listening skills. For instance, professionals are expected to lis-
ten, exhibit signs of understanding about what is being told by older people, give 
feedback and allow enough time for consultation [2, 19, 24, 32].

Literature also suggests that the exchange of reliable information depends on the 
type of language adopted by professionals; technical or scientific language exacer-
bates communication problems, and professionals must be aware of this situation 
when they advise or give explanations about medication, specific procedures or 
treatments [2, 21, 33].

If you recall the example at the beginning of the chapter, during his interaction 
with Joana, Daniel has adjusted the type of language (common terms) to explain her 
current clinical condition, the limitations that came associated with the stroke and 
the positive effect that their partnership was having on her rehabilitation. Like 
Daniel, professionals should be able to adjust their communication to the level of 
understanding of older people and to avoid the use of technical jargon during care.

Older people also expect the communication of bad news in an adjusted and sup-
portive manner [2, 19]. In some situations, professionals should be sensible to the 
amount of information that older people are prepared to receive. Moreover, com-
munication skills of professional are also related to non-verbal communication such 
as visual contact, touching and showing signs of attention during interactions with 
older people [2, 16, 21].

In the example, Daniel’s communication skills became evident when Joana 
expressed her frustration in a passive way, and he was able to understand her mes-
sage by using both verbal and non-verbal cues; she said that it would not be worth 
to invest in her rehabilitation because she was going to stay in the nursing home 
forever. In this situation, he used his active listening skills; he followed the hints of 
non-verbal communication and paralinguistics and was able to decode the real 
meaning concealed in her message. Daniel was able to understand Joana’s present 
behaviour and recognize her concerns, expectations and needs.

Still, there are also special communication patterns related to specific physical, 
cognitive and psychosocial factors, which can pose potential barriers to positive 
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communication with people from this age group. As future professional working 
with older people, you should be aware of these.

Barriers in Communication with Older People
Physical factors acting as potential barriers to effective communication with older 
people can be associated with poor eyesight, hearing loss and physical mobility 
[26]. Many professionals use shouting as a strategy when speaking with an older 
person with hearing loss. Instead, it is more adequate speaking slowly, with a low 
but resonant voice, as most hearing loss is likely to affect perception of high-pitched 
sounds. Also, the older person should be seated close to the professional, and face- 
to- face in a good light, so that he or she can read their lips and hear their voice [26].

Written information can be used as a complementary strategy that can even be 
taken home, for people with hearing loss as well as for those with minor cognitive 
impairments that affect their speed of information processing. Nonetheless, this 
strategy is only supplementary and cannot replace spoken interaction between pro-
fessional and older person in any case [26].

Besides age-related sensory decline, the probability of cognitive impairments 
also increases with age. Communication with older people who have some degree 
of cognitive impairment requires allowing time for processing and understanding 
the information or questions and to respond in a proper way. To respond properly, 
care providers should use familiar terms and simple sentence structures whenever 
possible; when giving instructions (e.g. using devices, medication, other relevant 
information) tasks need to be decomposed into smaller concrete steps that can be 
more easily understood and followed [26].

In terms of psychosocial or behavioural factors that can hinder the quality of 
communication with older people, ageism is a special case. Ageism refers to nega-
tive stereotypes, prejudice and discriminatory behaviours based on age categoriza-
tion; that is to say, it can be directed to any age group. In this chapter we will focus 
on ageism directed towards older people, expressed by professionals in care set-
tings. (See also Chap. 13.)

Negative attitudes and discriminating behaviours of professionals based on age 
categorization represent a form of social and cultural bias that negatively affects the 
quality of relationships and the effectiveness of communicational processes in care 
settings and consequently the quality of care [2, 34]. In fact, the use of age categoriza-
tion can be highly problematic both socially and psychologically because older people 
may restrict their own activities and roles based on ageist assumptions [35, 36]. 
Besides, the exposure to negative age-based stereotypes may have a negative impact 
in older people’s physical health [37], age identification, self-esteem and identity [35].

Thus, professionals need to be well aware of their own ageist perceptions and 
attitudes, which can derive from negative representations that are associated with 
the older person or the ageing process itself. Ageist attitudes endanger the way older 
people are treated [36] and compromise the quality of care.

According to Levy and Banaji, ageism is not only exhibited explicitly but is also 
often manifested through implicit modes relating to thoughts, feelings or behav-
iours that operate beyond an individual’s awareness or control [38]. Implicit ageism 
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stems from automatic associations [39] between the concept of ‘ageing’ and ‘old’ 
and negative stereotypes such as ‘dependent, depressed, etc.’ [40]. Verbal and non- 
verbal aspects of communication can be quite revealing about such associations 
because words and gestures, for example, are often strong carriers of ageist stereo-
types and discrimination [34].

For example, in the context of medicine and nursing, professionals tend to speak 
louder and with a patronizing speech, often treating older people like children rather 
than as fully functioning adults [41, 42]. When older people are accompanied to 
consultations by a third party (spouse or children), professionals often communicate 
directly with the third party (particularly, if they are younger) rather than with the 
older people themselves [26]. Also, the use of condescending and infantilizing lan-
guage and the exclusion of older adults from decision-making related to their medi-
cal treatment have been reported in the literature [34].

8.4  Competence: Empowerment

One of the three main prerequisites for health promotion and improvement in health 
proposed by the Ottawa Charter in 1986 is to enable equity in health at the individ-
ual and collective levels [43]. The principle of equity applied to the field of health 
focuses on reducing differences in health status and guaranteeing equal opportuni-
ties and resources to enable all people to achieve their fullest health potential. To 
attain such potential, people must have the opportunity to be responsible for and 
gain control over their own health. Health promotion is an essential tool to increase 
such control and to allow informed choices that enhance people’s health [43].

Empowerment is about supporting people and communities to take control of their 
own health needs, for example, supporting the ability of people to self-manage their 
own illnesses or necessary changes in their living environments. Such support can 
allow people to become articulate and empowered co-producers of health services [3].

8.4.1  Competence Description

Promote capacities and resources in older people and their families so that they can 
gain control over their lives and achieve their own goals according to their needs and 
expectations. Contribute to the improvement of the older person’s autonomy, inde-
pendence, well-being and quality of life [20].

Performance Indicators
• Adapt educational approaches to enhance older person’s coping capacities and 

well-being.
• Respect personal choices of the older person in the activities he/she wants to 

perform despite the time needed.
• Promote shared decision-making with the older person and/or families/caregiv-

ers for maintaining autonomous everyday living, health and well-being.
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• Encourage the older person to voice his/her wishes, expectations and concerns.
• Ask the older person if and how they want his/her family to be involved in care 

and support [20].

Since older people are not passive in their interaction with their environments, 
they should be able to maintain the ability and right to choose across their life 
course. This ability is closely linked to notions of agency and autonomy [44], which 
have been shown to have a powerful influence on the person’s dignity, integrity, 
freedom and independence [1, 45] in different living environments (community, 
assisted living facility or institution) [46].

Going back to the example, you can see that Daniel has been attentive to Joana’s 
wishes, expectations and concerns in different situations. He also tried to engage her 
in the choices related to her future, considering her autonomy in everyday living. 
His commitment to promote shared decision-making was clear when he asked her 
opinion about having the team discussing her return home, together with the family. 
This was also an opportunity to evaluate Joana’s willingness regarding the involve-
ment of her family members in her particular situation.

With decline in capacity, older people are often confronted with the need to make 
transitions in their living environments [1]. However, the existing home or commu-
nity is often considered as having the advantages of maintaining a sense of connec-
tion, security and familiarity and as being related to their sense of identity and 
autonomy [47]. Thus, the older person and their supportive network should be able 
and powerful enough to decide on their own, or share decisions with professionals, 
and make personal choices that are in their best interest.

Choosing and deciding about one’s own life can entail handling with difficult 
and complex situations. Within the context of health and social care, professionals, 
family or informal caregivers need to ensure that the required information is com-
prehensible and relevant for enabling the older person to take the right decisions [1]. 
However, when the person does not have the capacity to choose independently, sup-
ported decision-making may be required. In such conditions, the process of decision- 
making needs to be deeply informed by the character of older person and their past 
and present values and preferences [48].

In the example, the physiotherapist noticed Joana’s expression of disagree-
ment when her son argued that his mother should not return to her own house. In 
his opinion, for the sake of everybody’s well-being, the best solution would be to 
keep the mother at the nursing home. At this point, the son was not considering 
the expectations and preferences of Joana. However, to prevent a situation of pas-
sivity and dependence, Daniel encouraged her to voice her wishes, expectations 
and concerns. It is essential that family members or caregivers do not retain  
support or resources to control older people rather than enabling them to make 
decisions [49].

In the context of primary health care, older people are increasingly encouraged to 
take an active role in knowing and managing their health, in expressing their con-
cerns and preferences and in participating in medical decisions [50]. Patient empow-
erment, patient-involvement and shared decision-making are frequently used 
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concepts in such context [51, 52]. Patient involvement has positive effects on health 
outcomes, especially for people with chronic conditions (frequent in older people) 
[53]. However, previous research showed variability in older people’s preferences 
for being involved and for participating in medical decision-making [50, 51, 54].

8.4.2  Degrees of Freedom in Older People’s Involvement 
in Care: The Case of Medication-Related Decision-Making

Medication decision-making is complex, particularly for older people with multiple 
coexisting conditions [54]. As mentioned before, the extent of desired participation 
in decision-making varies among older people with different clinical conditions. 
Research also shows that the person’s desire to participate depends on the nature of 
the task [55].

Belcher and colleagues conducted a study on the perceptions of older people 
regarding patient involvement in medication decision-making [54]. Results show 
variability in perceptions on whether it was possible or desirable for patients to 
participate in decisions. While some participants expressed attitudes and beliefs that 
were more congruent with a paternalistic model of care, deferring decisions com-
pletely to the physician, others supported a more active role of the patient.

For the group of patients who didn’t want to be engaged in medical decisions, the 
main reasons presented were as follows: wanting the doctor to tell them what to do, 
fear and anxiety regarding illness and illness is overwhelming. Another group con-
sidered that patients cannot be part of decision-making, and the most cited argu-
ments presented by these people were feeling powerless and feeling that they could 
not make a difference in decisions. Lack of knowledge about medications and the 
perception that the doctor “knows best” or is “god-like” were also reasons men-
tioned by this group [54].

The third group, who defended an active involvement in decision-making, focused 
their arguments on patient’s responsibility to know about their medications and con-
ditions. Participants also reflected on the impact of doctor’s attitudes and behaviours 
as facilitators or obstacles to patient’s involvement in decision-making [54].

Findings of this research are consistent with other studies addressing medication- 
related and other healthcare decision-making, which suggest that older people’s 
involvement should be approached according to a notion of continuum, ranging 
from completely passive role to taking an active involvement in decisions. Being 
interested in receiving information on health and treatment options lies in between 
this continuum. Patients might wish to receive such information but might not want 
to be actively engaged in decision-making [50, 54].

According to such findings, you should retain that the degree to which older 
people can or wish to be involved in decision-making must be interpreted in straight 
line with their goals, preferences and needs. Professionals should be sensitive to 
older people’s motivations or limitations towards decision-making and need to 
reach a shared understanding with the older person on how much involved they 
would like to be. (See also Chap. 11.)
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8.5  Competence: Coaching

Age increases the risk of many health disorders, which can negatively impact on the 
health condition and quality of life of older people. Nevertheless, the presence of 
disease during old age is not equivalent to a condition of being no longer healthy 
[1]. In fact, many older people are able to maintain their functioning and continue 
to experience high levels of well-being despite the presence of one or more diseases 
[56]. With this group, coaching strategies will be mainly directed towards the pre-
vention of diseases and risk reduction, promotion of capacity-enhancing behaviours 
and early detection or management of chronic diseases [1].

8.5.1  Competence Description

Stimulate, motivate and coach the older person and related others regarding self- 
management, self-reliance and co-reliance [20].

Performance Indicators
• Inform the older person and his/her family about their particular situation and 

condition, and explain interventions, procedures, benefits and/or risks in a clear 
and detailed way.

• Stimulate social participation of the older person according to his/her personality 
and needs.

• Be aware of feelings of uncertainty and reassure the older person if necessary.
• Discuss possibilities and stimulate self-management, self-reliance and 

co-reliance.
• Use group interventions with the older person and his/her family and/or caregivers.
• Mediate conflict or hostile situations with the older person and family/caregivers 

[20].

8.5.2  Coaching Concept and Approach

Coaching applied to the health context has been conceptualized in different ways 
[57, 58]. In the 1960s, with F. Mahoney and D. Barthel [59], coaching would be 
understood as a practice of health promotion and health education, as a suitable 
strategy to facilitate the achievement of health-related goals. Subsequently, the con-
cept of coaching explains the ideological and effective connection to patient-centred 
practice: (…) ‘a patient-centered approach where in patients at least partially deter-
mine their goals, use self-discovery or active learning processes together with con-
tent education to work toward their goals, and self-monitor behaviors to increase 
accountability’ (p. 93) [60].

This conceptualization is in line with the principles that should guide professional 
relationships with older people, especially those that are explicit in the competence of 
coaching. In fact, older people with higher levels of decline in their capacity and func-
tional ability are less likely to have had the opportunity to develop skills and 
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knowledge that allow them to make the choices that are in their best interest. The com-
petence of coaching calls for the professional to be supportive, but not to underesti-
mate the will and skills of older people. In the words of Kibble and colleagues, this 
approach (…) ‘challenge the fundamental basis of “I do it for you” to “I will do it with 
you”, allowing the patient to become an integral partner in their health care’ (p. 1) [59].

A coaching approach seeks to balance orientation between the needs that profes-
sionals identify and in which to focus (e.g. information, reinforcement of self- 
efficacy, social participation) and the aspirations and opinions of older people, 
intrinsically marked by their idiosyncrasies, contingencies and subjectivity.

As van Dijk and colleagues suggest, recognition of older people’s needs and the 
encouragement of self-management contribute to their quality of life and better 
health, which (...) ‘enables the older people to “star” in the “production” of their 
own well-being as a form of empowerment’ (p. 1) [61].

If you recall the example presented at the beginning of the chapter, Daniel was active 
in stimulating and coaching Joana and her family regarding self- management, self-reli-
ance and co-reliance. He was able to explain her situation in a clear and detailed way, in 
particular the relationship between the stroke and her actual limitations and on how 
their partnership had brought many improvements to her clinical condition and, conse-
quently, to her autonomy. Together with her family, he also provided detailed informa-
tion about the advantages of returning home, the need to evaluate the adaptations to be 
made and the intervention he would perform as a physiotherapist three times a week.

The effectiveness of coaching interventions has been evidenced in several studies 
and by several authors. Reinforcement of patient commitment, self-reliance and self-
management improves the patient’s experience in adopting health-promoting behav-
iours and processes of adaptation to illness and/or disability, increases outcomes and 
can reduce material and intangibles associated with increase outcomes and can 
reduce the material and intangible costs associated with care delivery [58, 62].

Hence, fostering the ability to choose and to self-manage in this group may be a 
useful strategy for overcoming some of the inequities experienced in older age [1]. 
Moreover, coaching interventions are essential for this target group because the 
process of becoming frail or care dependent can be delayed, slowed or even partly 
reversed [63, 64].

8.5.3  Coaching Strategies, Advantages and Challenges

Supporting self-management is a way to recognize the person’s autonomy and abili-
ties to direct their own care in partnership with professionals, their own families and 
other informal carers. Likewise, it’s an opportunity to encourage older people and 
their caregivers to take part in shared decision-making and to share responsibility 
for the older person’s health and well-being [3].

Interventions aimed at increasing self-management have been used in a number 
of health problems, in the perspective of their management, namely, in the chronic 
condition, but also in their prevention [57], considering, as we have pointed out, the 
interests, needs and particular situations of older people.

Coaching strategies have been adopted, for example, in the field of cardiovascu-
lar diseases [65, 66], in monitoring and encouraging physical activity and control of 
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various chronic diseases, such as type 2 diabetes, hypertension and chronic obstruc-
tive pulmonary disease (COPD) [67–71]. These strategies are also an adequate 
approach to prevent cognitive decline associated with ageing [65] and encourage 
independence and commitment to rehabilitation [59].

With the right guidance and support, people can address damaging health behav-
iours and barriers in their environment that prevent healthy lifestyles [3, 57]. 
Coaching approaches will enable older people to follow through with behavioural 
changes needed to maintain or improve health and well-being, but it will always be 
necessary to choose the strategies that best fit in the characteristics of older people, 
the defined objectives (in cooperation with the patient and/or with family) and con-
textual resources. However, to inform, encourage and motivate the older person and 
her/his family regarding the best possible self-management, self-reliance and co- 
reliance on care and services, their diversity must be addressed, especially in the 
choice of coaching strategies.

By the combined effect of sociodemographic factors such as economic resources, 
place of residence (e.g. urban or rural), race, educational level and economic 
income, the level of competence for self-management may differ among older peo-
ple [72, 73]. On the other hand, older people may have lower levels of literacy, 
especially those of less-favoured social classes, which will have negative effects on 
their self-management skills [73, 74]. Even if they are able to deal with specific self-
management tasks (e.g. medication adherence), older people with these characteris-
tics will have more difficulty to perform tasks with some complexity or with several 
components, such as the systematic management of the disease or general self-
management [75].

Therefore, practitioners should evaluate the levels of general literacy and health 
literacy of older people, so that their interventions are appropriate and thus increase 
their effectiveness, with potential benefits for older people [75]. This also applies to 
the family. Whenever family members are directly involved in care and/or support 
of older people, they also need specific support from professionals [76–78]. The 
involvement of the family is important to create conditions that allow the older per-
son to become the protagonist and a real partner in their health and social care and 
life decisions. Hence, the role of the family has to be recognized, and their perfor-
mance must be facilitated, through personalized interventions and coaching strate-
gies to adopt particular situation.

Going back to the case, Daniel’s genuine interest in Joana’s quality of life and 
well-being and his availability for maintaining positive relationship and effective 
communication were determinant for having her trust. At that moment, in the ter-
race, Daniel realized that together they had the adequate conditions to undertake the 
necessary adaptations to the intervention. He was convinced that this was the right 
way to motivate Joana and stimulate her active involvement in rehabilitation. He 
also needed to reflect on a strategy to improve her son’s collaboration. This could be 
a good solution to improve the quality of care in Joana’s situation, and he was going 
to try it.

The ability to inform and encourage self-management and autonomy is essen-
tial to conduct effective health education and coaching activities with older people. 
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In different contexts of intervention, older people and their families value time 
spent by professionals to give suitable information about issues related to their 
care and wish to receive clear explanations with patience [36, 59]. As illustrated, 
Daniel was attentive to the signs of apathy and resistance exhibited by Joana both 
at the nursing home and her own house. For this reason, he became aware of the 
uncertainty she felt about her everyday life and future and had the opportunity to 
reassure her.

Face-to-face conversation will probably be the immediate and most common 
form of coaching, but professionals can provide information, skills and tools for 
managing health conditions, preventing complications and maintaining quality of 
life, in a variety of ways. This will depend, as we mentioned earlier, on older people 
objectives, needs and competencies, resources and preferences.

There are other ways or tools that can supplement or partially replace this type of 
strategy, both in relation to older people and their family. A number of experiences, 
either alone or in the form of more ambitious programmes, have been carried out or 
disseminated, in which coaching has been applied to health contexts, particularly in 
older people [65].

Contacts by telephone and email, in a programmed and pre-agreed way, between 
the professional and the older person, may be a simple strategy but with effective 
results. A phone call or email can express the interest of professionals in the older 
person and their situation. In such contacts, the practitioner can make verbal incen-
tives to encourage the older person to maintain or change behaviour, identify their 
difficulties in adopting a desirable practice and give and receive suggestions or 
information relevant to both intervenient. Thus, telephone and email contacts can be 
meaningful tools to promote the health of older people and encourage decision- 
making about their daily life [65, 67, 79].

Visualization of short videos about common chronic diseases in old age, fol-
lowed by individual and group exploration and reflection, may be part of a coaching 
strategy [68]. This tool can be effective in the dissemination, systematization and 
consolidation of knowledge, in the demonstration of a technique and also in the 
stimulation of desired changes by changing attitudes and skills development [80].

For instance, eHealth is a tool that can be employed for improving the quality of 
life of older people. It has been used to prevent loneliness and isolation, support 
independence and facilitate the self-management of older people’s conditions [3, 
81]. Even if the acceptance of web resources and the possibilities of access are not 
the same to all older people and to all social categories, their potentialities have been 
evidenced [65, 80, 82, 83].

Full compliance with coaching competences may require specific professional 
skills. As we have tried to emphasize, there is a dimension in the role of communi-
cator that calls for a close relationship with older people and their family, promotes 
partnership and encourages active participation in the management of their needs 
and daily lives, at the level of rehabilitation, self-management or discharge planning 
[59]. To assure quality care services and promote the satisfaction of older people 
and their families, professionals can attend specific pre- and postgraduate training 
focusing on the competences described in the role of communicator. This can 

8 Communicator



188

contribute to further develop their knowledge and skills and motivate them to reflect 
on their practices and, where necessary, to improve them [59, 84, 85].

8.6  Assignments

 1. When professionals use technical jargon during care, they create possible barri-
ers in communication with older people. Are you aware of your own behaviour? 
Is it possible that you may have had this behaviour in your encounters with older 
people during internships? It may be useful to reflect on this and, as a suggestion, 
to list common terms of your profession, which may be unknown to those you 
care for (e.g. clinical condition, administrative procedure, relapse, scientific evi-
dence, etc.).

 2. In the example described, for Joana, the possibility to care and appreciate her 
plants was an essential source of motivation and well-being. Based on your expe-
rience, do you identify habitual aspirations of older people, which can mark their 
individuality and influence the therapeutic process?

 3. As we have said, promoting shared decision-making with the older person and/
or families/caregivers is a desirable strategy for maintaining autonomous every-
day living, health and well-being. However, this can be a challenging task for 
professionals. Think about the difficulties in respecting the rights and needs of 
the older person and at the same time considering the opinions and desires of his/
her family. Can you identify verbal expressions that help build consensus and 
avoid mistrust and hostility?

 4. Non-verbal language is rich but also complex. The ability to decode and use it 
properly is critical in health and social care. Because it is closely linked to cul-
ture, it can be one of the areas where cultural diversity is most evident. In your 
own profession, you may have experienced illustrative situations. It will be a 
good exercise to recall and analyse the positive and/or negative affects you have 
noted.

References

 1. World Health Organization (WHO). World report on ageing and health; 2015. http://apps.
who.int/iris/bitstream/10665/186463/1/9789240694811_eng.pdf?ua=1. Accessed 31 Oct 
2017.

 2. Soares CC, Marques AM, Clarke P, Klein R, Koskinen L, Krasuckiene D, Lamsodiene E, 
Piscalkiene V, Küçükgüçlü Ö. Older people’s views and expectations about the competences of 
health and social care professionals: a European qualitative study. Eur J Ageing. 2018. https://
doi.org/10.1007/s10433-018-0466-3.

 3. World Health Organization. WHO global strategy on people-centred and integrated health 
services. Interim report. 2015. http://apps.who.int/iris/bitstream/10665/155002/1/WHO_HIS_
SDS_2015.6_eng.pdf?ua=1&ua=1. Accessed 31 Oct 2017.

 4. Silva D. Helping measure person-centred care. London: The Health Foundation; 2014.
 5. www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/.

C. C. C. Soares and A. M. Marques

http://apps.who.int/iris/bitstream/10665/186463/1/9789240694811_eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/186463/1/9789240694811_eng.pdf?ua=1
https://doi.org/10.1007/s10433-018-0466-3
https://doi.org/10.1007/s10433-018-0466-3
http://apps.who.int/iris/bitstream/10665/155002/1/WHO_HIS_SDS_2015.6_eng.pdf?ua=1&ua=1
http://apps.who.int/iris/bitstream/10665/155002/1/WHO_HIS_SDS_2015.6_eng.pdf?ua=1&ua=1
http://www.ihi.org/IHI/Topics/PatientCenteredCare/PatientCenteredCareGeneral/


189

 6. Phillips KL, Chiriboga DA, Jang Y. Satisfaction with care. The role of patient-provider racial/
ethnic concordance and interpersonal sensitivity. J Aging Health. 2012;24(7):1079–90.

 7. The Health Foundation. Person-centred care made simple. London: The Health Foundation; 
2014.

 8. Gill PS.  Patient engagement: an investigation at a primary care clinic. Int J Gen Med. 
2013;6:85–98.

 9. Nay R, Garrat S, Fetherstonhaugh D. Older people: issues and innovations in care. London: 
Elsevier Health Sciences; 2013.

 10. Epstein RM, Fiscella K, Lesser CS, Stange KC. Why the nation needs a policy push on patient- 
centered health care. Health Aff. 2010;29(8):7. https://doi.org/10.1377/hlthaff.2009.0888.

 11. Dickson D, Hargie O, Morrow N.  Communication skills training for health professionals. 
London: Chapman & Hall; 1997.

 12. Hargie O. Skilled interprofessional communication. Research, theory and practice. London: 
Routledge; 2011.

 13. Eton DT, Ridgweway JL, Linzer M, Boehm DH, Rogers EA, Yost KJ, Rutten LJF, St Sauver 
JL, Poplau S, Anderson RT. Healthcare provider relational quality is associated with better 
self-management and less treatment burden in people with multiple chronic conditions. Patient 
Prefer Adherence. 2017;11:1635–46.

 14. van de Pol MH, Fluit CR, Lagro J, Niessen D, Rikkert MG, Lagro-Janssen AL. Quality care 
provision for older people: an interview study with patients and primary healthcare profession-
als. Br J Gen Pract. 2015;65(637):e500–7. https://doi.org/10.3399/bjgp15X686065.

 15. Clochesy JM, Dolansky MA, Hickman RL, Gittner LS. Enhancing communication between 
patients and healthcare providers: SBAR3. J Health Hum Serv Adm. 2015;38(2):237–52.

 16. Soares C, Marques AM, Clarke P, Klein R, Koskinen L, Krasuckiene D, Küçükgüçlü O, 
Lamsodiene E, Leitner K, Piscalkiene V, Söylemez B. Older people’s views on professional 
competences. European Later Life Active Network. Report. 2016. http://ellan.savonia.fi/. 
Accessed 4 July 2016.

 17. Bridges J, Flatley M, Meyer J. Older people’s and relatives’ experiences in acute care settings: 
systematic review and synthesis of qualitative studies. Int J Nurs Stud. 2010;47(1):89–107. 
https://doi.org/10.1016/j.ijnurstu.2009.09.009.

 18. Tresolini CP, Pew-Fetzer Task Force. Health professions, education and relationship-centred 
care: a report of the Pew-Fetzer task force on advancing psychosocial health education. San 
Francisco: Pew Health Professions Commission; 2000.

 19. Berkelmans PGJ, Berendsen AJ, Verhaak PFM, van der Meer K. Characteristics of general 
practice care: what do senior citizens value? A qualitative study. BMC Geriatr. 2010;10:80. 
https://doi.org/10.1186/1471-2318-10-80.

 20. Dijkman B, Roodbol P, Aho J, Achtschin-Stieger S, Andruszkiewicz A, Coffey A, Felsmann 
M, Klein R, Mikkonen I, Oleksiw K, Schoofs G Soares C, Sourtzi P. European core compe-
tences framework for health and social care professionals working with older people. Ellan; 
2016. 43p.

 21. Vieder JN, Krafchick MA, Kovach AC, Galluzzi KE. Physician-patient interaction: What do 
elders want? J Am Osteopath Assoc. 2002;102(2):73–8.

 22. Van der Elst E, de Casterlé B, Gastmans C. Elderly patients’ and residents’ perceptions of 
‘the good nurse’: a literature review. J Med Ethics. 2012;38(2):93–7. https://doi.org/10.1136/
medethics-2011-100046.

 23. São José J, Barros R, Samitca S, Teixeira A.  Older person’s experiences and perspectives 
of receiving social care: a systematic review of the qualitative literature. Health Soc Care 
Community. 2016;24(1):1–11. https://doi.org/10.1111/hsc.12186.

 24. Rodriguez-Martin B, Martinez-Andres M, Cervera-Monteagudo B, Notario-Pacheco B, 
Martinez-Vizcaino V.  Perception of quality of care among residents of public nursing- 
homes in Spain: a grounded theory study. BMC Geriatr. 2013;13:65. https://doi.
org/10.1186/1471-2318-13-65.

 25. Peck BM. Age-related differences in doctor-patient interaction and patient satisfaction. Curr 
Gerontol Geriatr Res. 2011;Article ID 137492. https://doi.org/10.1155/2011/137492.

8 Communicator

https://doi.org/10.1377/hlthaff.2009.0888
https://doi.org/10.3399/bjgp15X686065
http://ellan.savonia.fi/
https://doi.org/10.1016/j.ijnurstu.2009.09.009
https://doi.org/10.1186/1471-2318-10-80
https://doi.org/10.1136/medethics-2011-100046
https://doi.org/10.1136/medethics-2011-100046
https://doi.org/10.1111/hsc.12186
https://doi.org/10.1186/1471-2318-13-65
https://doi.org/10.1186/1471-2318-13-65
https://doi.org/10.1155/2011/137492


190

 26. Berry D.  Health communication. Theory and practice. London: Open University Press, 
McGraw-Hill; 2007.

 27. Marcinowicz L, Pawlikowska T, Oleszczyk M. What do older people value when they visit 
their general practitioner? A qualitative study. Eur J Ageing. 2014;11:361–7. https://doi.
org/10.1007/s10433-014-0313-0.

 28. Nolan MR, Brown J, Davies S, Nolan J, Keady J. The senses framework: Improving care 
for older people through a relationship-centred approach. Sheffield: University of Sheffield; 
2006.

 29. Widder J. The origins of medical evidence: communication and experimentation. Med Health 
Care Philos. 2004;7:99–104.

 30. Simpson M, Buckman R, Stewart M, Maguire P, Lipkin M, Novack D, Till J. Doctor–patient 
communication: the Toronto consensus statement. Br Med J. 1991;303:1385–7.

 31. Lloyd M, Bor R. Communication skills for medicine. Edinburgh: Churchill Livingstone; 1996.
 32. Manthorpe J, Moriarty J, Rapaport J, Clough R, Cornes M, Bright L, Iliffe S. “There are won-

derful social workers but it’s a lottery”: older people’s views about social workers. Br J Soc 
Work. 2008;38(6):1132–50. https://doi.org/10.1093/bjsw/bcl379.

 33. Holm AL, Severinsson E. A qualitative systematic review of older persons’ perceptions of 
health, ill health, and their community health care needs. Nurs Res Pract. 2013;Article ID 
672702. https://doi.org/10.1155/2013/672702

 34. Lagacé M, Tanguay A, Lavallée M-L, Laplante J, Robichaud S. The silent impact of ageist 
communication in long term care facilities: elder’s perspectives on quality of life and coping 
strategies. J Aging Stud. 2012;26:335–42. https://doi.org/10.1016/j.jaging.2012.03.002.

 35. Soares, et al. Are social representations of positive aging really effective? The aging process 
through the eyes of elderly people. J Spatial Org Dynamics. 2014;II(2):41–54.

 36. Abrams D, Vauclair C-M, Swift H. Predictors of attitudes to age across Europe. 2011. http://
kar.kent.ac.uk/29734/1/rrep735.pdf. Accessed 20 Nov 2013.

 37. Whitbourne S, Sneed JR. The paradox of well-being, identity processes, and stereotype threat: 
ageism and its potential relationships to the self in later life. In: Nelson TD, editor. Ageism: 
stereotyping and prejudice against older persons. Cambridge: The MIT Press; 2002. p. 247–73.

 38. Levy BR, Banaji MR. Implicit ageism. In: Nelson TD, editor. Ageism stereotyping and preju-
dice against older persons. Cambridge: MIT Press; 2002. p. 49–75.

 39. Boudjemadi V, Gana K.  L’âgisme: Adaptation française d’une mesure et test d’un modèle 
structural des effects de l’empathie, l’orientation à la dominance sociale et le dogmatisme sur 
l’âgisme. La Revue Canadienne du Vieillissement. 2009;28(4):371–89.

 40. Bonneson J, Burgess E. Senior moments: the acceptability of an ageist phrase. J Aging Stud. 
2004;18:123–42.

 41. Jackson LD, Duffy BK, editors. Health communication research: a guide to developments and 
directions. London: Greenwood Press; 1998.

 42. McLafferty I, Morrison F.  Attitudes towards hospitalized older adults. J Adv Nurs. 
2004;47(4):446–53.

 43. World Health Organization. The Ottawa Charter for Health Promotion. In: First international 
conference on health promotion, Ottawa; 1986. http://www.who.int/healthpromotion/confer-
ences/previous/ottawa/en/. Accessed 24 Oct 2017.

 44. Stephens C, Breheny M, Mansvelt J. Healthy ageing from the perspective of older people: a 
capability approach to resilience. Psychol Health. 2015;30(6):715–31. https://doi.org/10.1080
/08870446.2014.904862.

 45. Lindberg C, Fagerström C, Sivberg B, Willman A. Concept analysis: patient autonomy in a 
caring context. J Adv Nurs. 2014;70(10):2208–21. https://doi.org/10.1111/jan.12412.

 46. Hillcoat-Nallétamby S. The meaning of “independence” for older people in different residen-
tial settings. J Gerontol B Psychol Sci Soc Sci. 2014;69(3):419–30. https://doi.org/10.1093/
geronb/gbu008.

 47. Wiles JL, Leibing A, Guberman N, Reeve J, Allen RE. The meaning of “aging in place” to 
older people. Gerontologist. 2012;52(3):357–66. https://doi.org/10.1093/geront/gnr098.

 48. World Health Organization. World report on disability. 2011. http://apps.who.int/iris/bit-
stream/10665/70670/1/WHO_NMH_VIP_11.01_eng.pdf. Accessed 31 Oct 2017.

C. C. C. Soares and A. M. Marques

https://doi.org/10.1007/s10433-014-0313-0
https://doi.org/10.1007/s10433-014-0313-0
https://doi.org/10.1093/bjsw/bcl379
https://doi.org/10.1155/2013/672702
https://doi.org/10.1016/j.jaging.2012.03.002
http://kar.kent.ac.uk/29734/1/rrep735.pdf
http://kar.kent.ac.uk/29734/1/rrep735.pdf
http://www.who.int/healthpromotion/conferences/previous/ottawa/en/
http://www.who.int/healthpromotion/conferences/previous/ottawa/en/
https://doi.org/10.1080/08870446.2014.904862
https://doi.org/10.1080/08870446.2014.904862
https://doi.org/10.1111/jan.12412
https://doi.org/10.1093/geronb/gbu008
https://doi.org/10.1093/geronb/gbu008
https://doi.org/10.1093/geront/gnr098
http://apps.who.int/iris/bitstream/10665/70670/1/WHO_NMH_VIP_11.01_eng.pdf
http://apps.who.int/iris/bitstream/10665/70670/1/WHO_NMH_VIP_11.01_eng.pdf


191

 49. Health Quality Ontario. Social isolation in community-dwelling seniors: an evidence-based 
analysis. Ont Health Technol Assess Ser. 2008;8(5):1–49.

 50. Bastiaens H, Van Royen P, Pavlic DR, Raposo V, Baker R. Older people’s preferences for 
involvement in their own care in 11 European countries. Patient Educ Couns. 2007;68:33–42.

 51. Say R, Murtagh M, Thompson R. Patients’ preferences for involvement in medical decision- 
making: a narrative review. Patient Educ Couns. 2006;60:102–14.

 52. Kiesler D, Auerbach S. Optimal matches of patients preferences for information, decision- 
making and interpersonal behavior: evidence, models and interventions. Patient Educ Couns. 
2006;61:319–41.

 53. Bodenheimer T, Lorig K, Holman H, Grumbach K. Patient self-management of chronic dis-
ease in primary care. JAMA. 2002;288:2469–75.

 54. Belcher VN, Fried TR, Agostini JV, Tinetti ME. Views of older adults on patient participation 
in medication related decision-making. J Gen Intern Med. 2006;21:298–303.

 55. Levinson W, Kao A, Kuby A, Thisted RA. Not all patients want to participate in decision- 
making. A national study of public preferences. J Gen Intern Med. 2005;20:531–5.

 56. Young Y, Frick KD, Phelan EA.  Can successful aging and chronic illness coexist in the 
same individual? A multidimensional concept of successful aging. J Am Med Dir Assoc. 
2009;10(2):87–92. https://doi.org/10.1016/j.jamda.2008.11.003.

 57. Wolever RQ, Simmons LA, Sforzo GA, Dill D, Kaye M, Bechard EM, Southard ME, Kenned 
M, Vosloo J, Yang N.  A systematic review of the literature on health and wellness coach-
ing: defining a key behavioral intervention in healthcare. Glob Adv Health Med. 2013;2(4): 
38–57.

 58. Dejonghe LAL, Becker J, Froboese I, Schaller A. Long-term effectiveness of health coaching 
in rehabilitation and prevention: a systematic review. Patient Educ Couns. 2017;100:1643–53. 
https://doi.org/10.1016/j.pec.2017.04.012.

 59. Kibble S, Gray D, Prat-Sala M, Ross K, Johnson K, Packer J, Shire E, Cross R, Harden 
B. Recovery coaching in an acute older people rehabilitation ward. BMJ Qual Improv Rep. 
2014;3(1):u205646.w2316. https://doi.org/10.1136/bmjquality.u205646.w2316.

 60. Palmer S, Tubbs I, Whybrow A. Health coaching to facilitate the promotion of healthy behav-
iour and achievement of health-related goals. Int J Health Promot Educ. 2003;41(3):91–3. 
https://doi.org/10.1080/14635240.2003.10806231.

 61. van Dijk HM, Cramm JM, Birnie E, Nieboer AP.  Effects of an integrated neighborhood 
approach on older people’s (health-related) quality of life and well-being. BMC Res Notes. 
2016;9:450. https://doi.org/10.1186/s13104-016-2254-5.

 62. Hibbard JH, Greene J. What the evidence shows about patient activation: better health out-
comes and care experiences; fewer data on costs. Health Aff. 2013;32(2):207–14. https://doi.
org/10.1377/hlthaff.2012.1061.

 63. Daniels R, van Rossum E, de Witte L, Kempen GI, van den Heuvel W. Interventions to prevent 
disability in frail community-dwelling elderly: a systematic review. BMC Health Serv Res. 
2008;8(1):278. https://doi.org/10.1186/1472-6963-8-278.

 64. Clegg A, Young J, Iliffe S, Rikkert MO, Rockwood K.  Frailty in elderly people. Lancet. 
2013;381(9868):752–62. https://doi.org/10.1016/S0140-6736(12)62167-9.

 65. Richard E, Jongstra S, Soininen H, Brayne C, van Charante EPM, Meiller Y, et al. Healthy age-
ing through internet counselling in the elderly: the HATICE randomised controlled trial for the 
prevention of cardiovascular disease and cognitive impairment. BMJ Open. 2016;6:e010806. 
https://doi.org/10.1136/bmjopen-2015-010806.

 66. Shively MJ, Gardetto NJ, Kodiath MF, Kelly A, Smith TL, Stepnowsky C, Maynard C, Larson 
CB. Effect of patient activation on self-management in patients with heart failure. J Cardiovasc 
Nurs. 2013;28(1):20–34. https://doi.org/10.1097/JCN.0b013e318239f9f9.

 67. Nguyen HQ, Gill DP, Wolpin S, Steele BG, Benditt JO. Pilot study of a cell phone-based exer-
cise persistence intervention post-rehabilitation for COPD. Int J Chron Obstruct Pulmon Dis. 
2009;4:301–13.

 68. Frosch DL, Rincon D, Ochoa S, Mangione CM. Activating seniors to improve chronic disease 
care: results from a pilot intervention study. J Am Geriatr Soc. 2010;58(8):1496–503. https://
doi.org/10.1111/j.1532-5415.2010.02980.x.

8 Communicator

https://doi.org/10.1016/j.jamda.2008.11.003
https://doi.org/10.1016/j.pec.2017.04.012
https://doi.org/10.1136/bmjquality.u205646.w2316
https://doi.org/10.1080/14635240.2003.10806231
https://doi.org/10.1186/s13104-016-2254-5
https://doi.org/10.1377/hlthaff.2012.1061
https://doi.org/10.1377/hlthaff.2012.1061
https://doi.org/10.1186/1472-6963-8-278
https://doi.org/10.1016/S0140-6736(12)62167-9
https://doi.org/10.1136/bmjopen-2015-010806
https://doi.org/10.1097/JCN.0b013e318239f9f9
https://doi.org/10.1111/j.1532-5415.2010.02980.x
https://doi.org/10.1111/j.1532-5415.2010.02980.x


192

 69. Kivelä K, Elo S, Kyngäs H, Kääriäinen M. The effects of health coaching on adult patients 
with chronic diseases: a systematic review. Patient Educ Couns. 2014;97(2):147–57. https://
doi.org/10.1016/j.pec.2014.07.026.

 70. Gerber LM, Barrón Y, Mongoven J, McDonald M, Henriquez E, Andreopoulos E, Feldman 
PH. Activation among chronically ill older adults with complex medical needs: challenges to 
supporting effective self-management. J Ambul Care Manage. 2011;34(3):292–303. https://
doi.org/10.1097/JAC.0b013e31821c63b1.

 71. Wolever RQ, Dreusicke M, Fikkan J, Hawkins TV, Yeung S, Wakefield J, Duda L, Flowers P, 
Cook C, Skinner E. Integrative health coaching for patients with type 2 diabetes: a randomized 
clinical trial. Diabetes Educ. 2010;36(4):629–39. https://doi.org/10.1177/0145721710371523.

 72. Conn VS, Russell CL. Self-management of chronic illnesses among aging adults. J Gerontol 
Nurs. 2005;31(5):4. https://doi.org/10.3928/0098-9134-20050501-03.

 73. Ownby RL, Waldrop-Valverde D, Taha J. Why is health literacy related to health? An explora-
tion among U.S. National Assessment of Adult Literacy participants 40 years of age and older. 
Educ Gerontol. 2012;38(1):776–87. https://doi.org/10.1080/03601277.2011.645441.

 74. Chen C-X, Feng L-N, Li S-X.  The correlation between socioeconomic status and health 
self-management in the elderly. Int J Nurs Sci. 2014;1(4):410–5. https://doi.org/10.1016/j.
ijnss.2014.10.008.

 75. Geboers B, de Winter AF, Spoorenberg SLW, Wynia K, Reijneveld SA.  The association 
between health literacy and self-management abilities in adults aged 75 and older, and its mod-
erators. Qual Life Res. 2016;25(11):2869–77. https://doi.org/10.1007/s11136-016-1298-2.

 76. Pinto JM. Barriers to social participation in caregivers of older people: a systematic review. 
Res Health Sci. 2016;1(2):78–84. https://doi.org/10.22158/rhs.v1n2p78.

 77. Neri AL, Yassuda MS, Fortes-Burgos AC, Mantovani EP, Arbex FS, de Souza Torres SV, 
Perracini MR, Guariento ME.  Relationships between gender, age, family conditions, 
physical and mental, health, and social isolation of elderly caregivers. Int Psychogeriatr. 
2012;24(3):472–83. https://doi.org/10.1017/S1041610211001700.

 78. Otis-Green S, Juarez G. Enhancing the social well being of family caregivers. Semin Oncol 
Nurs. 2012;28(4):246–55. https://doi.org/10.1016/j.soncn.2012.09.007.

 79. Bennett JA, Perrin NA, Hanson G, Bennett D, Gaynor W, Flaherty-Robb M, Joseph C, 
Butterworth S, Potempa K. Healthy aging demonstration project: nurse coaching for behavior 
change in older adults. Res Nurs Health. 2005;28:187–97. https://doi.org/10.1002/nur.20077.

 80. Jimison HB, Klein KA, Marcoe JL. A socialization intervention in remote health coaching for 
older adults in the home. In: Conference Proceeding Engineering in Medicine and Biology 
Society (EMBC), 3–7 July 2013, p. 7025–28. https://doi.org/10.1109/EMBC.2013.6611175.

 81. Griffiths F, Lindenmeyer A, Powell J, Lowe P, Thorogood M. Why are health care interventions 
delivered over the internet? A systematic review of the published literature. J Med Internet Res. 
2006;8(1):e10. https://doi.org/10.2196/jmir.8.2.e10.

 82. Bond GE, Burr R, Wolf FM, Price M, McCurry SM, Teri L.  The effects of a web-based 
intervention on the physical outcomes associated with diabetes among adults age 60 and 
older: a randomized trial. Diabetes Technol Ther. 2007;9(1):52–9. https://doi.org/10.1089/
dia.2006.0057.

 83. Sweet CMC, Chiguluri V, Gumpina R, Abbott P, Madero EN, Payne M, et al. Outcomes of a 
digital health program with human coaching for diabetes risk reduction in a medicare popula-
tion. J Aging Health. 2017; https://doi.org/10.1177/0898264316688791.

 84. Ickes MJ, McMullen J. Evaluation of a health coaching experiential learning collaboration 
with future health promotion professionals. Pedagogy Health Promot. 2016;2(3):161–9. 
https://doi.org/10.1177/2373379916649193.

 85. Broadbear J, Broadbear B. Novice health and wellness coaches: implication for professional 
preparation. Pedagogy Health Promot. 2017; https://doi.org/10.1177/2373379917735344.

C. C. C. Soares and A. M. Marques

https://doi.org/10.1016/j.pec.2014.07.026
https://doi.org/10.1016/j.pec.2014.07.026
https://doi.org/10.1097/JAC.0b013e31821c63b1
https://doi.org/10.1097/JAC.0b013e31821c63b1
https://doi.org/10.1177/0145721710371523
https://doi.org/10.3928/0098-9134-20050501-03
https://doi.org/10.1080/03601277.2011.645441
https://doi.org/10.1016/j.ijnss.2014.10.008
https://doi.org/10.1016/j.ijnss.2014.10.008
https://doi.org/10.1007/s11136-016-1298-2
https://doi.org/10.22158/rhs.v1n2p78
https://doi.org/10.1017/S1041610211001700
https://doi.org/10.1016/j.soncn.2012.09.007
https://doi.org/10.1002/nur.20077
https://doi.org/10.1109/EMBC.2013.6611175
https://doi.org/10.2196/jmir.8.2.e10
https://doi.org/10.1089/dia.2006.0057
https://doi.org/10.1089/dia.2006.0057
https://doi.org/10.1177/0898264316688791
https://doi.org/10.1177/2373379916649193
https://doi.org/10.1177/2373379917735344


193© Springer Nature Switzerland AG 2019
B. L. Dijkman et al. (eds.), Older People: Improving Health and Social Care, 
https://doi.org/10.1007/978-3-319-97610-5_9

P. F. Roodbol (*) · M. L. Luttik 
Research Group Nursing Diagnostics, School of Nursing, Hanze University of Applied 
Sciences, Groningen, The Netherlands
e-mail: p.f.roodbol@umcg.nl; m.l.a.luttik@pl.hanze.nl

9Collaborator

Petrie F. Roodbol and Marie Louise Luttik

Learning Objectives

You
• Realize the importance of collaboration.
• Get insight in the hindrances in collaboration and take initiative for 

improvement.
• Get insight of which tasks other professionals perform and which informal care-

givers can do.
• Distinguish when professional help is needed and when informal care is enough.
• Recognize factors which lead to caregiver burden of informal caregivers.

9.1  Introduction

The care and support of older people is very complex. Their need for physical, men-
tal, social and spiritual care is more than the sum of their parts. Mental, physical, 
social and spiritual problems are closely connected. There excist neither a health nor 
a social care professional who can deal with all these issues alone. Not the older per-
son is the connecting factor between the different care, but the health and social care 
providers themselves are responsible to offer integrated care and support. When pro-
fessionals do not cooperate, there is the risk of fragmented care, professionals only 
provide care for the part they are specialized for. Every professional involved in the 
care and support should be aware of the whole picture of the older person needs. 
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A multidisciplinary team approach is necessary, in the own organization and outside 
the organization, with other parts of the health and social care chain. The prevention 
of confusion, discrepancies and vulnerability for functional decline of older persons 
compels collaboration to achieve coordinated care and unambiguous communication. 
Collaboration is an essential competence, not only to optimize the team approach but 
also to respond to the individual needs of older persons together with informal care-
givers. Professionals in health and social care also work together with people outside 
the framework of organized, paid, professional work. Informal care and support have 
increased in many countries, with the adoption of community care policies that 
increasingly rely on care provided by family, relatives and friends. How to prevent 
them from caregiver burden? Collaboration is a relationship- centred process based on 
trust, respect and shared decision-making. This can occur in a team with informal 
caregivers or a professional team, as well as together with municipal and governmen-
tal institutions. It involves sharing knowledge, perspectives and responsibilities, 
along with mutual respect and willingness to learn together to improve the team per-
formances. This requires understanding the roles of others, pursuing common goals 
and outcomes and managing differences. What is the role of the professional and 
what is the role of the informal caregiver? Older people receive support from their 
partners who are most of the time old by themselves and from their children who have 
their own family. What are the possibilities in informal setting and the official require-
ments and how to handle these? What help is provided by informal caregivers, what 
motivates them and what are satisfiers and dissatisfiers? What do they need from 
professionals? Collaboration of professionals with informal caregivers is important to 
prevent caregiver burden: stress perceived by caregivers due to home care situation.

Example
Mrs. R is a 75-year-old woman and is suffering from Alzheimer. She lives in a 
nursing home. Her husband who is 89  years old visits her every day. He lives 
independently with support of home help and a service dog because of his poor 
sight. One day he noticed that his wife is seriously smelling from her mouth. She 
does not wear her denture. He asks her if she has tooth pain, but she does not react. 
Therefore he informs the nurses and checks if they have the same observations. The 
nurses deny but admit they have no idea how to take care for her mouth because she 
does not want that, and besides that she has a denture. Oral hygiene stops with teeth 
brushing and putting a denture in a glass of water during the night. Mr. R reacts 
irritated; he is tired. The nurse suggests that he try to inspect her mouth by himself 
or consult a dental hygienist or a dentist. They order him too to take better care for 
her laundry; it is not clean and not sufficient.

9.2  The Role of Collaborator

Professionals in health and social care effectively work together with other profes-
sionals to achieve optimum support and care, if needed, for older people, with as 
goal optimizing their health and wellbeing and quality of life in multiple locations. 
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It is essential to collaborate effectively within the multidisciplinary team that pro-
vides the care and services for the older person and their family. Professionals in 
health and social care also work together with people outside the framework of 
organized, paid, professional work. Informal care and support have increased in 
many countries. The adoption of a participation model policies increasingly relies 
on care and support provided by family, relatives and friends. Collaboration is a 
relationship-centred process based on trust, respect and shared decision-making. 
This can occur in a team with informal caregivers or a professional team, as well as 
together with municipal and governmental institutions. It involves sharing knowl-
edge, perspectives and responsibilities, along with a willingness to learn together. 
This requires understanding the roles of others, pursuing common goals and out-
comes and managing differences.

The previous example is an illustration of poor collaboration with professionals 
and family. Mouth hygiene is very important especially for older people. Ulcers and 
infection in the mouth cause pain and discomfort but may also lead to a pneumonia. 
The nursing team has no eye for the (in) possibilities of the partner of the patient. 
The management of the nursing home needs to facilitate schooling of mouth care 
and easy accessibilities for regular consultation of a mouth hygienist. Nurses and 
mouth hygienists need to set up a plan for mouth care. There is a strong indication 
to make a plan for the support of Mr. R as well together with him and his supporting 
team, including the informal tasks for his wife.

9.2.1  Collaboration Defined

Working together or caring for the same patient or client is not the same as “collabo-
ration”. Professionals may address the same problem of older persons, but do not 
have an integrated planning. They do not use the same documentation with as a 
consequence that the interventions are not well coordinated. Collaboration means 
more: “Collaboration is a dynamic, interprofessional process in which two or more 
professionals make a commitment to each other to interact authentically and con-
structively to solve problems and learn from each other in order to accomplish iden-
tified goals, purposes or outcomes. The individual professionals recognize shared 
values that make this commitment possible [1]”. Each professional works from his 
own profession, but with shared values, beliefs and commitment. Together they set 
up goals for the older person care and support. This means that the whole care and 
support process starts with a shared vision. What do we want to accomplish in the 
care and support of older people? When the team agrees that this is to keep them 
self-reliant as long as possible, then there is a shared goal. Each involved profes-
sional has to contribute to this goal, but not from his own island. Collaboration 
means also offering integrated care and support. For each older person, there needs 
to be a joint plan, a joint record with an individual approach to accomplish the goal 
to be self-reliant as long as possible. The interventions need to be discussed, coor-
dinated and evaluated. Collaboration means also learning together. That means that 
the team takes time to reflect on their work, the process, the structure and outcomes. 
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They go beyond their results to analyse the success and fail factors, they develop a 
body of knowledge and they perform a team. Integrated care is a concept bringing 
together inputs, delivery, management and organization of services related to diag-
noses, treatment, care, rehabilitation and health promotion. Integration is a way to 
improve services in relation to access, quality, user satisfaction and efficiency [2] 
(see also Chap. 10).

9.2.2  Hindrances in Professional Collaboration

The importance of collaboration is clear, and currently it is a part of the most current 
educational programmes. However, bringing it into practice appears not to be easy. 
Hindrances are consequences of the structure of the social and health-care system, 
differences in the status of professionals, moral, professional language, ICT short-
comings, social identity, power and unfamiliarity with each other’s scope of prac-
tice. Health and social professionals presume they know what the other professionals 
can expect from each other, but this largely wrong. Traditional images prevail in 
spite of developments of the professions. Collaborative problems are one of the 
main causes of errors in health care.

Example
One of the problems in the care for older people is polypharmacy. In general, there 
is polypharmacy when a person takes five or more different medications a day. 
Elderly receive more than 50% of all prescribed medications. The risks of adverse 
drugs events, like interaction of different medications, poor adherence, urinary 
incontinence, cognitive impairment, loss of balance leading to falls [3]. One of the 
causes of polypharmacy is poor collaboration of different specialists and practitioners 
for the multi-morbidity of older patients next to inadequate transfer of patient records.

9.2.3  Organizational Barriers

One of the barriers for collaboration is the organization of the health-care system 
itself and especially the financial system. For the care and support of older people, 
professionals need to form a team of each professional who is involved at a certain 
older person. It is possible that financial structures and payments differ between the 
organizations involved. Consider the problems in one team when one professional 
is paid by fee for service and the rest of the team has a secure income from different 
sources. To overcome organizational and financial barriers, the boards of the differ-
ent organization need to facilitate collaboration as well. Time is another important 
condition to set up a collaborative team. But there are more organizational barriers 
to face, like shortages or poor functioning of health and social professionals. It is 
important to have an appropriate staffing. Collaboration is hard when people have 
difficulties to reach each other by the lack of supplies. It is also important to have 
sufficient information. Each member of a collaborative team needs to have access to 
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all the information. Registration systems need to be compatible, and all the team 
members need to work in the same (electronic) record.

There is a difference between collaboration and consultation. The last is easier to 
accomplish. A consultation is interaction between two professionals in which the 
consultant is recognized as having a special expertise. The consultee requests the 
assistance of that expert for handling a problem [1]. It can be once in contrast to 
collaboration which is more sustainable.

9.2.4  Professional Barriers

One of the other hindrances in professional collaboration is the social identity of a 
professional. The “social identity theory” is a diffuse but interrelated group of 
social psychological theories concerned with when and why individuals identify 
with, and behave as part of, social groups, adopting shared attitudes to outsiders 
[4]. It is also concerned with what difference it makes when encounters between 
individuals are perceived as encounters between group members. This theory is 
thus concerned with both the psychological and sociological aspects of group 
behaviour. In sociology, a group is usually defined as a collection of humans who 
share certain characteristics, interact with one another, accept expectations and 
obligations as group members and share a common identity [5]. People derive their 
social identity from the group to which they belong. Who am I and who am I in 
relation to others? What do I have in common with others and how am I different? 
People aspire to a positive social identity, which is based on a favourable result of 
comparisons between the group to which one belongs and other related groups. 
There are several ways in which social identity can be changed. An individual can 
try to become a member of another social group with a higher status. In that case, 
the status of the original group does not change. Groups can try to change their 
status as well. A group can seek competition with another group by showing the 
irrationality of the differences between them. This strategy is aimed at emancipa-
tion of the whole group.

Collaboration and the formation of a new team can be favourable for profession-
als with a low image but unfavourable for professionals of high status. The latter 
will stay with their group and be reluctant to accept new members from a different 
background. They expect no profit from collaboration for themselves.

Gender and stereotypical images of health and social care professionals are 
barriers for collaboration as well. For example, traditionally physicians used to 
be male and nurses female. Although nursing is an independent profession, still 
a semi- hierarchical relation seems to exist between these two professions, also 
based on the stereotype of nurses as handmaidens instead of a bachelor educated 
professional. It is needed to be clear in tasks division and responsibilities and to 
profit from each other’s work when possible. When a physiotherapist, for exam-
ple, trains an older person in walking, why do not take her or him to the dining 
room of the nursing home? A great deal of successful collaboration is self-
driven [6].
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9.3  Competence: Integral Cooperation and Integrated 
Services

9.3.1  Competence Description

Work effectively together with other professionals for integrated care and support. 
Multi- and interprofessional collaboation are important to achieve optimal support 
and care for the older persons with a goal of optimising their health, wellbeing and 
quality of life in multiple locations.

Performance Indicators
• Demonstrate a positive disposition and commitment towards working together. 

Foster positive teamworking and maximize the potential of staff in providing 
high standards of care and services.

• Demonstrate knowledge of the roles and responsibilities of the members of the 
multidisciplinary team who provide care for older persons and of the roles of 
different categories of the support staff.

• Anticipate to the needs of other professionals; adjust to each other’s actions, and 
have a shared understanding of what should happen.

• Engage in effective and respectful shared decision-making with inter- and intra- 
professional care and support providers, sharing knowledge, perspectives and 
responsibilities and willingness to learn together.

• Define the purpose and components of an interdisciplinary, comprehensive 
assessment and the roles individual disciplines play in conducting and interpret-
ing a comprehensive assessment.

• Refer to and/or consult with any of the multiple health and social care profes-
sionals who work with older persons, to achieve positive outcomes.

• Demonstrate effective and safe handover, both verbal and written, during transi-
tion of the older person to a different setting or during a transition of responsibil-
ity for the care and support.

• Maintain and promote a culture of collegiality and respect in professional 
relationships.

9.3.2  Integrated Care

There are several ways to realize integrated care for older people with a collabora-
tive team. A call for “collaboration” solely is hardly enough. It is preferable to 
facilitate it in an organizational form. But it always starts with a vision how to offer 
good care for older people. There are many initiatives and good practices to inte-
grate all the care and support needs in one approach. For example, the Norrtaelje 
model is a Swedish initiative that transformed the funding and organization of 
health and social care in order to better integrate care for older people with complex 
needs [7].
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9.3.3  Conditions for a Successful Collaboration

Although mutual respect, concern and trust are important, they are like just as per-
sonal integrity, hard to force. For a part these are personal values. Delivering of 
optimal quality in professional practice helps to gain respect and trust. This means 
that professionals at least need to work at the level of their professional standards. 
Professionals need to give feedback on the functioning of the team members to 
increase their performance. In an ideal situation, honest interest in each other helps 
to know what each other’s professional boundaries are and each scope of practice. 
It is important to communicate with each other what to expect from each member of 
the team and how every team member will contribute to the shared goal and how to 
optimize the care and support for older persons by offering integrated care. It helps 
when professionals can meet each other physically or virtually. The threshold for 
communication must be low, which can be realized with a variety of communica-
tions tools. An informal meeting may help to in getting to know each other better.

Recognition of each skills and knowledge is important and sharing is essential. 
The team members must believe in the value of collaboration. They share ideas, 
goals, decisions, strategies for problem-solving and responsibilities [1].

It is also important that the team members use an unambiguously language. 
With a new view on health with a holistic perspective, medical diagnosis are not 
enough to describe the functioning of an older person. How to describe inadequate 
coping, health literacy or loneliness? Are these terms specific enough to prevent 
miscommunication? Do we use the same terms for the same problems in function-
ing? There are differences in inadequate coping, in the way people react and the 
incidents they react on. Stressors they react on may differ, but perceptions on 
stressors also vary from small problems in the family to responsibilities or crisis 
situations. The ICF (International Classification of Functioning; 6) is a classifica-
tion of health and health-related conditions (including the social environment) that 
was developed by the World Health Organization (WHO) and published in 2001. It 
is a standard terminology and a classification system which makes it possible to 
classify problems and to map them with other classification systems (see also 
Chap. 3).

Conditions for a successful collaboration are as follows:

 – Reciprocity, which means responding to a positive action with another positive 
action; rewarding kind actions.

 – Interdependencies, team members having variable roles; there is no dominancy 
of one single person or professional.

 – Accessibility, severe facilities to get easy access to all the team members.
 – Multilayered, team members meeting each other at official but also on unofficial 

occasions.
 – Mutual respect and trust.
 – Common purposes.
 – Unambiguous language.
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When collaboration in a team is problematic, the members need to realize that this 
may affect their clients next to their own work satisfaction with negative conse-
quences as stress and finally a burnout for themselves. A team approach with a coach 
or a mediator can be helpful to improve the communication and solve the problems.

9.4  Competence: Informal Care and Support

Next to the necessity of professionals to collaborate mutually, they also have to 
collaborate with informal caregivers. In most European countries, health-care 
policies emphasize the role of informal caregivers in the long-term care and sup-
port of older people. In the majority of EU countries, informal caregivers provide 
a great deal of the care needed, estimated at 60% of the total, on average. In 
Greece, 90% of care is provided by families. The same situation exists in some 
central European countries. In contrast, only 15% of the care tasks are performed 
by family members in Denmark. People who are already users of formal services 
also receive a large amount of informal care from their families. The median num-
ber of hours of informal care per week range from 28 h in Italy and 21 h in France 
to “only” 2 h in Finland and Denmark [8]. In almost all countries, more people 
receive (and prefer) long-term home care than institutional care. The exception is 
Slovenia, where institutional care is preferred for dependent older people.

Informal caregivers are defined as people providing any help to older family mem-
bers, friends and people living inside or outside of their household who require help with 
everyday tasks. For central and eastern countries, older people care is largely seen as the 
responsibility of families. For western countries, this is relatively new since it is not 
voluntary but obligatory. In some countries informal caregivers have the option to reduce 
their working hours with a medium-term paid leave benefit. In some others informal 
caregivers have tax exemptions to compensate informal caregivers for their efforts.

9.4.1  Competence Description

Work together with older people’s supportive family, informal caregivers and their 
social network to encourage appropriate informal care and support.

Performance Indicators
• Work effectively with the supportive family and informal caregivers on a basis of 

respect and equality.
• Coach informal caregivers on instrumental and emotional care to older people.
• Assist informal caregivers to reduce their stress levels and maintain their own 

mental and physical health.
• Assist informal caregivers to identify, access and utilize specialized products, 

professional services and support groups that can assist with caregiving respon-
sibilities and reduce caregiver burden.

Although social and health-care professionals are important in the care and sup-
port of the older people, informal carers such as partners, family and neighbours or 
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volunteers are providing most of the care and support to older people in their day- 
to- day life [9]. Informal carers are therefore the most important partners to collabo-
rate with in the care and services for older people.

By ageing the older population dependency ratio—the number of dependent per-
son per independent person—is expected to more than double in the coming 
decades. These demographics put enormous pressure on our social and health-care 
systems in terms of costs and available workforce. As a result several reorganiza-
tions in social and health-care policies are being initiated leading to shortening of 
hospitalizations, early discharge and deinstitutionalization of care with older people 
living at home as long as possible.

In line with these developments, there is a growing awareness that care and sup-
port provided by family and volunteers is an important basis carrying the social and 
health-care system. Social and health-care policies more and more emphasize the 
importance of patients/clients and families’ own responsibility for health and well-
being by self-care, self-management and the participation of family members and 
other informal carers in the care and support for older people living at home. Social 
and health-care professionals subsequently need to make the shift from a patient-/
client-focused approach to a family-focused approach including family and infor-
mal carers as part of the care team and as “clients” that may need support too.

9.4.2  Informal Care and Volunteers

Informal care, in a broad sense, covers concepts as “self-care”, “usual care”, “family 
caregiving” and “volunteer caregiving”. Eurocarers, the European association work-
ing for carers, defines an informal carer as follows: “a carer looks after family, part-
ners, friends or neighbours in need of help because they are ill, frail or have a 
disability. The care they provide is unpaid” [9]. The medical dictionary describes 
informal care as “care that is provided to the very young, the very old and the sick 
by family, friends, neighbours and concerned citizens, rather than by trained, 
licensed, or certified health care professionals”. According to the OECD report Help 
Wanted? It seems that most informal care is mostly provided by the older people, 
above 45 years of age, themselves [10]. Carers are most likely to be women, although 
this ratio tends to change with more males becoming carers at older age [10].

Volunteer care can be described as work that is performed in any context on a 
nonobligatory and unpaid basis for other people or for society in general [11]. 
Furthermore, volunteer care is provided to people in need of help outside one’s own 
social network, whether or not as a supplement to professional care or in order to 
support or replace carers [12].

9.4.3  Informal Care and Older People

With the increasing life expectancy, family relationships now last longer over time. 
Currently, we sometimes encounter couples, celebrating their 60th wedding anni-
versary with their ageing children, as their potential carers [13]. In general, carers 
themselves become older, and factors such as fewer children per parent increased 
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incidence of divorce, and migration of people from other cultural backgrounds will 
affect the size and nature of our social networks [9].

The support of family and informal carers (social support) is being described in 
terms of structural (size) and functional (satisfaction) aspects [14]. Social networks 
of older population generally decline with advancing age; older persons may have 
difficulty in maintaining their social relationships due to impaired physical condi-
tions (increasing frailty and loss of mobility) or cognitive functioning (loss of mem-
ory and dementia) and sensory impairments (hearing loss) [15]. Furthermore, social 
networks may also decline because of the desire of older people to maintain only 
emotionally rewarding relationship in the face of their life expectancy [15]. In gen-
eral literature indicates that women have larger social networks compared to men 
and that being separated, divorced or single has a greater impact on the social net-
works of men compared to women [15]. As social networks of older people change 
over time, comprehensive assessment of the structure and functioning of the family 
and social network of older people is highly necessary and requires constant moni-
toring over time [16].

9.4.4  Collaboration and Support

There are two basic assumptions that need to be acknowledged to assure optimal 
collaboration with older people and their families or informal carers.

Families and Other Informal Carers Influence the Process and Outcome 
of Health Care [13]
There is overwhelming scientific evidence that supportive relationships with one’s 
family and one’s personal social network are significantly associated with better 
health outcomes such as quality of life, wellbeing, self-care and self-management 
[17, 18]. Care provided by informal carers generally consists of the following:

• Providing personal care (ADL, activities of daily living): dressing, washing and 
eating

• Providing emotional support: providing comfort and keeping company
• Providing practical support: domestic support, mobility and transportation and 

financial management
• Providing motivational support: psychological support in following a healthy 

lifestyle

Family members and informal carers are therefore the most important partners to 
collaborate with in the care for the older people.

Health and Illness Affects All Members of a Family and Providing Care 
Affects the Lives of (Family) Carers [13]
Although caregiving is being described as a positive and rewarding experience, 
there is also a lot of evidence that supports the assumption that illness within the 
family and providing care to a family member put pressure on daily living of family 
members and on mutual relationships within the family [19]. Especially in the case 
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of intensive and long-term care, caregiving can become burdensome [20]. Research 
has indicated that family members and informal carers experience the following:

• Physical problems as a result of demanding care activities (lifting, washing/
bathing)

• Emotional and psychological problems such as anxiety and depressive symptoms
• Practical or instrumental support in, e.g. household activities and administrative 

tasks
• Financial problems as a result of the costs of care (e.g. travel costs, medicines) 

and also because of job consequences when combining work and care

Therefore, also carers of older people may need support and guidance in organiz-
ing and managing their care situation together.

9.4.5  Implications for Practice

Family Care and the Care Triad
As a result of the above described, care for older people always should take place in 
the triad of the older person, the patient or client, his or her family and (social and 
health) care professionals (see Fig. 9.1). Because health care and especially nursing 
are in many cases the first point of contact, this paragraph is focused on nursing but 
also valid for all other types of health and social care workers. Relationships within 
this triad should be based on mutual trust, respect and shared responsibility and 
decision-making. Family care therefore implies a systemic approach in which the 
older person and his or her family together are the central unit of care.

The care process within health-care disciplines generally includes the systematic 
process of assessment, diagnoses, care planning, defining outcomes and interven-
tions and evaluation.

Family Assessment
The first step in the care process based on a systemic or family-oriented approach is 
a family assessment. Assessment tools are designed to gather information in a  
systematic way and to identify problems. Assessments in health care at this moment 

Older person

Family or
informal carers

Health 
care professionalsFig. 9.1 Care triad
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are mainly focused on the individual’s physical and/or psychological health and 
health history, while it is necessary to view and assess the whole care situation 
including the role and needs of family and informal carers [21] (see Chap. 7). A 
family assessment focuses not only on the individual but also on the family, the 
household and relationships with the community [21]. An example of the elements 
in a brief family-focused assessment including family structure, function and pro-
cesses is shown in Table 9.1.

Assessment Tools
Tools that can be useful within the process of the family assessment are the geno-
gram and the ecomap. Both tools are visual diagrams of the family structure and 
functioning and of families’ relationships to the larger community, respectively 
[22].

Genograms are historically used in the context of genetic prediction; however, its 
use is growing in a number of practice and research contexts. Genograms provide 
professionals with a quick overview of the family structure and its complexities (see 
Figs. 9.2 and 9.3) [22]. By drawing a genogram, health-care professionals and fami-
lies gather information generally over three generations about [22]:

 – The structure: who is in the family?
 – The developmental stage of the family life cycle
 – The instrumental and emotional functioning of the family: daily routines and 

activities, e.g. quality of relationships, mutual communication and problem- 
solving skills

Ecomaps provide health-care professionals and families with a visual overview 
of the families’ contacts with larger community systems such as contacts with work, 
school, friends, different health-care system facilities and so forth.

Table 9.1 Brief family- 
focused assessment

Element Tools
Individual demographic data
Family demographic data
Illness or health promotion concern of the 
individual
Illness or health promotion concern of the 
family
Family structure and developmental information Genogram
Family routines disrupted by the illness
Family health promotion actions
Family economic status
Family cultural status
Family connections to the larger community Ecomap

From: Family Focused Nursing Care, Denham et al, 2016, page 116
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Diagnoses and Interventions
Information gathered during the family assessment will provide insight in the 
health-care needs of the older person and his or her family. These needs may vary 
from:

 – Support in physical care
 – Support in emotional and psychological processes

Fig. 9.2 Blank genogram (based on Wright & Leahey, 2013) [22]

Male

Female

M D
Marriage
Male on left,female on right

Divorce

Death

Index person

Children
Birth order;
beginning with oldest left

Fig. 9.3 Symbols used in genograms (based on Wright & Leahey, 2013) [22]
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 – Support in practical activities
 – Support in financial problems

Family Interventions
Depending on the needs of the older person and his or her family, interventions may 
focus on the cognitive domain in terms of the following:

 – Offering information and advice on optimal ways to provide care for each other 
within the family

 – Drawing an ecomap together with the family to gain insight in who in the com-
munity may be able to support in the care that is needed

 – Offering information and advice on how to identify, access, obtain and utilize 
health-care products and facilities (including supportive technology)

The affective domain in terms of the following:

 – Offering conversations on the consequences of the care situation for the older 
person and all family members/informal carers, changing of roles, burden of 
caregiving and the acknowledgement and recognition of emotions and pain

 – Encourage families to talk with each other about the care situation and about 
everyone’s wishes and expectations

 – Offering coaching, emotional support or counselling in the family care process 
and family functioning over time

The behavioural domain in terms of the following:

 – Offering information and advice on health risks of the older person and his/her 
family members in the care situation and (behavioural) strategies regarding how 
to handle these risks and how to stay healthy

 – Offering conversations and coaching with regard to behavioural changes that are 
needed and how to obtain these

9.5  Assignments

 1. At your work or during your internship, when encountering an older adult, 
 conduct family assessment. Familiarize yourself with the tools, genogram and 
ecomap. Use these tools in the assessment.

 2. At your work or during your internship, evaluate the collaboration by using the 
requirements discussed in this chapter. What obstacles exist for collaboration? Is 
that the general opinion of some specific team members? How could the collabo-
ration be improved?
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 3. Investigate what is the situation in your country related to the care provided with 
informal caregivers and voluntary people (see statistics and research as well as 
journals).

 4. Interview an informal caregiver of an older person. Use the knowledge used in 
this chapter (e.g. what is the content of the care given by the informal caregiver; 
what challenges the informal caregiver encounters in her/his work?).
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Organizer

Marjut Arola and Tuula Kukkonen

Learning Objectives

You
 – Identify care planning and care management processes.
 – Understand the principles of person-centred geriatric care management.
 – Understand the principles of quality assurance in services for older people.
 – Utilize evidence-based knowledge in quality assurance and service 

development.
 – Know how to support the participation of the clients and investigate their experi-

ences in the development of services.
 – Evaluate the service programs, processes and their outcomes
 – Use the information produced in the evaluation in order to develop the 

services.

10.1  Introduction

Professionals in social and health care organize and manage care and services for 
older people. Particularly during transitions, they focus on integral connectivity and 
continuity of care and support for older people. They actively plan and coordinate. 
They are able to demonstrate leadership in the team and are able to chair meetings. 
They contribute to the improvement of care and services for older people in teams, 
organizations and systems. They interact with their social and health systems 

M. Arola (*) · T. Kukkonen 
Karelia University of Applied Sciences, Joensuu, Finland
e-mail: marjut.arola@karelia.fi; tuula.kukkonen@karelia.fi

10

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-97610-5_10&domain=pdf
mailto:marjut.arola@karelia.fi
mailto:tuula.kukkonen@karelia.fi


210

locally, regionally and nationally. They take an active part in developing, adapting 
and implementing long-term policy actions for the care and services of older people 
on a national, regional, local or organizational level.

Example
Maija is a social worker with 10-year professional experience in municipal social 
work. For the last 5 years, she has worked as a geriatric social worker. From the 
beginning of 2017, Maija was administratively transferred from municipal social 
and health-care services to the regional social welfare and health-care federation. 
This change is a part of national social and health-care reform that will be imple-
mented in Finland by 2020. In this new administrative structure, Maija is working 
as a social worker in the services for older people. She works in a multi-professional 
team, which is responsible for evaluating the service needs and organizing geriatric 
care management and housing services for older people. In her work, Maija also 
participates in various work groups that evaluate the quality of older people’s ser-
vices and develop the services together with service providers and users.

Maija is a member of “resolve, evaluate and place” team (SAS-team in Finnish) 
which organizes suitable housing services and institutional care for older people. 
The aim of the team is to support older people’s independent living and coping for 
as long as possible. Older people and their relatives participate in the service needs 
assessment, and if necessary, they are provided with geriatric care management. 
Housing and care decisions are made together with the clients and their relatives 
and care providers.

As a social worker, Maija coordinates the activities of statutory council for older 
people. The purpose of the council is to monitor regional needs of ageing people and 
establish contacts with pensioners’ non-governmental organizations and older peo-
ple living in care institutions. The regional council for older people meets once a 
month, and Maija’s duty is to support and develop the activities of the group together 
with the members. Maija encourages and supports older people to participate and 
influence to the development of older people’s living conditions and services.

By collecting local, regional and national information of older people’s services 
as well as changes in the service structure, Maija monitors the implementation of 
national quality recommendations for older people’s services. She also participates 
in evaluating the effectiveness of services, and whenever possible, she’ll provide 
information on cost-effectiveness and quality deviations to other authorities and 
decision-makers. 

10.2  The Role of Organizer

Social and health-care professionals organize and manage care for older people. 
During transitions in particular, they focus on promoting the integration and conti-
nuity of care required for optimal support of older people. They will actively plan 
and coordinate tasks and should be able to demonstrate leadership in the team.
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Social and health-care professionals contribute to the improvement of care 
and services for older people in teams, organizations and the overall social and 
health- care systems. They must therefore interact with their social and health-
care systems locally, regionally and nationally. Furthermore, they actively take 
part in developing, adapting and implementing long-term policy actions for care 
and services for older people on a national, regional, local or organizational 
level.

Competences which form part of the organizer role are related to planning, 
arranging and coordinating the care and services for older people, which are pro-
vided by a variety of formal and informal care and support workers.

Social and health-care professionals working with older people are expected to 
take responsibility of not only the direct work with clients but the organizing and 
developing services as well. What does it mean to work as an organizer when it 
comes to the services for older people? What does organizing mean in practice? 
What should you know when working as an organizer?

When working as an organizer, you need to keep your focus on the perspective 
of continuous development of the services. It is important that you see this role not 
as a representative of the service system but as a mediator between the system and 
the older people. In that relationship, it is essential for you to focus on supporting 
the possibilities of older people to participate and influence the direction which the 
services are being developed.

For the role of organizer, there are two competences. The first competence is 
about planning and coordination of care and services; the second one concerns pro-
gram of care and services.

10.3  Competence: Planning and Coordination of Care 
and Services

Plan, arrange and coordinate the care and services provided by formal and informal 
social and health-care workers, across different organizations, to provide the best 
personalized care and support for the older person and their family.

Performance Indicators
• Provide care management to link older persons and their supportive families to 

resources and services and to conduct long-term planning.
• Arrange and coordinate the care provided by informal care and various care 

organizations and services around the older persons.
• Recognize and respect the variations of needed care and support, the increased 

complexity and the increased use of health-care resources inherent in caring for 
older people.

• Facilitate safe and effective transitions across levels of care and support, includ-
ing acute, community-based care and services and long-term care (e.g. home, 
assisted living, hospice, nursing homes) for older people.
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• Demonstrate leadership in the team and ability to chair meetings.
• Contribute to quality improvement and safety of older persons using the best 

available knowledge and practice.
• Use health informatics and other data to improve the quality of care and services 

for older people and their families.
• Prioritize, execute tasks collaboratively with colleagues and make systematic 

choices when allocating scarce health-care resources for optimal care and sup-
port for older people and their families.

• Liaise with relevant disciplines in order to maintain and/or improve organiza-
tional, managerial and professional practice in order to ensure a safe environ-
ment for both the professionals and the older people.

The competence “planning and coordination of care and services” is divided into 
two areas of expertise: person-centred geriatric care management and improvement 
of the quality of social and health-care services for older people. The first area of 
expertise is more focused on working with clients, their families, local communities 
and social and health-care providers, while the second one is focused on ensuring 
and improving the quality of services by utilizing multidisciplinary and evidence- 
based knowledge.

10.3.1  Person-Centred Geriatric Care Management

Geriatric care management (also known as elder care management, professional 
care management, senior health-care management) is defined as a process of plan-
ning, coordinating and reviewing the care of an individual in order to improve their 
quality of life and maintain their independence for as long as possible [1]. Care 
management is based on person-centred approach, which means that suitable and 
adequate services are tailored for clients on the basis of their needs rather than 
system- based. As described in the example above, geriatric care managers are work-
ing with older people and their families by managing and rendering various types of 
social and health-care services. Geriatric care management utilizes knowledge of 
health and social sciences, psychology, human development and family dynamics, 
as well as knowledge of social and health-care service systems in public, private and 
third sectors.

Geriatric care management has many similarities with case management, and 
these concepts are often used as a synonym for the same service or competence. 
There are, however, differences between them. Jullie Gray [2] has analysed case 
management and care management and found seven structural differences, which 
are related to background of professionals, organizations, limits, focus, stakehold-
ers, payments and goals. For example, when considering the limits, in care manage-
ment, client defines the scope of the work, while in case management it is defined 
by the agency or organization. Also Gray [2] defines that even though the focus of 
both of these approaches is holistic and client or family centred, care management 
is striving to advocate for client’s needs and maximum benefits (i.e. from an insurer), 
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while in case management also medical, legal and financial issues will also be taken 
into account. Despite the differences, both geriatric care and case managers face the 
same topical phenomena in their work: growing number of ageing clients, scarce 
social and health-care resources and need for individual service planning.

Geriatric care managers are mostly nurses, social workers, gerontological nurses 
or other social and health-care professionals depending on the organization they 
work for. Like social worker, Maija in our example, a geriatric care manager coor-
dinates care and services to meet the full social, emotional, physical and health-care 
needs of older people and their families. Care managers search and design services 
for clients based on their individual needs. They integrate and coordinate health, 
social care and psychological services as well as other services such as housing and 
home care services, meals-on-wheels and assistance of activities of daily living.

In client work, roles and duties of geriatric care mangers vary depending on their 
education and professional background. Generally, they conduct in-person assess-
ments, make care plans, arrange services and continually evaluate their clients’ ser-
vice needs. The National Care Planning Council of America [3] has compiled a 
more detailed list of care managers’ duties in social and health-care services. They 
help older people and their families, for example, by:

 – Identifying problems and service needs and compiling care plans
 – Making sure care is received in a safe and disability-friendly environment
 – Resolving family conflicts and other family issues relating to long-term care
 – Becoming an advocate for the care recipient and the family caregiver
 – Conducting ongoing assessments to monitor and implement changes in care
 – Overseeing and directing care provided at home
 – Coordinating the efforts of key support systems
 – Providing personal counselling
 – Arranging for services of legal and financial advisors
 – Managing a conservatorship for a care recipient
 – Providing assistance with placement in assisted living facilities or nursing homes
 – Monitoring the care of a family member in a nursing home or in assisted living
 – Finding appropriate solutions to avoid a crisis
 – Coordinating medical appointments and medical information
 – Providing transportation to medical appointments
 – Assisting families in positive decision-making

As a professional care manager, you must have appropriate skills and expertise 
in order to successfully carry out care management processes. Ross et al. [4] have 
listed four key areas that influence this ability: assigned accountability, role and 
remit, skills and support and collaboration with key stakeholders, including clients 
and their families. First, by assigned accountability, they mean that for successful 
care management, there must be a single professional or a team, such as the “resolve, 
evaluate and place” team in our example, which is accountable for the whole care 
management process, including the entirety of services the clients use. They empha-
size that if the accountability is not clearly assigned to all professionals working 
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with the client, there is a risk that care becomes fragmented. Second, they point out 
that clarity around the roles, responsibilities and boundaries of all those involved in 
client’s care promotes care management process. Usually, problems in the care 
management process are due to a lack of clarity regarding role boundaries and lack 
of communication between different care providers and professionals. Third, a pro-
fessional care manager should be equipped and trained with necessary skills, like 
interpersonal skills, problem-solving skills, negotiation skills and co-operation 
skills. These skills have found to be more important in geriatric care management 
than professional ones. Fourth, Ross et al. [4] note that as a successful care manager 
you need to build effective relationships with patients and a number of other stake-
holders. From this wide range of relationships, they highlight the relationships 
between care managers and their client and relationships between care managers 
and other social and health-care professionals.

A person-centred care management is based on holistic understanding of individual-
ity. It honours each individual’s uniqueness in their skills and abilities. The purpose of 
care management is to maintain each older person’s mental, physical and social perfor-
mance in their everyday life. Whenever possible older people should be encouraged to 
make their own decisions concerning the care and services they need. A person-centred 
approach also recognizes strengths and respects individual diversity [5]. Marjorie Lloyd 
[6] emphasizes that, in order to be empowered, older people must feel control over their 
own life within their particular spiritual and sociological environment. She points out for 
example, that by taking them away from their familiar environment, we weaken them 
and take away their own resources. Therefore, it is important to support older people 
stay in their own, safe and comfortable environments for as long as possible.

A person-centred model requires systematic approach and multi-professional co- 
operation in service design. It is important that all members of the social and health-
care team work together to ensure the best possible care and services. In order to be 
an effective, care planning must be seen as a systematic process consisting of differ-
ent steps or phases. There are several different models or frameworks for care plan-
ning introduced in the literature (see [4, 7–9]). One of the best known and most used 
models among social and health-care professionals is the four-step APIE frame-
work. Lloyd [6] parses her person-centred and empowering APIE model of care 
planning for four steps and action recommendations:

 1. Assessment
 – Observe, listen and communicate specific individual needs and strengths 

using appropriate documentation.
 2. Planning

 – Identify the measurable goals to meet the needs of individual client’s and their 
families, as well as the social support system.

 3. Implementation
 – Participate in and arrange achievable and realistic interventions in the appro-

priate context.
 4. Evaluation

 – Seek timely support and guidance in evaluating the care plan with all mem-
bers of the team.
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Lloyd’s empowering care planning model is based on inclusive and systematic 
professional approach. Older people and their support networks are basically in the 
centre of care planning. In each phase of the model, professionals are required to 
take different approaches to provide the most suitable care and services to the indi-
vidual. All phases are important, and they have a unique contribution to the care 
planning process. Each phase also requires different skills and practices which 
Lloyd [6] has summarized as follows:

 1. Assessment is the basis of the whole process, and it can be carried out by using 
different assessment tools to produce an in-depth analysis of an older person’s 
needs. In assessment stage, you, as a professional, must have good communica-
tion skills and the ability to observe physical, social and psychological changes 
in the overall situation of the client.

 2. Planning requires the ability to identify client’s short-term and long-term goals 
in their care and rehabilitation process. In planning phase, it is important that you 
clearly define and document these goals so that everyone involved in the process 
has a common understanding of them.

 3. In the implementation phase, you should identify and arrange achievable inter-
ventions, which aim at client’s rehabilitation and recovery. These interventions 
should be based on individual needs documented in care plan. Interventions must 
also be measurable, in order to monitor their effectiveness.

 4. In the evaluation phase, the whole care plan is reviewed formally with the multi- 
professional team. Evaluation phase reminds you that individual client’s needs 
must be reassessed at regular intervals to ensure that the care plan is up to date. 
If regular evaluations are neglected, it is difficult to identify any changes in the 
client’s rehabilitation.

Systematic compliance of the care planning process ensures that older people 
receive individual and demand-driven services. Systematic and standardized pro-
cesses will also increase the quality of the services in the long term. The next chap-
ter will open to you the importance of quality improvement in health and social 
services for older people.

10.3.2  Improving the Quality of Social and Health-Care Services 
for Older People

The quality of social and health care has been broadly defined by various institu-
tions over the past few decades. According the National Committee for Quality 
Assurance [10] quality health care is “doing the right thing for the right patient, at 
the right time, in the right way”. A widely used definition, originally launched by 
the Institute of Medicine in 1990, defines quality as “the degree to which health 
services for individuals and populations increase the likelihood of desired health 
outcomes and are consistent with current professional knowledge”. This definition 
emphasizes on both individual and population levels of analysis, links health-care 
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services with desired health-care outcomes and focuses upon the gap between cur-
rent and desired practices [11].

World Health Organization’s definition for the quality of health care includes six 
dimensions. According to WHO [12] the quality of health care is defined “the extent to 
which health care services provided to individuals and patient populations improve 
desired health care outcomes. In order to achieve this, health care must be safe, effective, 
timely, efficient, equitable and people-centred”. Safeness as a quality dimension means 
that health-care service delivery, in principle, should minimize risks and harm to ser-
vices users. Effectiveness aims at provision of services which are based on scientific 
knowledge and evidence-based guidelines. Right timing signifies reducing delays in 
providing and receiving health-care services. Efficiency emphasizes health-care deliv-
ery, which maximizes resources and avoids waste. Equity obliges that services must be 
consistent to everyone, regardless of personal characteristics such as gender, race, eth-
nicity, geographical location or socioeconomic status. And finally, people-centred points 
out that service provision must take into account the preferences and aspirations of indi-
vidual clients as well as the culture of their community [9, 10, 12].

Particularly, it is important to pay attention to the quality improvement of ser-
vices for older people, as the research results have shown, for example, that vulner-
able older adults receive about half of the recommended care and the quality of care 
varies widely, depending on the service provider [13, 14]. The aim of the quality 
improvement is to increase client orientation and equality in accessing services by 
setting justified qualitative and quantitative, short- and long-term goals for key ser-
vices. These goals can be achieved by developing care, strengthening professional 
co-operation and increasing older people’s participation in service processes and 
service development. As the population ages, it is also important to support and 
strengthen age-friendly attitudes both in service institutions and in society.

A number of international and national quality recommendations have been pub-
lished specially for older people’s services. For example, in Finland, the Ministry of 
Social Affairs and Health, together with the Association of Finnish Local and 
Regional Authorities, issued in 2017 a quality recommendation [15], which strives 
to guarantee high-quality ageing and effective services for older people. The pur-
pose of the recommendation is to set guidelines for the development of services for 
the older people. The recommendation is primarily targeted to municipal policy- 
makers and leaders in the development and evaluation of services for the older peo-
ple. Also, the producers of health and social services, as well as professionals 
working with older clients, can utilize the recommendation in their activities. The 
recommendation consists of five thematic areas: guaranteeing functional capacity 
of older people, arranging service counselling for clients, personnel of the services, 
structure of age-friendly services and the use of technology. All of these content 
areas have their own recommendations both for the individual and population level.

Referring to the example above, the quality improvement is an essential part of 
social and health-care professionals’ work. There are several different methodologies, 
approaches and tools which can be utilized in quality improvement both in client work 
and service development. According to the Health Foundation [16], these quality 
improvement tools should have common goals, focusing on the following principals:
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• Understanding the problem, with a particular emphasis on what the data tell you
• Understanding the processes and systems within the organization—particularly 

the patient pathway—and whether these can be simplified
• Analysing the demand, capacity and flow of the services
• Choosing the tools to bring about change, including leadership and clinical 

engagement, skills development and staff and patient participation
• Evaluating and measuring the impact of a change

Better quality can be achieved, for example, by using approaches like: business 
process re-engineering, experience-based co-design, lean, Six Sigma, model for 
improvement (including PDSA) or total quality management (TQM). More impor-
tant than the approaches and tools used is, however, to ensure that professionals and 
managers have enough knowledge and resources to make regular quality improve-
ment actions.

10.4  Competence: Program of Care and Services

As an organizer, you need to contribute to the organization of the existing care and 
services within the region, which can be offered to groups of older people and their 
families. It is important for you to take an active part in developing, adapting and 
implementing long-term policy actions relating to care and services for older people 
on a national, regional, local or organizational level.

Performance Indicators
• Identify how policies, regulations and programs impact older people, their 

families and their caregivers, particularly vulnerable groups of older 
people.

• Identify methods of outreach to older persons and their families to insure appro-
priate use of the service continuum (e.g. health promotion, long-term care, men-
tal health). This includes understanding the diversity of older people’s attitudes 
towards the acceptance of services.

• Identify the need of new kind of services for older persons and their families, and 
take the initiative to develop these.

• Participate actively in developing, adapting and implementing long-term policy 
actions on a national, regional, local or organizational level.

• Integrate relevant theories and concepts—where possible evidence based with 
the focus on wellbeing and quality of life of older people.

• Evaluate the effectiveness of practice and programs in achieving intended out-
comes for older persons.

• Apply evaluation and research findings to improve practice and program 
outcomes.

• Identify the availability of resources and resource systems for older persons and 
their families.

• Identify the major sources of funding for meeting the needs of older people.
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The competence “program of care and services” is divided into two areas of 
expertise:

• Development of new services to answer the changing and diverse needs of older 
people

• Evaluation of the programs and services

In the first area of expertise, the role of older people as partners in development 
of services is emphasized. The second one is focused on the essentials you as an 
organizer need to know about program evaluation and its main perspectives.

10.4.1  Development of New Services to Answer the Changing 
and Diverse Needs of Older People

10.4.1.1  Older People as Partners in Service Development
When working as an organizer, it is essential for you, likewise the social worker in 
our example, to consider the role of older people and the stakeholders in service 
development in order to achieve sustainable solutions in answering the changing 
and diverse deeds of older people.

When you strive for better understanding of the older people’s perspective to the 
services, it is important to consider different positions of the older people according 
to the service production and especially the choice of services and the possibilities 
to give feedback and influence the development of services. Wanna [17] emphasizes 
the importance of language in the policy context. The way of describing the end- 
user of services has an impact on the quality of services. According to Wanna’s 
classification, the following concepts can be used when considering the end-users of 
services:

 – Citizens. This concept emphasizes legal rights, universality and standardized 
services.

 – Clients, referring to individual recipients of service, with limited choice and 
influence to the service production process.

 – Customers, who are market actors, choosing services actively and paying for 
them.

 – Consumers, with a possibility to complain and avoid consuming, too.

When you work as an organizer, it is important for you to consider the choice of 
service and the means of exit, voice, feedback and loyalty. It makes a difference to 
service system whether the end-user has no choice or a wide possibility to vote with 
his/her legs. According to Wanna [17], clients enter the service relationship volun-
tarily and have some choice, but the choice is not necessarily a real one. Customers, 
instead, buy services and perceive themselves as free actors to change the service 
provider. We might consider how these differences and positions affect to the opera-
tions and development interests of service producers—or do they? In this chapter, 
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we will proceed with the concept of client, because of its established function in the 
field of social and health-care services, and will point out when using other concepts 
related. Thus, you should consider this distinction between the concepts and recog-
nize their use in different contexts.

There are many examples of the change of the attitudes towards the role of older 
people, not as recipients of services and care but as voters, tax payers and potential 
users of social and health-care services. There is a strong demand for new ways of 
organizing and producing services, which answer to the needs of older people. The 
essential features needed are, e.g. supporting independence and healthy ageing, 
indicating better coordination and integration and offering care close to home [18].

Thus, older people are active players and need to be taken into account in the entire 
process of developing services, like the social worker Maija in our example does. For 
Example, Ashcroft [19] reports about a UK Grey Pride Campaign, which aimed at 
establishing a minister for older people, in order to influence in the use of resources and 
development of services according to the older people’s expectations. The campaign 
disclosed a broad perspective to ageing society, e.g. needs to improve road safety for 
older people and to encourage endeavours to strengthen age-friendly business [19].

You need to recognize that there are many other stakeholders to be included in 
the development of services, in addition to older people. Stakeholders are individu-
als or groups, who have some interest in a service program of policy and also inter-
est and capacity to influence to the development of those [17].

Older people, as recipients of the services, and their families and networks are 
the most evident stakeholders in relation to the services for older people. Other pos-
sible stakeholders are potential service providers who have interest to deliver new 
kind of services, community actors connected with the problem or issue (e.g. local 
associations) and other institutions like governmental agencies, universities and the 
media. Engaging stakeholders in the service development process requires specific 
skills but also time and resources. Consulting them provides the development pro-
cess with important information and insights. Furthermore, it may create support 
and acceptance needed to implement the program [17].

Besides the direct work with the clients, it is crucial to note the interventions into 
the relationship between older people and their social environment as part of profes-
sionals’ work. Apparently, this is necessary as basis when striving for sustainable 
development of services.

The target of this kind of work may be either the situation of the individual older 
people or the social environment or the relationship between the client and the envi-
ronment. When the social environment is the primary target, the work orientation is 
called structural work [20]. This concept arises from social work tradition but can 
be applied more widely.

Wood and Tully [20] define the principles of the structural orientation, naming 
accountability to the client to be the most important one. Structural work is based 
on the felt need of the clients and the pressures experienced by them. The profes-
sional aims at maximizing the support from the older people’s environment and 
minimizing contests and pain. Successful structural work helps the older people in 
changing the relationship to the environment (See also [21]).
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Weinberg [21] points out the ethical dilemma built in the structural work orienta-
tion. The professional is part of the institutions of the society and service system—
macro-systems—which may represent the social environment causing the 
undesirable experiences to the client. At the same time, the professional is chal-
lenged to support the client, keeping empowerment as a goal for the interventions.

The structural orientation points out the professional’s role in supporting the 
older people to actively participate in service development, to strive for changing 
the service practices which do not optimally serve the older people’s needs and get 
empowered enough to act this way.

10.4.1.2  Emphasizing the Role of Older People in Organizing 
and Developing Services

Ageing does not make individuals similar. Accordingly, the needs of services vary 
individually. Cohen [22] uses the concept of “personalized ageing”, referring to the 
fact that successful ageing is always connected to the person’s uniquity. Furthermore, 
we need to consider the length of the later life: the period of several decades includes 
different phases, from the perspective of services, as well. This idea is manifested in 
the classification of ten key components of care for older people, by Oliver et al. [23]:

 – Age well and stay well
 – Live well with one or more long-term conditions
 – Support for complex co-morbidities/frailty
 – Accessible, effective support in crisis
 – High-quality, person-centred acute care
 – Good discharge planning and post-discharge support
 – Effective rehabilitation and reablement
 – Person-centred, dignified long-term care
 – Support, control and choice at end of life

Thus, there exists no single status of older people from some certain perspective. 
Diverse needs of individual older people in manifold life situation and wellbeing 
and health status make the picture quite multifaceted and, consequently, complex.

When taking the perspective of service system, questions arise, e.g. about the 
place and way of care delivery and the financing of care. These questions are matter 
of sharing responsibility between older people, their families and networks, the 
community and the government. A broad discussion concerns the place of care and 
how to support older people’s living in their own homes, as independently as pos-
sible and as long as possible [24].

Bartholomew et al. [25] have developed an evidence-based approach of interven-
tion mapping for planning health promotion programs, being applicable also in 
planning of programming services for older people. The phases of planning are, 
according to Bartholomew et al. [25]:

 – Needs assessment (context and setting)
 – Matrices for performance and change objectives
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 – Selection of effective change methods and their practical applications linked to 
the change objectives

 – Creation of the program and delivery

The approach needs to be founded in theory and evidence. Likewise Bucknall 
and Rycroft-Malone [26] emphasize the importance of evidence in program plan-
ning. They refer to the role of consumer in relation of health care: the consumers 
definitely are interested in the evidence of the best possible treatments and interven-
tions (note the above-mentioned distinction between concepts of client, customer 
and consumer [17]). Accordingly, the service users need to be involved in the deci-
sions about services and their delivery—and development, as well.

Vaajakallio and Mattelmäki [27] point out that one-size-fits-all services are not 
relevant any more. Accordingly, the older people need to be taken as active users or 
co-producers of the services. This means a challenge for service deliverers and a 
growing demand to remodify the roles of actors, both of the service deliverers and 
the users.

Thus, we need to identify the need of new kind of services for older persons and 
their families not only by asking about their needs before the use of services and 
asking for feedback afterwards but involving older people in the whole service plan-
ning, implementation and evaluation process, as described in our example. This idea 
of collaborative development has arisen during the last 10 years, connected with the 
idea of user-centred service design. Participatory design and co-design are concepts 
related to this orientation, as well [28]. The service design orientation is based on 
the significance of the users’ perspective in planning—or designing—services and 
service processes. As Vaajakallio and Mattelmäki [27] conclude, the fundament of 
the orientation is the idea that people have right to influence to the services that are 
influencing their lives.

According to Stickdorn and Schneider [29], service design emphasizes the end- 
user’s experience as a starting point to planning and development. In service design, 
different methods and tools are used to produce information about the users’ experi-
ences. As Keinonen [28] points out, real people with their real conditions, provide 
the understanding needed in service development process.

Five principles of service design thinking, defined by Stickdorn and Schneider 
[29], describe the characteristics of service design process:

 – User-centred: the users’ experiences as a starting point
 – Co-creative: the process involves all stakeholders
 – Sequencing: the service process is analysed as a sequence of actions and moments
 – Evidencing: services need to be presented as concrete acts and situations
 – Holistic: not only the service but also the service environment matters

Stickdorn and Schneider [29] define service design as the following:

“Service design helps to innovate (create new) or improve (existing) services 
to make them more useful, usable, desirable for clients and efficient as well as 
effective for organizations.”
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Keinonen [28] even suggests that service design could be one way of rethinking the 
solving of the dilemma between the growing demand of services, e.g. care for older 
people, and opposite directions in the supply of services.

User-centred orientation ensures that the services developed answer the users’ 
needs. But there are also other arguments for implementing this orientation: the 
services become more acceptable and desirable, when older people have partici-
pated in both defining the needs and developing the services [28].

User-centred service design provides processes with tools for visualization, 
engaging older people and prototyping alternative services to be tested [27]. Thus, 
in the development of new services for older people, we need to adopt the idea of 
user-centred development from the service design orientation. If possible, it would 
be profitable to learn more about the philosophy and methods of service design and 
use the perspective in order to develop services answering the diverse needs of older 
people.

10.4.2  Evaluation of the Programs and Services

Evaluation is an essential part of service development and delivery process. Without 
evaluation, we lack systematic information needed to make decisions for further 
development. As a part of the role of organizer and developing the services with and 
for older people, you need to consider the significance of evaluation.

Evaluation is needed to provide program managers with information about the 
processes and outcomes of the programs, to be used in decision-making concerning 
the development of the services for older people and possibly new initiatives for 
further development. The target of the evaluation process may be either an entire 
program (e.g. service) or some specific components or aspects of a program. The 
targets can also be defined by whether the evaluation focuses on program imple-
mentation (the process of activities) or effectiveness (achievement of the purposes) 
or accountability (to stakeholders, like older people) [30].

Evaluation is an essential element in evidence-based policymaking and imple-
mented in order to improve to quality, efficiency and effectiveness of interventions, 
like services for older people. In other words, evaluation produces information 
about whether the interventions or programs have succeeded to accomplish changes 
intended. That is to say, whether the services developed have developed in answer-
ing better the needs of older people, for example [31].

The following text concentrates on what a program organizer needs to know 
about the basis of program evaluation and its main perspectives when developing 
services for older people.

Stufflebeam and Coryn [32] define evaluation as a:

“systematic process of delineating, obtaining, reporting, and applying descrip-
tive and judgmental information about some object’s merit, worth, probity, 
feasibility, safety, significance, and/or equity.”
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When working as an organizer, like the social worker in our example, a professional 
needs to recognize the role of evaluation as essential for developing services for older 
people and being accountable for the processes. It is also a question of professional 
responsibility to seek for evidence-based information and decision-making [33].

The dimensions of evaluation can be defined from different basis. First, we 
should make a choice, whether we focus on evaluating the process or the outcomes 
of a service development process.

Process evaluation concentrates, as the concept already reveals, on the process 
and is conducted simultaneously with the process, e.g. developing the services for 
older people. There is a perspective of process development built in the process 
evaluation schema: Evaluation is meant to support the professionals to gain system-
atically produced and justifiable understanding of the relevance and significance of 
the operations and interventions implemented. This understanding should help them 
to make decisions about forthcoming operations and interventions and thus redirect 
the process if needed in order to achieve the goals set for the process. Process evalu-
ation can also be called implementation evaluation of formative evaluation [31, 34].

Outcome evaluation is targeted at the outcomes of the process, like the service 
being developed. It takes places in the end of the period chosen to be evaluated. The 
goal of this type of evaluation is to assess the impact of the development process. 
Consequently, the term impact evaluation can be used, as well as the term of sum-
mative evaluation. Impact evaluation belongs to the framework of evidence-based 
policymaking. Impact evaluation focuses on identifying the changes, which are gen-
erated by the program, and thus results instead of other factors. For example, impact 
evaluation can be used in evaluating the result of a service development process: 
What has been achieved, and what kind of service for older people can be seen as a 
result of the process [30, 31, 35]?

Frequently there is a demand to evaluate the economic aspects of the programs 
or projects, in order to identify the most effective ways of implementing a service 
development process [36]. The information about economical evaluation is often 
needed to gain legitimation to continuation of the program. When considering eval-
uation of the economic aspects of the program, the focus can be either on cost- 
benefit evaluation or cost-effectiveness evaluation. In cost-benefit evaluation, the 
total expected costs of a service development process are compared with the bene-
fits obtained by older people or society. In other words, we count the economic 
resources spent in the implementation of a program and find out what kind of ben-
efits the implementation has produced and compare these things with each other. All 
the costs and benefits are quantified. If we evaluate in which scale the program has 
met its objectives and then compare these results to the costs of the implementation 
of a program, we call the method cost-effectiveness evaluation [30, 31].

According to the position of the evaluating subject, two different approaches 
can be distinguished. Either program managers or other actors involved in the 
program can conduct evaluation, or it can be conducted by some expert who is 
independent of the program and the organization implementing the program can 
conduct it.
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The first approach, internal evaluation, enables the evaluating subjects to more 
profound understanding of the factors influencing the solutions made during the 
process. On the other hand, there may appear risks in the reliability of the evalua-
tion, when the evaluators are personally involved in the program and/or the organi-
zation implementing the program. When choosing external evaluation, the 
evaluation can be expected to be more objective, but at the same time, there is a risk 
of missing some essential understanding of some influential factors behind the solu-
tions made during the process [30, 32, 34].

As an application of internal evaluation, there is a certain perspective in evalua-
tion that is self-evaluation. When internal evaluation is based on the work of actors 
working in the organization where evaluation is implemented, in self-evaluation, it 
is precisely the actors of the process who are subjects also in the evaluation process. 
When thinking about self-evaluation, it easily seems to be self-evident, who are the 
actors. But this is an issue to be considered: who actually are the actors in self- 
evaluation? The actors are responsible for the target of evaluation, self-evidently, 
but who else; service-users like older people, their families and other stakeholders 
etc. This definition depends on how we see the actors and partners in the service 
development and delivery processes.

In general, the evaluation perspectives are developing in the direction of partici-
patory and co-productive approaches [37]. This is compatible with the service 
development and delivery orientations implemented by methods of co-development 
and service design.

Steps in evaluation practice can be described in the following way [38]:

 1. The identification and engagement of the stakeholders and older people as the 
primary ones. Both those affected by the program and those who are involved in 
the program or going to use the results of evaluation.

 2. Program description. Meaning information about the expected results, activities, 
resources, process and context are defined.

 3. Designing the evaluation. About this phase, some further description is offered 
in the next chapter.

 4. Gathering credible evidence. This phase focuses on the indicators and sources of 
information and the character of evidence.

 5. Justifying conclusions and recommendations. It needs to be based on the fourth 
phase.

 6. Ensuring the use of results. This is very important phase in striving for sustain-
ability in evidence-based practice and evaluation [39].

When it comes to designing program evaluation, Innes and McCabe [40] pro-
vide a useful composition of questions important to consider when planning an 
evaluation process:

 – What do you want to evaluate?
 – Why are you undertaking the evaluation?
 – Who is funding the evaluation?
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 – How do you intend to evaluate?
 – Who will interpret the findings?
 – How will findings be verified?
 – How will the findings be used?
 – What are the outcomes of evaluation for you or your organization?
 – Who will benefit from the evaluation process?

As well as planning a research process, defining the purpose and goals for 
evaluation is of major importance. After defining these starting points, it is pos-
sible to proceed to plan the methods and use of the results of the evaluation 
process.

Jordan [41] introduces Logical modelling—framework, which is developed to 
systematize design of program evaluations. Logical modelling is a useful help in 
planning an evaluation process and defining its goals. Jordan [41] defines six steps 
in logical modelling process:

 1. Gather and absorb relevant program information from documents and people.
 2. Describe the desired outcome space and program’s role in that space.
 3. Define specific success criteria for program outcomes and the target audiences.
 4. For each criterion, determine program and non-program factors necessary for 

success.
 5. Define activities, outputs and resources needed and iterate.
 6. Summarize in a diagram or an organized table with supporting text.

To conclude, Beaufort [30] emphasizes the judgement process of evaluation. It is 
important when considering the significance of evaluation in the evidence-based 
program development procedure. It is also important to notice the clear distinction 
between interpretation of findings and making judgements. This perspective makes 
the connection between evaluation and research practice evident.

10.5  Assignments

 1. Make a care plan to your client (older person) that utilizes Lloyd’s person- 
centred and empowering care planning model [6].

 2. Consider how you can develop the quality of care for the older people, taking 
into account the international and national quality recommendations that guide 
your work.

 3. Consider, from your own profession’s viewpoint, practical examples of ways 
how you can take the older people’s needs and opinions into account when devel-
oping services.

 4. In this chapter, the different dimensions of program evaluation have been intro-
duced. Make a mind map, or other conceptual models, about the key concepts in 
evaluation, for your further use in service development process you will be par-
ticipating when working as an organizer.
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11Health and Welfare Advocate

Irma Mikkonen

Learning Objectives

You
• Understand the importance of acting as a health and welfare advocate for older 

population.
• Are able to define the role of health and welfare advocate from the viewpoint of 

your profession.
• Understand and value the advocacy role of your profession in health and well- 

being promotion.
• Are aware of the requirements of working in the role of health and welfare 

advocate.
• Identify effective health promotion and disease prevention policies and 

strategies.
• Are able to choose the appropriate approaches and methods to health promotion 

and disease prevention.

11.1  Introduction

One role of social and healthcare professionals, when working with older people is 
that of health and welfare advocate. As has been stated in the previous chapters, the 
aim in societies is that older population is able to live healthy and independent life 
as long as possible. However, in their lives, many older people encounter, for exam-
ple, physical, psychological, social and environmental challenges which they can-
not manage on their own. Consequently, social and healthcare professionals working 
with older people often encounter situations where they are expected or there is a 
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need to act in a role of advocate related to health and well-being of older people. 
Thus, it is necessary that all social- and healthcare professionals are aware of the 
development of the society and health and social care systems in order to be able to 
act as health and welfare advocates within the older people in societies.

Example
Anna is a Finnish nurse who has 15 years’ work experience as a registered nurse. 
She has been working now for 3 years in case management in primary healthcare in 
a small town in Finland. In Finland, the case management system is mainly focused 
on persons with long-term illnesses, and the goal is to manage well the care of 
people with long-term diseases as well as have an appropriate work allocation 
within the professional team in charge of patients with long-term diseases. The key 
idea is to help clients who has multiple long-term conditions and who use a lot of 
healthcare services. Often these patients need support in the management of their 
lives as well as support for self-care. At the beginning of professional-patient rela-
tionship, the care and service plan will be designed, and the case manager will be 
in charge of the patient. The care and service plan includes both the care and social 
services.

So, Anna is working as a case manager. One of her patients is Maria, a 76-year- 
old lady who lives on her own in a housing estate 5 km from the centre of the town. 
Maria has high blood pressure and pain in several joints. She has medication for 
high cholesterol. Moreover, she suffers from occasional depression. The doctor rec-
ommended that it would be a good idea for Maria to meet Anna, the case manager.

At the first appointment, Anna starts to discuss the life situation of Maria with 
her. During the first appointment, she starts the needs assessment, and a second 
appointment will be after a month. That appointment will be for planning the care 
and service plan. In the needs assessment, Anna is in dialogue with Maria. She lives 
alone in a flat in a block of flats. The house has a lift, and it is necessary because 
Maria lives on the third floor and could not reach it through stairs. She has a son 
and three grandchildren who live 1 km from her, but she meets them rarely; she says 
“I won’t barge in their life, young people have the life of their own”. She doesn’t 
have many relatives; sometimes she has phone contact with her cousin. She experi-
ences that it is difficult to get friends in her age. Maria enjoys handcrafts such as 
weaving, but she has not found a hobby group for seniors, and she also feels that 
that the town is restless and unsafe during evenings when it is dark. In dialogue, 
Anna finds that one of Maria’s main problems is pain which also leads to sleepless-
ness. Anna checks Maria’s medication and updates her recipes. She also discusses 
if the time of medications needs adjustment.

Anna gives her phone number to Maria and emphasises that she can phone her 
whenever she needs support or information. She asks if Maria has heard of the 
group called “Empowerment for your everyday life”. She also tells that there is an 
online health check programme available as well as coaching and rehabilitation 
programme. Maria says that these sound interesting though there are transportation 
problems. Anna also promises that she will sort out if there are any senior handi-
craft hobby groups in the neighbourhood. Anna will also consider if Maria could 
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benefit a consultation with a physiotherapist; Maria’s occasional hobby has been 
swimming, and because of pains, it would be important to have regular physical 
activity. Maybe the most important problem of Maria is loneliness. It is important to 
find means to widen her social contacts and relationships.

Before the next appointment, Anna makes a draft of care and service plan of 
Maria. She documents health and well-being problems and challenges and Maria’s 
perception of her problems. A goal of the care will be documented: it is important 
to take into account the personal goals of Maria as well as the timetable. The imple-
mentation plan will be documented as well: who will do what and when. It is impor-
tant to consider self-monitoring and instructions as well. In addition, monitoring, 
evaluation and support will be documented.

One of Anna’s principles in her work as a case manager is to support an older 
person but to be careful not to do too much for the person. It is important to support 
the person’s self-management and empower her. The patient is perceived as an 
active adult. The care and services are focused on health and welfare promotion 
and disease prevention as well as monitoring the care. In her work she emphasises 
collaboration and collaborative decision-making. Important partners in coopera-
tion are social work, rehabilitation, services for older persons, oral care and patient 
organisations and associations as well as voluntary work. Anna experiences that 
recently there have been many technological advancements that have had impact on 
her work—these have changed her work as well as brought new requirements for 
competences. She perceives that it is easier to coordinate the care and services with 
the support of technology as well as create networks between different service pro-
viders over administrative organisations and even over the borders of the country. 
Anna experiences that her responsibility is to encourage patients, especially older 
people, to use new services according to their needs and skills. She feels that one of 
her tasks is to act as a health and well-being coach for older people.

In addition to the work with patients, Anna is active in her personal life as well. 
She is a member in a local Nurses Association Council. Moreover, she is active 
in local policy being a member of municipal council. Through these authorities she 
is able to have impact on decision-making related to health promotion decisions 
which she finds very important—she perceives that it is her duty to gather data and 
information from practice to decision-makers.

11.2  The Role of Health and Welfare Advocate

As a health and welfare advocate, professionals try to improve health and well- 
being of older people and their families or networks. They focus on individuals, 
groups, communities or populations they serve in order to determine needs and 
develop partnerships. They speak on behalf of older people when needed and sup-
port efforts to effect change. This includes prevention, health promotion and health 
protection, whereby individuals and populations reach their full health potential 
without being disadvantaged by race, ethnicity, religion, gender, sexual orientation, 
age, social class, economic status or level of education. It also involves efforts to 
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change specific practices or policies on behalf of older people and to decrease the 
negative effects of the ageing process by provision of client education and promo-
tion of active ageing.

As a health and welfare advocate, health and social care professionals use their 
expertise and influence to assist older people, and their families to navigate the 
health and social care systems and to find appropriate resources in a timely 
manner.

Advocacy requires partners and networks. Professionals work together with 
older people, their families and support networks, community agencies and other 
organisations to positively influence determinants of health and well-being. 
Professionals must know how to reach target groups and should be able to use social 
media for this when appropriate.

Competences for advocacy are related to health promotion and illness prevention 
and focus on the individual’s social map and networks.

Health and social care professionals working with older people often encounter 
situations where they are expected or there is a need to act in a role of advocate. What 
does it mean to be an advocate for an older person? What does advocacy mean? 
Advocacy is usually employed by someone powerful on behalf of someone who has 
no power. In situations of vulnerability, powerlessness or being involved in difficult 
circumstances, the individual needs to be advocated. At the background of the advo-
cacy role, there is an ethical obligation to advocate for clients, in this case older per-
sons. There have been and still exist different kinds of viewpoints related to advocacy 
role. Advocacy may be defined and take place on different levels from ethical and 
legal frameworks to philosophical considerations [1]. Moreover, WHO has defined 
advocacy to be one of the three key strategies for health promotion. Advocacy may 
take many forms: it can be, for example, political influencing or using mass media and 
social media. WHO also emphasises that social and health professionals are respon-
sible for acting as advocates for health and well-being at all levels in society [2, 3]. 
Two other strategies defined in the Ottawa Charter are enabling and mediating. As a 
professional you use also these strategies. Enabling in health and well-being promo-
tion means focusing on equity. It is important to ensure equal opportunities and 
resources to all people. It is important to support older people to self-management. At 
the background of the third strategy, mediating, is the idea that health of people cannot 
be ensured by the health sector alone. Instead health and well-being promotion is a 
well-coordinated collaboration within health, social and economic sectors, both pub-
lic and non-governmental organisations, local authorities, media, etc. All people are 
included: individuals, families and communities. The Ottawa Charter emphasises the 
role of professionals in mediating between different groups and organisations. It is 
also important that you understand, when working as an advocate for older persons 
related to health and well-being promotion, that all interventions should be adapted to 
the local needs and possibilities of individual countries. Moreover, you always have to 
take into account social and cultural differences [3].

From the practice perspective, the focus is on professional actions, such as 
defending the older person’s rights, supporting and helping the older person to find 
needed healthcare and social services, monitoring the quality of care and services 
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and serving as a liaison between the older person and the healthcare and social ser-
vices. Generally, advocacy aims to promote or reinforce a change in one’s life or 
environment, in programme or service and in policy or legislation [1]. Previously, 
health advocacy was often perceived as an independent or individual activity of a 
professional; however, recently there are studies in which health advocacy is seen as 
a collective activity. The viewpoints of collective advocacy vary from individual to 
community level, for example, collective responsibility when advocating for the 
rights and needs of individual persons as well as collaborative action as a means of 
addressing political and social change [2].

What does it mean to act as a health and welfare advocate for an older adult? 
Usually the aim in health behaviour is that a person is able for self-advocacy. It 
means that an older adult takes an active role and takes control of her/his life. 
However when ageing, a person is not always able to manage on her own. 
Consequently, many old persons require supportive advocacy. With support of pro-
fessionals as advocates, the older population will have their voices heard and their 
health and well-being needs met. Consequently, health and well-being promotion 
and disease prevention interventions enable older people to maintain their indepen-
dence. There is also the viewpoint of policy which aims to reduce use of healthcare 
and social services. In addition, it is good to take into account that health and well- 
being promotion of older people to some extent differs from that aimed for younger 
people. This is due to older people’s afflictions related to old age or often declined 
health; they are more likely to be suffering from chronic diseases and multi- 
morbidities, also functional capacity often deteriorates along with ageing [4].

For the role of health and welfare advocate, there are two competences. The first 
competence is about collective prevention and health promotion, and the second one 
concerns social map and social networking.

11.3  Competence: Collective Prevention and Health 
Promotion

Today fostering a culture which enables older adults to age healthily is a priority for 
most societies. To promote healthy ageing and to be able to act as a health and welfare 
advocate for older population, professionals require evidence-based knowledge that 
they can translate into practice. It is important to understand that health promotion and 
disease prevention take place in several levels. Consequently, many types of 
approaches and strategies are needed. These approaches include different kinds of 
counselling and education programmes as well as financial inducements. There are 
different sizes of projects and procedures as well as funding coming from a variety of 
sources (national, EU, organisations, associations) [5]. In addition, it is important to 
remember that older people are not a homogenous group of people; they are as much 
a heterogeneous group as persons from any other age group. Consequently, it is 
important that while acting as health and welfare advocates, social and healthcare 
professionals are able to give an individualised response and very tailored advice to 
older persons, taking into account their specific needs and wishes. Thus, multiple 

11 Health and Welfare Advocate



234

approaches, strategies and interventions are needed to meet the needs of older people. 
It is also important to be aware that different approaches and methods are needed with 
different older persons. Moreover, it is important that health and well-being promo-
tion is evidence-based. This means that interventions are based on research and most 
effective approaches are used. However, in addition to evidence-based knowledge, the 
expertise of professionals is necessary [6]. On the whole, it depends on your profes-
sion and expertise which approaches and methods will be chosen and used.

11.3.1  Competence Description

Advocate for health with, and on behalf of, older people and their families, com-
munities and organisations, to improve health and well-being and build capacity for 
health promotion

Performance Indicators
• Use advocacy strategies and techniques that reflect health promotion principles.
• Engage with and influence key stakeholders to develop and sustain health pro-

motion actions.
• Raise awareness of and influence public opinion regarding health and well-being 

issues which affect older people.
• Advocate to older persons, their families and their caregivers regarding interven-

tions and behaviours.
• Promote physical and mental well-being, social participation and safe and com-

fortable housing and living conditions.
• Use educational strategies to provide older persons and their families with infor-

mation related to wellness and disease management (e.g. Alzheimer’s disease, 
end-of-life care).

• Use social media for the purpose of promoting self-reliance, co-reliance and 
quality of life of older people.

If you look at the performance indicators related to acting as an older person’s 
advocate in promoting her/his health and well-being, you will notice that you have 
to be able to possess skills to work within older persons themselves as well as with 
their families, caregivers and friends. In addition, you need skills to influence stake-
holders, policy-makers and public opinion. Moreover, it is important that you are 
aware of a variety of health and well-being promotion and disease prevention 
approaches, methods and interventions including using opportunities that social 
media provides.

Let us start by considering the concepts of health promotion and disease preven-
tion. Social and healthcare professionals, in order to be able to work efficiently as 
health and welfare advocates for older adults, have to understand the wide concepts of 
health promotion and disease prevention. The concepts are very close to each other; 
however, they can be understood separately as was discussed above in Sect. 5.1.

Health and well-being promotion aims to enable people to address health prob-
lems and lead healthier lives as well as maintain their independence as much as 
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possible. The Ottawa Charter [3] specifies the five main action types for health 
promotion: healthy public policies, creating supportive environments, strengthening 
community actions, developing personal skills and reorienting health services.

Disease prevention is often perceived as a complementary term to health promo-
tion; however, its definitions focus on the context of avoiding diseases or their con-
sequences, and not on the concept of health. As discussed in Chap. 5 (see Sect. 5.1), 
usually disease prevention is divided into three different approaches: primary dis-
ease prevention which is aimed at preventing the onset of disease, secondary pre-
vention which is meant to control the disease before it manifests clinically, and 
tertiary prevention which is focused on decreasing the impact of a disease on the 
patient’s life. All these contribute to reducing the risk of disabilities.

11.3.2  Advocacy on Different Levels of Health and Well-Being 
Promotion and Disease Prevention

In previous chapters [Part I], healthy ageing was discussed; it can be said that the 
aim of health and well-being promotion and disease prevention of older people is 
healthy ageing. Thus many aspects of healthy ageing are related to health promotion 
and disease prevention. Therefore the dimensions of healthy ageing defined by the 
WHO are important when defining the role of social- and healthcare professional 
working as a health and welfare advocate for an older person. WHO [7] listed the 
following dimensions for healthy ageing:

 1. Meeting the needs and expectations which ageing population has related to bet-
ter health promotion and services related to health and well-being as well as 
support for self-help

 2. Acknowledgement of older people’s right to the enjoyment of physical and men-
tal health

 3. Taking into account evidence about shortcomings related to the quality and 
access to the services

 4. Being one of the key contributors to enhance equity in health and well-being 
between countries as well as between socioeconomic groups and genders

 5. Interacting with policies of social protection to prevent the risk of poverty among 
older people (which still remains a risk in Europe)

 6. Contributing to health and welfare systems supporting older people (especially 
higher age groups) to be active and fully integrated [7]

In the Health 2020 policy framework, it is strongly emphasised that good health 
cannot be seen as an outcome of one sector alone; it is necessary to combine all 
policy fields and all policy levels in order to achieve sustainable and equitable 
improvements in health. The policy framework suggests that it is necessary that 
policy-makers, health providers as well as members of the public change their 
mind-set from seeing health as combating illness to one promoting health and well- 
being. It is emphasised that this is not possible without political support, administra-
tive and technical innovation as well as financial resources [8]. It is necessary that 
social and health sector collaborates with other fields in order to achieve better 
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health and health equity for population [9]. Consequently, also social and healthcare 
professionals while acting as health and welfare advocates for older people have to 
work both on micro-level, as an individual older person’s advocate, and on macro- 
level, for example, by influencing decision-making on communities and societies. 
You as a social and healthcare professional have an expert role of your own profes-
sion; however, in acting as a health and welfare advocate, it is necessary to collabo-
rate besides with other health and social care professionals also with representatives 
of other fields and disciplines.

When working as a health and welfare advocate, a professional while working in 
different levels of advocacy may benefit of using the abovementioned dimensions of 
healthy ageing as well as applying the principles of the Health 2020 policy frame-
work [8] in her/his actions. In brief these principles are participatory approaches, 
empowerment, equity, gender perspective and inter-sectoral action. In the following 
these principles will be discussed more in detail and from the viewpoint of the pro-
fessional role of advocacy.

Participatory approaches mean that older persons will be involved in decision- 
making in policies as well as evaluation processes. In addition, it is important to sup-
port older persons to be involved in all decision-making concerning their life and daily 
activities. It is suggested that in order to support health and well-being of older people, 
social and healthcare professionals should not only focus on reducing risk factors to 
create a safe environment but also on the quality of life and well-being of an older 
person. It is important to have a dialogue between the professional and the older per-
son in order for the professional to understand the way older people endow meaning 
to the circumstances they find themselves in, their perceived feelings of control and 
their motivation to comprehend and manage events. It is also emphasised that health 
promotion for older adults should focus on facilitating and maintaining relationships 
with their relatives and friends. In order to support the older people’s life satisfaction, 
it is important that they are included and supported in conventional daily activities 
according to their abilities [10]. Consequently, it is important for you as a professional 
to understand the concept of shared decision- making. It is a process in which social 
and healthcare professionals work together with the client to make evidence-based 
decisions related to care and services taking into account possible risks and expected 
outcomes with client preferences and values. So, in brief, shared decision-making is 
helping a person make an informed decision. Moreover, it is also recognised that inter-
professional collaboration is an important part of shared decision-making, especially 
for those persons who need a lot of social and healthcare services, for example, very 
old people or those with long-term conditions or several diseases [11]. However, the 
process is not always simple, especially with older persons where professionals and 
clients have different levels of knowledge and experience.

The older person cannot effectively participate in shared decision-making if she/
he does not understand the current condition of her/his own, all of the care and sup-
port options and their effects. So, it is very important that you as an advocate for 
older persons are aware of the support and services available for older people 
because navigating health and social care systems is particularly difficult for older 
people with complex health needs [11].
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Moreover, it is necessary that you possess competences to understand what are the 
older person’s wishes related to her/his care and support from professionals. In addi-
tion, it is important to remember that there are cultural differences in the expected 
roles of the professional and the older person. An important aspect with shared deci-
sion-making with older adults is to engage family members and caregivers according 
to the wishes of the older person. Thus, it is important that you as a social and health-
care professional possess good communication and education skills and are able to 
involve older people in decision-making that concerns their health and well-being. It 
is important for you to understand that shared decision- making is not something 
extra; instead, it is something that is an essential part of professional action [12]. 
Shared decision-making is focusing on the things that are important to the older per-
son—it is respecting the older person’s opinions and views.

Achieving shared decision-making requires paying attention to those situations 
where reasonable options exist and where the client’s preferences will be relevant. 
For the purposes of learning shared decision-making, a model has been developed 
called the three-talk model. The three-talk model describes three broad steps that 
form the core elements of shared decision-making. The stages in Elwyn’s model 
[13] are the following: introducing choice (talk that there is a choice), describing 
options (talk about the options) and helping the person to think about preferences 
and make decisions (talk about the patient’s preferences and coming to a 
decision).

Going back to the example at the beginning of the chapter, you can notice that 
Anna perceives it is important to involve Maria, her client, in decision-making con-
cerning her well-being. In addition, Anna is active in contributing to decision- 
making in policies through Nurses Association as well as municipal council.

Empowerment is important both at the personal and community levels. WHO [7] 
suggests that involving older population in community action, voluntary initiatives 
and informal care is an important factor in successful healthy ageing strategies. 
Empowerment of an older person means supporting her/him to make decisions and 
have control over her/his life. Involving older people means supporting them to be 
responsible for their own health, social contacts and their life as a whole. There is 
evidence that health promotion programmes based on principles of engagement and 
empowerment are efficient [7]. Traditionally health promotion and disease preven-
tion interventions focused on deficits or diseases ignoring the strengths and experi-
ences of the person. Empowering-based interventions emphasise taking into account 
the experience and strengths of the individual in order to focus on the issues that are 
working well instead of deficits or problems. When the focus is on empowering an 
older person, it is important that the viewpoint of older person is emphasised: the 
task of the professional is to focus on the individual older person’s needs and inter-
ests and support the older person to identify his/her own goals related to his/her life 
and well-being. Going back to the example, one of the aims in Anna’s work is to 
support the empowerment of her clients. This comes true, for example, when she 
discusses the goals of the care with Maria and is emphasising Maria’s viewpoint as 
well as her personal goals. Thus, Anna supports Maria, however being careful not to 
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do too much for her. It is important to support the person’s self-management and 
empower her.

Equity is emphasised with attention to vulnerable or disadvantaged groups of 
older people. According to WHO [7], inequalities accumulate over the life-course. 
Healthy ageing policies therefore can contribute to closing the gaps in health 
inequalities.

It is also important to take into account gender perspective: there are differences 
between men and women in the roles and experiences during old age. According to 
WHO [7], women are potentially more affected by living alone and are socio- 
economically disadvantaged in old age, and they spend on average a larger part of 
their life with some form of functional limitations. At the same time, they constitute 
the vast majority of both formal and informal caregivers, as well as being clearly over-
represented as care recipients. These and other aspects call for a gender perspective on 
healthy ageing policies throughout all strategic areas and priority interventions.

The need for inter-sectoral action is evident. According to WHO [7], both the 
social determinants of healthy ageing and the responsibility for care and services of 
older people as well as strategy development and leadership on healthy ageing are 
usually joint responsibilities between health ministries and other government 
departments and typically belong to different levels of government. Moreover, they 
involve other stakeholders, private sector, civil society and voluntary action at vari-
ous levels. The concept of resilience is said to be a key factor in promoting health 
and well-being. Thus it is important to assess the health effects of continuously 
changing environment (technology, urbanisation, energy production, etc.). Above it 
was mentioned that interdisciplinary and inter-sectoral collaboration is necessary in 
health promotion and disease prevention. Thus, collaboration between the environ-
mental and health sectors is necessary in order to protect human health from the 
risks of a hazardous environment and to create health-promoting social and physical 
settings [7]. Referring back to the example, Anna’s experience is that new and 
developing technology supports her actions in coordinating the care and services—
it enhances the opportunities to create connections and networks between service 
providers and representatives of different fields.

11.3.3  Approaches and Interventions in Advocating Older 
Persons

For any social and healthcare professional, in order to be able to act as an advocate 
for older persons, it is important to be familiar with different approaches and ser-
vices that support older people’s well-being and prevent diseases. Above (see Sect. 
5.1) preventive approaches in older people’s services presented by Allen and Glasby 
[14] were discussed.

Professionals may use a variety of advocacy strategies and techniques while 
advocating older adults. These approaches vary from advocating an older individual 
to the level of system change. Also the focus of advocacy may depend on your pro-
fession, each professions use their special expertise in advocacy interventions. Here, 
an example of a primary care health promotion tool for older people is presented: 
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the Health Risk Appraisal for Older people (HRAO). This lifestyle risk assessment 
tool provides individualised written feedback to clients/patients and professionals. 
There are also studies that it has the potential to reduce mortality when followed up 
by health advice in primary care [15]. The HRAO has been complemented into 
Multidimensional Risk Appraisal for Older people (MRAO) to include social, eco-
nomic and environmental factors. These tools provide with information about health 
and well-being risk behaviours both at individual and population levels. The tool 
consists of a postal questionnaire (determinants of health, lifestyle, social and envi-
ronment), software system enabling personal feedback report (including health and 
welfare advice) and follow-up of individuals in need of professional support. Thus, 
older people can be supported to change their health risk and live healthy life 
[16–19].

11.4  Competence: Social Map and Social Networks

Social and healthcare professionals are well positioned in informing and influencing 
health and social policy. It is important that social and healthcare professionals are 
active in supporting to create policies that result in better health and well-being for 
older adults. Nurses and other social and healthcare professionals are able to dis-
seminate and share their special knowledge in their communities, nationally as well 
as internationally, for example, in professional and patient associations and differ-
ent boards [20].

According to the World Health Organization [8], a strategic focus on healthy 
living for both young and older people is consistently valuable. A broad range 
of stakeholders can contribute to programmes that support people’s health and 
well-being, including intergenerational activities. For older people, active and 
healthy ageing initiatives can benefit health and quality of life. WHO empha-
sises that all countries have to adapt to changing demography and patterns of 
disease, especially mental health challenges, chronic diseases and conditions 
related to ageing [8]. According to Fagerström [10], health promotion for older 
people should focus on helping an older person to maintain his/her important 
and close relationships as well as supporting older person’s need to be needed. 
It is emphasised that older people should be included in conventional daily 
activities in spite of their functional or other health problems. This will lead to 
older person’s enhanced life satisfaction. Moreover, according to the study of 
Fagerström [10], health promotion taking place in groups is recommendable 
because this enables close relationships to be formed within the participating 
older persons.

11.4.1  Competence Description

Access and share information with older persons, their families and their caregivers, 
regarding the social map, healthcare benefits, social support and public 
programmes.
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Performance Indicators
• Increase transparency and strengthen the informal social networks around older 

persons and their families.
• Initiate the formation of informal social networks for older persons in situations 

where these are lacking.
• Providing insight into all the agencies, organisations and facilities aimed at pro-

moting self-reliance, co-reliance and quality of life of older people and also 
enabling cooperation with those authorities.

• Provide information to older people and their families/caregivers about the con-
tinuum of long-term care services.

• Advocate and organise with service providers, community organisations, policy- 
makers and the public to meet the needs and issues of the growing ageing 
population.

If you look at the performance indicators related to acting as an older person’s 
advocate related to social map and social networks, you will find that you should 
again be able to work on different levels; it is important that an older person is not 
lonely; she/he needs the similar social contacts as people in any age; thus, your task 
as an advocate is to develop and enhance social networks of an older person and 
family when need arises. Moreover, it is important that an older person is aware of 
support, care and services available in her/his community. Boeckxstaens and col-
leagues emphasise that it is important that social and healthcare professionals are 
proactive. They have to be active in health and well-being promotion activities 
within older adults [21]. One aspect in advocacy is collaboration within different 
service providers and organisations; sometimes the need arises for you to act as a 
liaison between different professionals, organisations and volunteers. Through 
advocacy, social and healthcare professionals can have influence on raising aware-
ness of important viewpoints as well as leading to changes when needed.

So, when you are acting as a health and welfare advocate for an older person, you 
are working independently using expertise of your own profession for an older per-
son. Moreover, there may be a lot of challenges in older people’s lives which need 
collaboration within other social and healthcare professionals as well as with volun-
teers and voluntary associations. In addition, collaboration with other fields is 
needed. Consequently, it is important that you have knowledge about health and 
well-being promotion as well as skills for communication and collaboration.

Depending on your profession, job and work environment, the focus, content and 
interventions of health and welfare advocacy are different. If you, for example, are 
working in a hospital ward, health and welfare interventions may be linked to hands-
 on care; when you are supporting an older person in his/her daily activities, you are 
able to support her/him in healthy choices related to his/her everyday life. If you are 
working in a community, during home visits, you may plan adjustments with other 
professionals for an older person’s home in order to improve the safety of home 
environment as well as encourage the older person to engage with family and friends 
and be involved in various activities. Moreover, with older people quite often, it is 
necessary to address practical challenges related to participation, such as cost, 
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transport and communication. Nowadays, it is also necessary to support older peo-
ple to benefit opportunities provided by social media. If you work in a health and 
welfare project, you may be in contact with administrators in community-based 
organisations and plan awareness-raising campaigns by using social media. Thus, 
through advocacy, you will work on different levels varying from an individual 
older person to community level on raising awareness of important viewpoints.

11.5  Assignments

 1. Consider examples from your own profession’s viewpoint, how you take into 
account the dimensions for healthy ageing [5] while you are acting as a health 
and welfare advocate for an older person.

 2. In this chapter, the Health Risk Appraisal for Older people (HRAO) and expanded 
Multidimensional Risk Appraisal for Older people (MRAO) were presented. 
Find out if these tools are used in your country/region. If they are used, consider 
how these are used and what are the benefits. If these tools are not used in your 
country/region, find out what kinds of tools are used in order to assess old peo-
ple’s lifestyle risks.

 3. First, learn more about Elwyn’s [13] model of shared decision-making. Second, 
use this three-talk model in your work when you have an opportunity to health 
and well-being promotion with an older person. After the meeting, assess how 
you succeeded to use the model. You can also ask your colleague to monitor and 
assess your action.

 4. Consider, from your own profession’s viewpoint, the most important approaches 
and interventions to support older people’s social networks.
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• Are aware of the importance of inter-professional and collaborative learning pro-
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• Can work evidence based and also are aware of the limitations.
• Understand the importance of innovation (transition) in health and social care for 

older people and need for border crossing between professions.
• Understand the concept of future literacy related to innovation.
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12.1  Introduction

Since in all European countries population is ageing rapidly, this is the most sig-
nificant driver for changing health and care needs in our societies. For health and 
social care professionals, it is crucial to anticipate future skills needed to meet the 
new demands of health and social care for older persons. For example, the shift 
from care in hospitals to the provision of care and support closer to home; to cope 
with older persons with multiple chronic conditions; the growth of new technolo-
gies, new medical appliances and diagnostic techniques; and the expansion of 
e-health all require new ways of working. Continuous professional development is 
an important tool to safeguard patient safety within the context of cross-border 
mobility of health professionals and patients in the EU. Professional development 
refers to formal courses and programmes in professional education and to the for-
mal and informal development of professional skills that occurs in the workplace. 
Continuous professional development and lifelong learning have become corner-
stones of professional practice across all health and social care professions and all 
qualifications. Consequently, all health and social care professionals working with 
older persons need to be able to grow their own expertise and to contribute to the 
innovation needed for good care and support for the older people. This requires 
skills for reflection, lifelong learning, evidence-based practice and innovation. 
These all are part of the role of the Scholar.

Example
In the Netherlands, as in many other European countries, responsibility for health 
and social care services is being delegated from central to local authorities. Since 
2015, municipalities have new responsibilities in the domains of youth care, long-
term care and income support. Care and support for older people is changing in 
the sense that older people live at home longer, supported by a care network of 
professionals and volunteers. To prepare the professionals with their changing 
tasks, a large health and welfare organisation provides training sessions. Thomas, 
a social worker, is participating in the training about older people. The partici-
pants have different professional backgrounds in health and social care. During 
the training sessions, there is a lot of time to discuss their own experiences and to 
reflect on the changes that are needed in daily practice. Thomas is positive about 
the training because it gives him a new perspective on his own work with older 
people. He realizes he needs to focus more on empowerment of the older people, 
collaboration with other health and social care professionals and the role of the 
informal caregivers and volunteers. But he realizes also more innovation is needed 
to address the changing needs for older people. He brings up the issue with his 
team manager. As part of his professional development, he prefers to be more 
involved in innovative projects. Together they decide on further training needs 
and involvement in the regional learning network.
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12.2  The Role of Scholar

As a Scholar, the health and social care professionals pursue excellence by continu-
ally evaluating the processes and outcomes of their daily work, comparing their 
work with that of others, and by actively seeking feedback to improve the quality of 
care and support they provide for the older person and their family. Feedback on 
their work from an organizational level should also be sought. As lifelong learners, 
health and social care professionals must implement a planned approach to learning 
in order to achieve improvement in each role. They must therefore use multiple 
ways of learning and should demonstrate a lifelong commitment to reflective learn-
ing, as well as the creation, dissemination, application and translation of knowledge 
about older people, as related to their own profession and domain of expertise. The 
aim is to increase the quality of support and care by implementing evidence- based 
practice and knowledge dissemination.

Health and social care professionals working with older people can be seen as 
knowledge workers, since they are expected to use the best evidence in providing 
care. They work in a knowledge-intense business, and their work includes both 
routine work and nonroutine work. Patient oriented care for older people requires a 
lot of nonroutine work, since all patients have their own individual needs, situation 
and history. Nonroutine work includes exceptions, requires judgment and use of 
knowledge and experience and might be confusing sometimes. Nonroutine work 
requires different ways of learning and innovative skills. In the situation that change 
is inevitable, the best approach is to see it as an opportunity for learning and focus 
on acquiring, analysing, synthetizing and applying evidence to guide practice deci-
sions. This requires skills for lifelong learning.

Lifelong learning, according to Collins English Dictionary, is “the provision or 
use of both formal and informal learning opportunities throughout people’s lives in 
order to foster the continuous development and improvement of the knowledge and 
skills needed for employment and personal fulfilment”. Lifelong learning encom-
passes continuous professional development and personal development.

As lifelong learners, health and social care professionals strive to master their pro-
fession in order to contribute to the best possible care and support for the older person. 
They are and stay adequately equipped to perform the right evidence-based care and 
social support for older persons by the latest best practice and research findings.

For the role of the Scholar, there are two main competences, and both require life-
long learning skills. The first competence is about growing one’s expertise by differ-
ent ways of learning and disseminating this expertise. The second competence of this 
role concerns evidence-based practice and the innovation of care and services.

12.3  Competence: Expertise

The health and social care professional acquires and maintains current knowledge 
to improve the quality of life and care of the older persons. The challenge is to 
embrace evidence-based practice as it evolves while sustaining and nurturing core 
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fundamental skills and values. The changes in health and social care and the grow-
ing body of knowledge about how to meet the older person’s complex needs rein-
force the need for all health and social care professionals in all settings to commit 
to, and engage in, reflective practice, continuing professional development and edu-
cation programmes on an ongoing basis and increase their scope of practice.

Acknowledging the central role that families and friends play in the lives of the 
older person, the goal of each professional-patient interaction is to assist older peo-
ple to live to the maximum of their ability; cope with their physical, psychological, 
social, sensory, cognitive or spiritual deficits and losses; prevent further disease- 
related losses; and promote and maintain comfort and dignity through healthy living 
and the dying phase [1]. This demands that the professional in health and social care 
builds a relationship with the older person and his family and has a sound knowl-
edge base, together with a wide variety of skills, on which to develop expertise and 
implement best practice guidelines.

12.3.1  Competence Description

Expand professional expertise for their own professional practice in relation to work-
ing with older people and their families. Spread relevant new evidence-based research 
among fellow professionals and other professionals in health and social care.

Performance Indicators
• Evaluate the processes and the outcomes of their daily work, sharing and com-

paring their work with that of others, and actively seeking feedback in relation to 
the quality of health and social care for older people and their families.

• Increase their knowledge, understanding and skills with respect to working with 
older persons through continuing education, training, supervision and consultation.

• Use multiple ways of learning in order to achieve improvement in each role (i.e. 
all seven ECCF roles).

• Relate concepts and theories of biological, psychological and social ageing to 
health and social work practice and understand the effects of cohort and genera-
tional experiences on older persons, the normal ageing processes and the life 
course perspective.

• Recognize how their attitudes and beliefs about ageing, about older persons and 
about diversity may be relevant to their assessment and treatment of older persons, 
and seek consultation or further education about these issues when indicated.

• Contribute to the dissemination and/or creation of knowledge and practices 
applicable to health and wellbeing of the ageing population.

• Identify any area of need for information and initiate, using research-based evi-
dence, an information service for older persons and their families or caregivers.

• Summarize and communicate to professional and lay audiences, including older 
persons and their families, the findings of applicable studies and reports about 
healthy ageing and an ageing population.
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Looking at the performance indicators of this competence “Expertise”, two 
main parts can be distinguished: the first one is to grow your expertise, as lifelong 
learners, by different ways of learning and the second one is to spread the relevant 
expertise to colleagues and lay audiences including older people and their 
families.

Learning is a lifelong process and is necessary for health and social care profes-
sionals at all levels, in all different health and social care settings. Learning can be 
categorized in two main dimensions: formal versus informal learning and self- 
directed versus other-directed learning. In self-directed learning, you will determine 
your own learning goals and your own learning path. In other-directed learning, this 
is decided by someone else, for example, by the manager sending you to a course. 
Formal learning takes place in a formal setting such as a training or a course and 
often includes a certificate or diploma. Informal learning can happen everywhere. 
Self-directed learning has been found to be much more effective than other-directed 
learning.

Self-directed informal learning is one of the most common forms of learning 
for professionals in health and social care working with older people. It often 
occurs by learning from experience on the job and requires reflective learning 
skills. There is no formal structure or curriculum and usually no expert trainer 
who teaches students. Moreover, usually there is no formal recognition of com-
pletion, such as a certificate or diploma. Self-directed learning can also occur in a 
formal learning setting. Examples of these are online and face-to-face courses 
often including an assessment and certificate. Self-directed, formal training 
includes learners selecting and carrying out their own learning goals, objectives, 
methods and means to verify that the goals were met. Self-directed learning is 
very important for continuous professional development and lifelong learning. 
Since collaboration and inter-professional teamwork become more and more 
important, collaborative learning is considered to be an effective to learn compe-
tences of inter-professional collaboration and can contribute to innovation in 
health and social care for older people.

Professional development can be seen as a stage model. For example, Benner 
developed, based on the Dreyfus model of skill aquisition, a five-step model, origi-
nally for nurses but also applicable in other health and social care settings. The five 
steps are “Novice”, “Beginner”, “Competent”, “Proficiency” and “Expert” [2, 3]. 
She suggested that every individual would need to follow these five stages in order 
to become “Expert”, although not everyone is aware of it and not everyone will 
reach the stage of the Expert. In the beginning of a career in health and social care, 
there tends to be a reliance on to-do lists, checklists and specific policies or proce-
dures because the professional is attempting to apply abstract principles to real 
events. Over time, experience expands the perspective of the professional, allowing 
them to change their perception of what needs to be done for every patient or client. 
Highly skilled performance, instead, involves intuitive assessment of each situa-
tion against the background of previous experience. It involves skillful 
know-how.

12 Scholar



248

Important to keep in mind is that professional development and learning pro-
cesses are influenced by the understanding you have of your profession. 
Understanding integrates knowing, acting and being. More specifically, the knowl-
edge and skills that professionals use in performing their work depend on their 
embodied understanding of the practice in question. For example, in medicine a 
preoccupation with diagnosing and treating dysfunctional parts of the physical body 
is at odds with taking a holistic view of the patient and the impact of illness on his 
or her life [4]. These two different understandings can result in two different ways 
of interacting with patients and different views on what expert knowledge and skills 
encompass.

Below we will describe in more detail the skills for reflective learning and col-
laborative learning.

12.3.2  Reflective Thinking and Learning

Throughout one’s professional education experience and practice, critical and 
reflective thinking needs to become a part of daily learning and practice, since this 
is necessary in order to grow your own expertise. Conway [5] noted that nurses who 
used reflective thinking implemented care based on the individualized care needs of 
the patient and less tended to provide illness-oriented care. Similarly, this is impor-
tant for all health and social care professionals in the care and services for older 
persons. Reflection helps professionals to cope with unique situations. It requires 
creativity and conscious self-evaluation over a period of time.

For reflective learning you need to be able to think about your emerging practice 
at a deeper level, questioning your assumptions and gaining greater self-awareness. 
This requires the ability to think clearly and rationally, to understand the logical 
connection between ideas and to think critically. Critical thinking is about question-
ing ideas and assumptions rather than accepting them at face value. Always seek to 
determine whether the ideas, arguments and findings represent the entire picture and 
be open to realize that they do not.

You as a social and health care professional working with older people should be 
able to develop the four intellectual traits necessary for critical thinking and reflec-
tive learning [6]:

 1. Intellectual humility: willingness to admit what you do not know.
 2. Intellectual integrity: continual evaluation of your own thinking and willingness 

to admit when your thinking is not adequate.
 3. Intellectual courage: ability to face and fairly address ideas, beliefs and view-

points for which you may have negative feelings.
 4. Intellectual empathy: conscious effort to understand others by putting your own 

feeling aside and imagining yourself in another person’s place. Having empathy 
can help you to see beyond your own actions, feelings and motivations to imag-
ine how another person might be feeling, what their different views and opinions 
might be and how these factors can influence the situation.
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There are many different models that can be used for reflective learning. The 
Gibbs model is one of them (Fig. 12.1). The Gibbs model encourages the use of 
critical reflection, and especially offers a good starting point for people first using 
reflective practice [7].

Using Gibbs’ reflective cycle helps you to challenge your assumptions, to explore 
different/new ideas and approaches towards doing or thinking about the situation, to 
promote self-improvement and to link practice and theory. The process requires that 
we look beneath the surface of events and experiences to achieve deeper levels of 
reflection and learning and converting new learning and knowledge into action and 
change.

The reflective process follows the six steps of the model. The first two are made 
up of statements of description, what happened and what did you feel, and in the 
third step, the evaluation you think of statements of value (whether something was 
good or bad). In the reflective learning cycle, the analysis phase is the most crucial 
part. During the analysis, the situation and experience are set in a broader context. 
After this you can make a conclusion and think about how to act in a similar situa-
tion next time.

Action plan
If situation 

arose again, 
what would 

you do?

Description
what

happened?

Feelings
what were 

you thinking 
or feeling?

Evaluation
what was
good/bad
about the
situation?

Analysis
what sense 

can you 
make of 

situtation?

Conclusion
what else 
could you 

have done?

Fig. 12.1 The Gibbs model of reflective learning

12 Scholar



250

The following questions help you during the analysis phase:

 – Empirical: “What knowledge informed or might have informed you?” Also 
search for new knowledge, theories and research findings to help in analysing the 
situation. Compare the specific situation with this theoretical and scientific 
information.

 – Ethical: “To what extent did you act for the best and in tune with your values and 
the codes of ethics of your profession and organisation?”

 – Personal: “What factors influenced the way you felt, thought or responded?” 
Also look into your own attitudes and beliefs about ageing, about older persons 
and about diversity.

 – Aesthetic: “What particular issues seem significant to pay attention to?” “Who is 
involved in the situation?”

These lead to reflection for the conclusion and action plan: “How might you 
respond more effectively given this situation again?”

Reflective learning may take place both individually and with others. It is also 
used in the context of peer performance feedback, supervision and coaching. Be 
open for feedback and ask for feedback by yourself. The opinion of others helps you 
to analyse the situation more clearly.

Not only critically reflect on specific situations but take also time to critically 
reflect on your own understanding of the profession and the way you provide care 
and support for older people and their family. It helps if the workplace encourages 
critical reflection on practice in a manner that enhances this understanding. For 
instance, in some workplaces, groups of professionals discuss the way in which they 
approach the care and support for older people and their families for the purpose of 
improving it. It can include critically reflecting on the functioning of the organiza-
tion or the service it provides [4].

Some strategies that you can use to develop reflective thinking are keeping a 
journal, engaging in one-to-one dialogue with a facilitator, engaging in email dia-
logues and participating in structured group forums. Group forums can help profes-
sionals learn more about constructive feedback and can also be done online with 
discussion forums [8].

Intuition, Critical Thinking and Reflective Learning
Critical thinking, reflective thinking and intuition are different approaches to think-
ing and learning and are often used in combination. For you as a health and social 
care professional, it is important to realize when you use your intuition. Intuition is 
seen as unexplained feelings you have that something is true even when you have no 
evidence of proof of it. Intuition is not science, but sometimes, intuition can stimu-
late research and lead to greater knowledge and questions to explore. Intuition is 
related to experience. Benner’s [2] work, From Novice to Expert, suggests that intu-
ition is really the putting together of the whole picture based on scientific knowl-
edge and clinical expertise, not just a hunch, and intuition continues to be an 
important part of the nursing process [3]. This is also true for all other health and 
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social care professionals working with older people. Intuition is an important skill; 
however, it also can be a pitfall if not used in combination with reflection, critical 
thinking and reasoning skills.

12.3.3  Collaborative and Inter-professional Learning

Collaborative learning is a situation in which two or more people learn or attempt to 
learn something together [9]. Unlike individual learning, collaborative learning is 
based on the model in which knowledge can be created within a population where 
members actively interact by sharing experiences and take on asymmetry roles. 
Collaborative learning can occur in peer-to-peer context or in larger groups. Peer-
to- peer learning is a type of collaborative learning that involves students or profes-
sionals working in pairs or small groups to discuss concepts or find solutions to 
problems. This can be done with students and/or professionals with the same pro-
fessional background or with other professions.

Inter-professional learning occurs when students from two or more professions 
learn about, from and with each other to enable effective collaboration and improve 
health outcomes [10]. Inter-professional learning is considered to be very important to 
prepare students for inter-professional collaboration and teamwork needed for person-
centred and integrated care and support for older people. Inter-professional learning 
may happen spontaneously, in an implicit way, when health and social care providers 
from different disciplines work together in taking care of the same person [11, 12]. It 
may happen explicitly in inter-professional teams during special reflection and learning 
sessions or when participating in educational training for inter- professional groups.

Other ways of collaborative learning are, for example, communities of practice. 
Communities of practice are groups of people who share a concern or a passion for 
something they do and learn how to do it better as they interact regularly [13]. 
Communities of practice are known under various names, such as learning networks 
or thematic groups. They all have the three characteristic elements:

• A shared domain of interest.
• A community in the sense that members engage in joint activities and discus-

sions, help each other and share information.
• A shared practice; they are practitioners in a same subject or field.

Communities of practice can vary in the number and groups of participants and 
the way they are organised. Some are quite small; some are very large, often with a 
core group and many peripheral members. Some are local and some cover the globe. 
Some meet mainly face-to-face, some mostly online. Some are within an organiza-
tion and some include members from various organizations. Some are formally rec-
ognized, often supported with a budget, and some are completely informal and even 
invisible [13]. Sometimes also other participants, such as client groups, informal 
caregivers and students, are included in the network.

A community of practice can be a powerful way of sharing learning and ideas, 
building a sense of community and purpose, shaping new solutions to entrenched 
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problems, tapping into hidden talent and knowledge and providing space to inno-
vate and embed change [14].

Example
In the region Thomas is working, organisations face the challenge to deal with the 
fast growing number of older people. This requires interdisciplinary approaches. 
Therefore the local universities of applied science, two vocational educational insti-
tutes and two health and social care organisations started to cooperate in a learning 
network. The purpose of this learning network is to find new solutions and to prepare 
students and health and social care professionals with the right competences. 
Thomas is invited to participate in this regional interdisciplinary learning network.

In this network, students, teachers, novice professionals and experienced profes-
sionals come together to exchange knowledge about and experiences. As the multi-
layered and interdisciplinary network exchanges knowledge and learn together, the 
network becomes an “interdisciplinary learning network”. This network uses a sys-
tematic method for interdisciplinary work. For example, how different disciplines 
work together to help an older person with her or his health and/or social health 
question. During the network meetings, the participants bring, in cases that are 
discussed from different perspectives using experiences of the participants, theoreti-
cal information and reflective learning skills. Students can bring in new theories 
and practices, while professionals bring in their experiences. The older people who 
are involved themselves bring in the client’s perspective. This reciprocal and inter-
disciplinary learning within such a network is an effective way of learning with the 
purpose of high-quality, client-centred social and health care for older people.

This is what keeps the networks learning [15].
The network also describes the cases in a way that it can be used in vocational 

institutes and universities of applied sciences for teaching their students. The cases 
that are provided by the learning networks are integrated in different ways in the 
educational programmes, e.g. formative assignments, preparation for internships 
and formative tests. As preparation for their internship, students for vocational 
training and higher education make digital, formative tests that comprise questions 
about health and social care issues of older people, about themes concerning 
Healthy Ageing (such as Technology, Lifestyle and Health Literacy) and about 
working and learning together. In order to be able to discuss the results of these 
tests before starting their internship, not only students but also their teachers and 
supervisors in the work field make the tests. When discussing the results in a multi-
layered and interdisciplinary group, reciprocal learning occurs [16].

Learning networks, as described in the example, can be regarded as social transi-
tion arenas where uncertainty is faced and challenged. A transition, such as needed 
in health and social care for older people, is defined as an entangled non-linear 
process of social change that implies new ways of policy (e.g. a shift from “govern-
mentality” to reflexive governance), behaviour (e.g. a shift from individual learning, 
personal development and competition to joint learning, community building and 
solidarity), new relationship building (trust) and radical new ways of knowledge 
creation and learning [17]. Learning networks set their own agenda and focus on 
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those subjects, problems and cases that are relevant in their region. Partnerships 
between health and social care providers and universities have proven to be inevi-
table to ensure good qualitative, holistic and person-centred care for the ageing 
society. To ensure a client-centred approach, also older people themselves and their 
informal caretakers are included.

12.4  Competence: Innovation of Care and Services

12.4.1  Competence Description

Interpret evidence-based results of research and contribute to the development of 
knowledge and practical research in relation to the provision of care and support of 
older people and their families.

Implement and apply new insights, protocols, standards, procedures and tech-
nologies with the aim of promoting the quality, efficiency and effectiveness of care 
and services provided to older people and their families.

Performance Indicators
• Keep up with relevant professional literature with the focus on improvement of 

the care and services for older people and their families.
• Analyse research articles on aspects such as reliability and validity.
• When applicable translate research findings and recommendations to one’s own 

practice to improve care and support for older people and their families.
• Analyse innovations and adopt appropriate actions into one’s own practice.
• Develop protocols, standards and procedures in the context of promoting the 

quality, efficiency and effectiveness of care provided to older people based on 
evidence-based knowledge.

• Apply technological innovations when suitable and available, and contribute to 
the health and wellbeing of older people and their families.

• Conduct and contribut to practical research.

Research is considered to be very important for providing and maintaining high qual-
ity of care and support for older people and to support innovation. As a health and social 
care professional, you need to be able to read, interpret research results, contribute to 
research activities and apply evidence-based research findings into your own practice.

First, we discuss the concept of evidence-based practice, and after that we 
explore the scope of innovation needed in health and social care for older people 
and what this means for the health and social care professionals working in it.

12.4.2  Evidence-Based Practice

Evidence-based practice (EBP) can be seen as conscientious and explicit use of cur-
rent best evidence in making decisions about the care and support for an older per-
son and his/her family. A general assumption is that evidence-based practice offers 

12 Scholar



254

objective, context-free scientific facts, predominantly derived from empirical 
research [18]. Another view is that evidence is always a situation-based and negoti-
ated product. This puts evidence-based practice right back into the daily practice of 
the health and social care professionals where decision making often is a very local 
and temporal process using different sources [19]. EBP in this view is seen as a 
process in which the professional combines well-researched interventions with 
experience and ethics and client preferences and culture to guide and inform the 
delivery of treatments and services.

EBP is integrating three basic principles:

 1. The best available research evidence, whether and why an intervention works.
 2. Expertise and assessment (judgment and experience) to rapidly identify each 

client’s unique health and wellbeing situation and diagnosis, their individual 
risks and benefits of potential interventions.

 3. Client’s preferences and values [20].

Placing the client’s benefits first, evidence-based practitioners adopt a process of 
lifelong learning that involves continually posing specific questions of direct practi-
cal importance to clients, searching objectively and efficiently for the current best 
evidence relative to each question and taking appropriate action guided by evidence 
[21]. The practitioner, researcher and client must work together in order to identify 
what works, for whom and under what conditions. This approach ensures that the 
treatments and services, when used as intended, will have the most effective out-
comes as demonstrated by the research.

One of the techniques you can use in evidence-based practice is the PICO pro-
cess. It is a technique used to frame and answer a health- and social care-related 
question. The PICO framework is also used to develop literature search strategies. 
The PICO acronym stands for:

• P—patient, problem or population: How would you describe the patient, client 
or group? What are the most important characteristics of the patient?

• I—intervention: What main interventions are you considering? What do you 
want to do with this patient or client?

• C—comparison, control: What is the main alternative being considered, if any?
• O—outcome: What are you trying to accomplish, measure, improve or affect?

This approach directs mainly to causal, linear and often quantifiable knowledge 
about effectiveness of an intervention on a selected amount of variables and helps to 
decide between intervention A and B. Other aspects related to the complexity and 
dynamics of patients and the treatment process represent in practice could be rele-
vant as well and might require a different approach [19].

In order to improve health and social care for older people effectively, the push 
is on to increase knowledge about “what works”. However, what counts as evidence 
to determine “what works” varies according to different experts. EBP can encom-
pass research methods such as randomized controlled trials and systematic reviews 
but also, for example, observational, cohort, and case-control studies, surveys, 
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qualitative research and expert opinion. For health and social care professionals, it 
is important to be able to value research methods and findings on its level of 
evidence.

Also, the growing number of informatics tools and technologies in e-health and 
tracking personal data (see also Chap. 5) has potential to provide a wealth of avail-
able data that can be used meaningfully to strengthen knowledge building and evi-
dence creation. It can help to improve the evidence base on which providers and 
clients can draw to diagnose and treat health and wellbeing issues and also for a 
more personalized approach [22].

Although, it is very important to work evidence based when possible, the idea 
that all interventions should be based on evidence while working with older people 
in health and social care has to be tempered as well by the fact that each individual 
and family is unique. Nonetheless, health and social care professionals are expected 
to use interventions with the best evidence, rather than the one they like or “com-
mon sense”.

Evidence-based practice is a shared responsibility and often requires collabora-
tion. To enforce changes in our health and social care system, some advocate a 
“culture of shared responsibility” in which stakeholders (researchers, providers, 
patients) embrace the concept of a health and social care system that “learns”, share 
an understanding of the nature of evidence and the evolution of new methods to 
generate it and work together towards the goal of shared decision making that is 
informed by the best possible evidence [23]. The social character of evidence-based 
practice offers challenges for using knowledge within networks and for the ability 
to quickly and creatively obtain and contextualise relevant knowledge at the right 
moment [18]. See also the example about the learning networks.

A more critical and sophisticated understanding of knowledge, evidence and the 
possible role of science should be at the forefront of lifelong education. 
Acknowledging and discussing different views of knowledge and the use of knowl-
edge brings evidence-based practice to the centre of the social and complex practice 
of health and social care for older people. More awareness in review methodology 
of research can improve theory building in the field of health and social care for 
older people and can improve to inform professional practice [24].

12.4.3  Towards a Transition in Health and Social Care Services

The scale of innovation necessary for health and social care services towards the 
ageing population is described previously in the first part of this book. Many health 
systems are reaching the end of their capacity and put, due to their increasing costs, 
too much pressure on societies. Then they also fail in delivering high-quality ser-
vices in a rapidly changing demand for health services. As Christensen, Waldeck 
and Fogg put it: “The system has largely missed the true nature of the problem—the 
fundamental disconnect between what patients need in order to maximize their 
health and what they actually get as consumers: more services and treatments that 
generate revenue” [25]. These reflections urge a fundamental rethinking of our per-
spective of innovation. We need to move towards a vision of large scale and often 
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disruptive innovations that, on the long term, shapes an alternative system of the 
current health and social care services for older people. For you as a health and 
social care professional, it is important to understand the necessity of this funda-
mental transition and be able to contribute actively in this process.

This transition can be described as a purposive, large-scale, long-term and non- 
linear societal change [26–28]. It will necessarily change the way we think, orga-
nize and act on health and wellbeing from the individual perspective (civilian, 
patient, client, professional etc.), from the perspective of services and organisations 
and from a societal perspective. In order to manage this multilevel transition, the 
question is how we influence, coordinate and bring together actors and their activi-
ties so that they reinforce each other to such an extent that they can compete with 
the current failing but dominant health and social care practices [29, 30].

Health and social care services and their professionals have built for decades 
strong systems and are still optimizing them with an ingrained culture of quality 
management and innovation. However, this “health and social care transition” 
assumes a more disruptive innovation towards the purpose of creating health and 
social services that are sustainable and keep up with the future demands [31]. In a 
changing societal context, change agents start with alternative ideas, technologies 
and practices. Examples are experimental projects for organizing care and support 
and educating future health and social care professionals in alternative ways. Over 
time pressures on regimes to transform increase, leading to destabilization as alter-
natives start to accelerate and emerge. Experimenting results in new combinations 
of emerging alternatives and transformative regime elements grow into a new 
regime. Elements of an old regime that do not transform are broken down and phase 
out [30]. This is what is happening right now in many health and social care systems 
in Europe (see also Part I of this book).

What do health and social care professionals need to be able to contribute to 
innovation and transition needed for health and social care for older people? Health 
and social care professionals are challenged to take a helicopter perspective and 
reflect how their societies best govern health and wellbeing of their population and 
what this means for their role. This so-called meta-governance has roughly two 
challenges going hand in hand as described by Kickbush and Gleicher: One is health 
governance described as “the governance of the health system and health systems 
strengthening”. The other is governance of health described as “the joint action of 
health and non-health sectors, the public, private sector and citizens in common” 
[32]. “Governance for health is the attempts of government or other actors to steer 
communities, countries or groups of countries to perceive health as being integral to 
well-being and a key feature of a successful society and vibrant 21st century 
 economy” [33].

In both challenges, the health and social care professional plays an important 
role. The ability to disruptively innovate is the focus of the remaining of this chap-
ter. However before describing the necessary capabilities to be able to innovate, it is 
vital to realize the “locked in” position health and social professions are in by nature 
of the classic health and social care systems. This is hindering collaboration and 
limiting to really work towards “joint action” and transition.
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12.4.4  Border-Crossing Towards Inter- and Transdisciplinary 
Innovation

Transition theory conceptualizes change from a multilevel perspective and a 
multi- actor approach [28, 34]. This means that change agents should challenge 
and accompany (manage) the transition in health and social care on different 
levels. This is especially challenging for professionals in the health and social 
care sector as they are educated within separate sectors and separate disciplines 
for increasingly specialized roles. This “siloed” position is reinforced by the 
dominance of a reductionist paradigm based on problems analysed in a causal, 
linear way, resulting in a diagnosis, followed by an, preferably, evidence-based 
intervention [35, 36]. In the different health and social care professions, lan-
guage and models of practice in this “diagnose and intervention thinking” may 
differ greatly. Also, there are still a growing number of specialities and profes-
sions. For the Netherlands this turned out to be more than 2400 different health-
related professions alone in 2012 [37].

The education, continuous professional development and career opportunities of 
health and social care professionals are based and managed on the same principles of 
specialization and reductionism, leaving little space for systems thinking and its inher-
ent acceptance of uncertainty, ambiguity and complexity [38]. To be “locked-in” ones 
own profession makes it difficult to cross professional borders and to think in a mul-
tilevel perspective and work together in practice on innovation and transition in health 
and social care services.

“Unlocking” professionals from this situation and be able to really innovate 
starts with challenging them, from the start of their education with a sophisti-
cated epistemology [39]. This can be described as the acceptance and integra-
tion of subjective and objective aspects of knowledge that would permit a degree 
of evaluation and judgment of knowledge claims in specific situations. The pro-
fessional then understands the patient as complex, and thus a collective sense 
making of knowledge is valued [40]. “Van de Ven and Johnson name this 
engaged scholarship: ‘a collaborative form of inquiry in which academics and 
practitioners leverage their different perspectives and competencies to copro-
duce knowledge about a complex problem or phenomenon that exists under 
conditions of uncertainty found in the world” [41]. The coproduction of knowl-
edge in daily decision making and applied research is then the base for innova-
tion on all levels of health and social service systems. This innovation needs to 
be inspired by what is possible, what is necessary and what is desirable for a 
future [31, 42].

The next challenge will be to really step out the safe and comfortable profes-
sional communities and start collaborating with others to work towards more inte-
grated care (see also Chap. 9). From there on the following step is to move beyond 
care towards other sectors and to places in daily living where people live, work and 
play. However, to cross their own borders and accept the responsibility towards 
change is not self-evident at all [39]. Akkerman and Bakker offer a useful and 
insightful framework of learning mechanism in this border crossing [43]:
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 (a) Identification, which is about coming to know what the diverse practices are 
about in relation to one another

 (b) Coordination, which is about creating cooperative and routinized exchanges 
between practices

 (c) Reflection, which is about expanding one’s perspectives on the practices
 (d) Transformation, which is about collaboration and co-development of (new) 

practices

12.4.5  Futures Literacy

Health and social professionals are predominantly focused on optimizing their ser-
vices, often managed by a rigorous audit culture, focusing on what has been done in 
the past and predominantly thinking in frames of set (outcome) indicators. This 
quality management put the weight on showing evidence of improvement towards 
others and reduces creativity and innovation [44]. In order to innovate for a largely 
unknown, alternative care system, the health and social care professional needs to 
go beyond this optimizing and sustaining innovation and anticipate towards threats 
and opportunities that shape the future [45]. These, so-called, contingencies are 
manifold. It could be, for example, the financial unsustainability as a threat of the 
fourth revolution [46].

Because of the earlier discussed orientation towards specialization, it is challeng-
ing for social and health professions to follow and anticipate trends and scenarios 
outside their fields of expertise. Given the uncertainty and unpredictability of the 
complex systems we live in, just forecasting will not be enough. Innovation towards 
a transition demands the exploration and discovery of a future we can imagine [47]. 
This foresight is defined as a refined sensitivity for detecting and disclosing invisi-
ble, inarticulate or unconscious societal motives, aspirations and preferences and of 
articulating them in such a way as to create novel opportunities [48]. Here the pro-
fessional needs to embrace locally situated and tacit knowledge in their engaged 
scholarship. Miller describes this capability as futures literacy:

Future literacy is a capability built on an understanding of the nature and attri-
butes of anticipatory systems and processes. A Futures Literate person has the abil-
ity to select and deploy different anticipatory systems and processes, depending on 
aims and context. This skill can assist in overcoming some of the confusion and 
ignorance that arise when the future is reduced to a discoverable target for the pur-
poses of preparation and /or planning. [31]

12.4.6  Innovation of Health and Social Services

The role of health and social care professionals is to find novel solutions in their 
services towards society, which are more effective, efficient or sustainable than the 
current solutions. The starting point for innovation is the capacity to develop new or 
modified services in co-creation of value by actors combining and exchanging 

B. L. Dijkman et al.



259

resources. It involves recombining capacities and actors into new innovation sys-
tems [44]. This process of co-creation is pushing professionals from knowledge 
translation towards producing knowledge. Intersectional collaboration, power shar-
ing and the idea that the implementation starts from day one of the project are key 
elements for success [49]. Systematically evaluating this process is an important 
capacity for the health and social care professional. The general focus on outcome 
evaluation of health and social care professions should, by embracing the complex-
ity of an engaged scholarship, be complemented by process evaluation such as 
developmental evaluation or contribution mapping [50, 51].

12.4.7  In Conclusion

Given that the majority of actors in health and social care services are highly edu-
cated professionals, their role in the necessary systemic innovation is quintessential. 
Innovation in this era needs to be disruptive towards a transition. For professionals 
this starts with the understanding of an engaged scholarship and futures literacy to 
go beyond the knowledge-to-action approach and the established sustaining or opti-
mizing culture. Service innovation needs to be highly human-centred and more 
value-based instead of fee-for-service [46]. The introduction of human-centred 
design thinking and integrating and moving more towards positive health policies, 
interventions and fitting business models seem to be a promising opportunity for 
social and health professions [32, 46]. These innovations could be initiated as start- 
ups but should also come from intrapreneurship within the current health and social 
care institutions [4] and ultimately we will create new networks that improve health 
and wellbeing for older people and lower costs in the future.

12.5  Assignments

 1. Identify opportunities for learning and improvement by regularly reflecting on 
and assessing your performance using various internal and external data sources. 
Check all the seven roles of the ECCF for new developments and personal 
improvement possibilities.

 2. Develop a personal learning plan to enhance your professional practice and con-
tribute to health and wellbeing of the older persons and their families.

 3. Critically reflect with your colleague students on your own understanding of 
your profession and your contribution to good care and support for older 
people.

 4. Take an example from your practice and use the PICO method to find evidence- 
based solutions/interventions. Critically reflect on the quality of the research and 
evidence found.

 5. Identify a problem, situation or challenge in your region where transition is 
needed. Think about organisation and the role of the professionals and other 
stakeholders.
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Learning Objectives

You

• Understand the importance of professional behaviour when working with older 
people and their families.

• Know the distinction between factual statements and normative statements and 
what role they play in ethical argumentation.

• Are able to distinguish between claims substantiated by facts and claims that are 
supported by beliefs.

• Are able to explain and defend your actions against older people, their families 
and co-workers.

• Are able to analyse an ethical problem and link the analysis to a proposal that 
you can support with research data.

• Understand and appreciate diversity among older people, families and 
professionals.

• Are able to identify and assess your own values and possible biases regarding 
ageing and older people.

• Understand the importance of self-reflection both in professional work and your 
own wellbeing.
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13.1  Introduction

Professional behaviour is about mastering the skills of the profession and show 
appropriate professional behaviours and relationships with older persons and their 
families in all aspects of practice, reflecting honesty, integrity, commitment, compas-
sion, respect, altruism, respect for diversity and maintenance of confidentially [24]. 
It includes self-awareness, ethical reasoning and willingness to learn striving to con-
tribute to the health and wellbeing of older people and their families. Rather than a 
set of discrete skills, professionalism may be better regarded as a meta-skill, com-
prising situational awareness and contextual judgement, which allows individuals to 
draw on the communication, technical and practical skills appropriate for a given 
professional scenario [24]. Therefore it relies on individual characteristics, values 
and competences but also is largely defined by the context. Your individual charac-
teristics underlying professionalism may develop through education and work expe-
rience. Personal values and attitudes about working with older people are also 
influenced by stereotypes of older people in our societies. Ageist stereotypes in our 
societies can cause sometimes hidden ageist attitudes in professionals and therefor 
influence the way professionals in health and social care treat older people. 
Regulations provide basic guidance and signposting on what is appropriate and what 
is an unacceptable professional behaviour. In many countries professional organiza-
tions, for example, for physiotherapists or social workers, have developed their own 
codes of conduct. These codes of conducts are centred around the needs of the 
patients and clients and outline the behaviour and attitudes that a person should 
expect to experience from these professionals. It underlines the obligation to observe 
the relevant laws and regulatory requirements, as well as any rules set by your 
employer. It enables the professionals to take responsibility for decision- making and 
their actions and to fulfil the duty of care to the people they serve. It sets out high 
standards of behaviour and helps to provide safe, guaranteed care and support.

Example
Last few weeks Sonia is really tired and she has problems with sleeping. She loves 
her work as a nurse within the regional hospital. Most of the people she works with 
are 65 or older. There are two main reasons for her poor sleeping. The first one is 
that due to a large group of refugees in her area, the workload has increased. The 
complexity of her work has increased because of language problems and cultural 
differences that arise with this group of people. Sometimes she has a really hard 
time to understand the situation and decide what to do. The second reason is the flu 
epidemic that started last week. The flu especially affects the older people and 
causes complications such as pneumonia. Many older people are hospitalized and 
right now there are not enough beds to help everyone.

One of the patients Sonia takes care of is Mister Yildrez, 68 years old. He is hos-
pitalized due his amyotrophic lateral sclerosis (ALS) and now also has pneumonia 
caused by the flu. ALS is a motor neuron disease which cannot be cured. It leads to 
progressive muscle weakness which affects mobility but also speaking, swallowing 
and finally the possibility to breath, and that is fatal. Mr Yildrez is totally paralysed, 
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is depended on tube feeding and is ventilated during the night. On this moment he 
is diagnosed with a pneumonia. He is not capable to speak, and besides that he 
originates from abroad and has difficulties with understanding the national lan-
guage. His daughter is his interpreter. Mr Yildrez is discussed in the multidisci-
plinary team. He is almost dying. Treatment of the pneumonia will lengthen his life 
only very shortly but will not change his condition. The team decides to suggest not 
to treat the pneumonia and to discuss this with the patient. However they need the 
daughter to speak with Mr Yildrez. She refuses to discuss about this subject and to 
translate it for her father. From their religious background, it is forbidden not to 
treat or to stop feeding. She even does not want to talk about it, and she refuses to 
tell dilemma to her father. Sonia and her team members are confused. What to 
decide?

13.2  The Role of Professional

In the role of professional, health and social care professionals are committed to the 
wellbeing of older persons individually and socially, through ethical practice, 
profession- led regulation and high standards of behaviour. The professional role is 
guided by codes of ethics and a commitment to the standards of the profession. 
Furthermore, the professional must embrace appropriate attitudes and behaviours, 
such as integrity, altruism and personal wellbeing. These commitments form the 
basis of a social contract between the health and social professional and the older 
person and their family.

Competences for the professional role are related to demonstrating professional 
ethics, professional commitment and personal awareness.

13.3  Competence: Professional Ethics

Professional ethics in health and social care at its simplest can be considered as a set 
of moral principles, beliefs and values that guide the professionals in making 
choices about the appropriate care and support. At the core of health and social care, 
ethics is our sense of right and wrong in the context of our professional duties and 
boundaries. Thinking carefully about the ethical aspects of health and social care 
decisions for working with older people and their families helps you to make choices 
that are right, good, fair and just.

13.3.1  Competence Description

Demonstrate commitment to best practices for the health and wellbeing of individ-
ual older people, their families and society through adhering to ethical standards 
and professional-led regulation and by showing high personal standards of 
behaviour.

13 Professional
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Performance Indicators
• Apply ethical and legal principles to the complex issues that arise in care and 

services of older people.
• Adhere to laws and public policies related to older persons. Apply knowledge of 

patients’ rights in professional clinical practice.
• Apply ethical principles to decisions on behalf of all older people with special 

attention to those with limited decisional capacity. This includes the older per-
son’s self-determination, end-of-life decisions and family conflicts.

• Respect and promote older person’s right to dignity and self-determination 
within the context of the law and safety concerns.

• Recognize and manage conflicts of interest.
• Recognize and respond to unprofessional and unethical behaviours in others.

Ethics is an activity in which people’s behaviour is judged. The judgement of an 
act can have far-reaching consequences and therefore caution is required. People 
(old and young) tend to hold their ethical views strongly for our individual moral 
beliefs are an odd mixture of received tradition, upbringing, personal beliefs and 
opinions based on life experience. The word ‘ethics’ is interchangeably used with 
‘morality’ throughout this chapter and is a common practice to do so. Moral dis-
agreements generate therefore much more than intellectual differences, and they 
arise about various aspects of human life: decisions, actions, policies and personal 
lifestyles. The ‘ethical life’ starts with moral sentiments about what is useful and 
agreeable for us as individuals and to people in general, and we are capable of evalu-
ating these moral sentiments and argue that there are good reasons to act on certain 
moral sentiments rather than others.

How can morality in a nutshell be understood? As Frans de Waal puts it: ‘Morality 
can be understood as a system of rules that revolves around helping or at least not 
hurting fellow human beings. Morality does not deny self-interest, yet curbs its 
pursuit so as to promote a cooperative society’ [1]. Being moral includes normative 
self-government; we have to check our impulses and control our desires in favour of 
cooperation and harmony to ensure survival and reproduction. Human moral con-
duct is guided by goals and ideas (concepts) that are a matter of deliberation and 
debate. ‘Ethical values are goals that represent a view of how things ought to be, to 
state that something is good or right in a way that is binding on all agents, or a 
selected group of agents’ [2]. In short, ethical values are a social construct made up 
by concepts. Those concepts govern not only our thoughts, but they also structure 
what we perceive and how we relate to other people. Normally we are not aware of 
our concepts; we simply think and act along certain patterns. But at the same time, 
it is not right to accept the present institutions in which those concepts play a crucial 
role uncritically, for we do not know yet all the ethical questions which are likely to 
face us, for example, due to new technologies and developments in healthcare and 
social services. Therefor ethical issues demand for reasoning in order to make clear 
what is preferable in a particular or given situation. Moral development, whether of 
individuals or of society, is guided by goals and concepts which involve reflection 
and debate. Frans de Waal points out that nature is full of physical structures built 
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by animals guided by a template of how the structure ought to look. This template 
motivates repair or adjustment as soon as the structure deviates from the ideal. The 
hypothesis is that humans do the same with regard to social relations and society at 
large. De Waal takes into account the ‘is’ and ‘ought’ problem coined by David 
Hume [1]. ‘In every system of morality, which I have hitherto met with, I have 
always remarked, that the author proceeds for some time in the ordinary way of 
reasoning, and establishes the being of a God, or makes observations concerning 
human affairs; when of a sudden I am surprised to find, that instead of the usual 
copulations of propositions, is, and is not, I meet with no proposition that is not con-
nected with an ought, or an ought not. This change is imperceptible; but is, however, 
of the last consequence. For as this ought, or ought not, expresses some new relation 
or affirmation, ‘tis necessary that it should be observed and explained; and at the 
same time that a reason should be given, for what seems altogether inconceivable, 
how this new relation can be a deduction from others, which are entirely different 
from it. But as authors do not commonly use this precaution, I shall presume to 
recommend it to the readers; and am persuaded, that this small attention would 
subvert all the vulgar systems of morality, and let us see, that the distinction of vice 
and virtue is not founded merely on the relations of objects, nor is perceived by 
reason.’ [3]. Walton points in the same direction by arguing that to make sense of an 
ethical justification, it cannot be ruled out that one goes from a premise that is partly 
descriptive or factual in nature to a conclusion which is normative [2].

For instance, there are strong indications that strength training does more good than 
harm to older people [4]. In order to maintain autonomy as much as possible despite 
the fact that health becomes more vulnerable by getting older, one might recom-
mend strength training to the older persons. In order for these exercises to succeed, 
perseverance is required. Perseverance is benefited from self-discipline. Self-
discipline is seen as a virtue. So, in order to maintain their own health in this case, 
the older persons benefit from self-discipline. The boundary of a research result (is 
statement) into a moral virtue (ought statement) has almost been exceeded by virtu-
ally no doubt. The question, however, is whether an older person who does not wish 
to adhere to a training programme can be considered immoral. To answer this ques-
tion, some things are sorted out. Here, the idea is expressed that human beings are 
capable of improvement and can be addressed in rationality. The foregoing is an 
assumption that has to be subjected to an investigation before connecting moral 
consequences. At least a few questions need to be investigated: Is our conduct 
purely rational, and is to change conduct only a matter of adjusting to those ratio-
nally accepted rules? And what is there to say about self-discipline? What are the 
conditions for self-discipline? Physical fitness is at least one condition in order to 
overcome the temptation to give in to impulses. And at the same time, it is the physi-
cal fitness we wanted to restore by means of self-discipline. Before you judge peo-
ple, it is of the utmost importance to examine and define the concepts and investigate 
the relationships between the different concepts. As we have put forward so far, 
judging people by their health conduct, the ethics of healthcare, is a mixture of 
research outcomes and values. There is always a gap to bridge between ‘is 
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statements’ and ‘ought statements’ which only can be done by reasoning as Hume 
stated. Therefore we can state that learning or studying ethics comes down to study-
ing ethical reasoning. And ethical reasoning is presumptive by nature. Presumptive 
reasoning is provisional in nature which means that an assertion is considered as an 
assumption which may be proved or disproved dependent on the given evidence. Its 
conclusions are tentative. In the next section, a few crucial concepts concerning 
health are discussed which can be understood as templates. And templates are 
defined as an ideal which motivates us to meet up to that ideal by adjusting to them 
or repair them as soon as we deviate from that ideal [1].

13.3.2  Health Templates

Ethical reasoning is based on generally accepted opinions about what is the right 
thing to do in a given circumstance. Those generally accepted opinions are pre-
sumptions which are open to challenge and interpretation [5]. The templates in 
healthcare are an important part of where the generally accepted opinions are based. 
They form the compass in a discussion about what is desirable or unwelcome. The 
templates ‘health’, disease, illness and ‘ageing’ are created in a day-to-day social 
interaction, not at some abstract level. We seek for health and try to correct disease 
and we have certain expectations of becoming old. I will briefly summarize the 
characteristics of ‘ageing’, ‘health’, ‘disease’, ‘old’ and ‘ageism’ for they play a 
prominent role in discussions about healthy ageing and the older persons (refer to 
earlier Chaps. 2, 3 and 4). In this chapter, it is impossible to explain the concepts in 
detail, but the descriptions give a rough and ready definition to explain different 
templates. (For background information about these templates, also see the first part 
of this book.)

13.3.2.1  Ageing
The process of becoming older is called ‘ageing’. Medical definition of ‘ageing’: 
‘The process of becoming older, a process that is genetically determined and envi-
ronmentally modulated.’ Evolutionary theory of ageing teaches us that ageing is 
caused by the decrease in the force of selection against alleles with deleterious 
effects later in life [6]. It has been said that our functional capacity of our biological 
systems increases during the first years of our life; it reaches its peak in early adult-
hood and then naturally declines thereafter. The rate of decline is influenced by our 
lifestyle and environment throughout our life. Already a dichotomy emerges: the 
inner and the outer. The genetic makeup of individuals and the factors outside the 
body itself determine someone’s health. De Groningen Skipper Geert Adriaans 
Boomgaard died in 1899, aged 110 years and 10 months. By the age of 100, he was 
photographed flanked by his brother of 96 and sister of 98. The suggestion that there 
are genetic factors here is almost self-evident. Especially since it was known that the 
skipper daily drank half a bottle of wine and was an avid pipe smoker [7]. However, 
it is generally assumed that there is an interaction between the genes and the envi-
ronment. What proportion, genes or environmental factors, turning the balance into 
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illness or health, makes the difference? For the purpose of this chapter, that is not of 
decisive importance. What is of importance is the public emphasis on lifestyle and 
environmental (social, political, economic, cultural and natural environment) fac-
tors to our health. What really matters is whether there is evidence to make lifestyle 
responsible for premature decay and disease. This question is very important and 
must be answered with caution. This question largely determines the moral appre-
ciation of the older patients and clients, vulnerable people, in discussions about ill-
ness and age.

13.3.2.2  Health
The second template briefly characterized here is the template ‘health’. There are 
different definitions of health (see also Chap. 4 in the first part of this book). 
Traditionally ‘health’ has been defined as the absence of disease. Thus, what is a 
disease: anything that is inconsistent with health [8]. Christopher Boorse argued 
that the main elements of health are biological function, and statistically normality 
and diseases are internal states that depress a functional ability below species- 
typical levels. His approach is purely conceptual. Nowadays a practical description 
is applied: the following practical or pragmatic definition comes from the World 
Health Organization: ‘Health is the extent to which an individual or group is able to 
realize aspirations, to satisfy needs and to change or cope with the environment; 
health is therefore seen as a resource for everyday life, not the objective living. 
Health is a positive concept emphasizing social and personal resources as well as 
physical capacities’ [9].

This description shows that health is influenced by a wide range of factors, and 
above all it refers to the idea that health is a dynamic process wherein the claim of 
being healthy must be reconsidered due to social, economic, political and cultural 
circumstances. The concept ‘health’ is value-laden in the medical discourse and it 
is useful as a kind of template. Health has become a value in Western societies. We 
are more and more inclined to assume that being healthy is morally good and 
unhealthy is morally wrong. ‘It pressures one to assume that a. what is functional, 
useful and positive for health is morally good; and b. what is morally good is 
functional for health. And, of course, the converse assumptions about moral evils’ 
[10]. We strive for health and therefore what is described as healthy is transferred 
into what we ought to be. It is said that the ‘is’ relates to facts and the ‘ought’ 
relates to values. Or as David Hume stated it that we should be very careful to 
argue from facts to the values we strive for and therefore we have to justify the 
change from facts to values by giving reasons for it [1]. Apart from the warning 
David Hume gave us to be prudent in reasoning from facts to values, there are no 
established facts on how to age healthily. ‘Given the biological complexity of the 
ageing process, there is no single, simple and reliable measure of how healthily 
someone is ageing’ [11]. Nevertheless the public is bombarded with health mes-
sages which are often inconsistent, and the government’s health-care spending are 
growing faster than the country’s overall prosperity. It is beyond doubt that we 
value health. But what is meant by ‘health’ and ‘disease’ or ‘illness’? Every argu-
ment or discussion is served by a delimitation of the concepts or at least an attempt 
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to prevent confusion about what anyone means as much as possible. It is impor-
tant to be aware of the fact that our unstated assumptions regarding healthy and 
unhealthy behaviour have consequences for people, their autonomy and dignity.

13.3.2.3  Disease
The third template to discuss is ‘disease’. The concepts of illness and disease are 
likely difficult to define clearly. Diseases are viewed as pathological conditions and 
called abnormal; this normality should be interpreted statistically. Textbooks 
describe clinical variables, like height, weight, pulse and respiration, blood pres-
sure, vital capacity, and so on, based on statistical means surrounded by some range 
of normal variation. Those variable values reflect not average persons but the healthy 
average persons [8]. One could argue that in medicine, the diagnosis of disease is 
thus mainly based on statistical findings of physical aspects that can be objectively 
proven. Another definition of disease refers to a dynamic process in which a disease 
is a cumulative of information from different sources which is in a certain degree 
value- laden and therefore specific to time place and culture. Margolis and Kraupl-
Taylor defined disease as follows: ‘Disease is a state of malfunction of body or mind 
that is a matter of concern to the patient, his doctors, and other relevant persons, 
subject to the qualifications that the malfunction has to be defined from case to case 
and that the consequences of the disease for the patient’s obligations to others (and 
theirs to him) will be determined by the patient and his doctors with the consent of 
other relevant persons’ [12]. The concept of disease is in a certain aspect value-
laden and therefore subject to prejudice.

13.3.2.4  Old
The fourth template is ‘old’ and the connected to be avoided template of ‘ageism’. 
The age of 60 or 65, roughly equivalent to retirement ages in most developed coun-
tries, is the starting point of old age. The latter is not necessarily an outcome of the 
biological process ageing but also a social construction of age, including incorrect 
assumptions and stereotypes about older persons which can referred to as ageism. 
Another form of ageism involves a tendency to structure society based on an 
assumption that everyone is young, thereby failing to respond appropriately to the 
real needs of older persons. Ageism portrays the older persons as a burden on soci-
ety [13]. The image of the older persons is that of a person without an identity who 
is dependent on others and who is furthermore responsible for the alarming fact that 
health and social care spending is growing faster than the country’s overall prosper-
ity. Ageism robs the older persons from his dignity, autonomy and personhood. 
Above that it leads to discrimination which can prevent older person from employ-
ment, services and the risk of receiving inadequate health and social care. The ques-
tion here is how to tackle ageism in health and social care. ‘With greater recognition 
that older people are not a homogeneous group, health and social care professionals 
need more balanced, interdisciplinary perspectives of older age’ [14]. Can a course 
in ethics prevent health and social care workers from committing ageism? I doubt 
that. What a course in ethics must contribute to is awareness of assumptions and 
prejudices which are inescapable part of moral reasoning about care in general and 
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care for the older persons in particular. To do so we can refer to four principles plus 
attention to scope which is developed by Beachamp and Childress [15].

13.3.3  Four Principles for Ethical Reasoning

The four principles enable us to reflect on the majority of the moral issues that arise 
in health and social care. Whatever our individual convictions are about religion, 
politics or cultural values, the four principles will help us to reflect in a more or less 
neutral way on moral issues that arise at work. They offer a common, basic moral 
analytic framework and a common, basic moral language [16]. A principle may be 
defined as ‘a basic truth or a general law or doctrine that is used as a basis of reason-
ing or a guide to action or behavior’. ‘Appeal to a “principle” in ethics is like appeal 
to a “law” in science: “principles” and “laws of nature” may both be thought of a 
shorthand summaries of experience – as condensed comparisons.’ ([17] pp. 139). 
The approach ‘four principles plus attention to scope’ is developed in the United 
States by Beauchamp and Childress (Principles of Biomedical Ethics) and is based 
on four basic prima facie moral principles which are autonomy, beneficence, non- 
maleficence and justice and their scope of application which refers to presumptive 
reasoning. The scope of application is applying the question of Aristotle, cited by 
Stephen Toulmin ([18] pp. 37): ‘Just what specific condition is affecting this par-
ticular patient, and just what should we do about it, here and now?’. The scope of 
application refers to those circumstances in everyday life where the absence of 
knowledge plays a key role which implies that fallibility and corrigibility of a claim 
are acknowledged. Where one applies a prima facie principle, one must be prepared 
to retract a claim if further knowledge tells us there is an exception. The term prima 
facie can be understood in the way that a principle is binding in a certain context 
unless it conflicts with another moral principle due to further knowledge. If the lat-
ter is the case, we have to choose between the conflicting principles.

13.3.3.1  The Principle ‘Respect for Autonomy’
Autonomy is about making one’s own decisions on the basis of deliberations. To 
respect that principle comes down to the moral obligation to take into account the 
decision of the other. Therefore scrutinize if the decision is compatible with equal 
respect for the autonomy of all potentially affected. Respecting one’s autonomy 
requires health and social care professionals to consult the older people and obtain 
informed consent before an intervention is taken place. Respect for older persons’ 
autonomy also requires not to deceive patients and clients about their health and 
wellbeing state or the diagnosis of their illness. They have a right to know unless a 
person does not want to know. The principle respect for autonomy requires a dia-
logue for finding out what the older person wants by giving her the necessary infor-
mation in order to decide. Moreover there is a need for a way to communicate the 
scientific results to the population in order to enable the individuals to understand 
whether a proof is more or less solid. There is an urge to do so since the public is 
bombarded with inconsistent health messages and has little background or training 
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on how to evaluate the information presented in television newscasts, daily papers 
and the Internet.

13.3.3.2  The Principles ‘Beneficence and Non-maleficence’
Frans de Waal puts the principles of beneficence and non-maleficence in the heart of 
any moral society. Health and social care professionals are committed to helping 
others which brings with them an inevitable risk of harming. Health and social care 
professionals must therefore consider the principles of beneficence and non- 
maleficence together and aim at producing net benefit over harm.

These principles require also evidence-based information about the probabilities 
of the various harms and benefits that may occur. There is a need for evidence-based 
health and social care in order to meet the good standards of practice in health and 
social care to ensure net benefit over harm. Evidence understood as a statistically 
valid conclusion about a rigorously defined cohort. What is addressed as ‘evidence’ 
is evidence for only a particular cohort under particular circumstances and may be 
entirely inapplicable in another. What is ‘evidence’ for a male of 18 who plays 
rugby on a high level is not automatically applicable to a male of 54 who is inactive. 
Effective care and support is that which is supported by high-quality evidence dem-
onstrating that the benefits of a proposed treatment or intervention are large com-
pared with the potential harms. Care and support which is not supported by 
high-quality evidence to show its effectiveness is considered bad quality practice 
and is therefore ethically suspect.

13.3.3.3  The Principle ‘Justice’
The fourth prima facie moral principle is justice. Justice can be interpreted as the 
moral obligation to act on the basis of fair adjudication between competing claims. 
There are three categories of justice: distributive justice, rights-based justice and 
legal justice. Distributive justice is about the distribution of scarce resources. We 
have a system with a given resource limit and an unknown number of people need-
ing treatment for different illnesses. An important moral principle used to govern 
moral practices and ethical dilemmas regarding those kind of questions is impartial-
ity. The requirement of impartiality is closely related to the notion that moral judge-
ments must be substantiated with good arguments regarding whether or not an 
intervention should or should not be offered to patients or clients. At first sight this 
kind of problems are related to subjective value judgements within a society, but the 
decision which is the outcome of the debate should be based upon an argument 
build up around the principle of impartiality in order to make sure that inequity is 
avoided at all time to prevent solidarity within society. It reflects the notion of Frans 
de Waal on what a moral system enables us to accomplish: a cooperative society.

13.3.4  Example of Ethical Reasoning

In the hospital of our example, the annual debate on the possibility of vaccination of 
health and social care professionals against influenza virus started again. Everyone 
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is aware of the general knowledge about the flu. Like that seasonal influenza spreads 
easily, with rapid transmission in crowded areas including schools and nursing 
homes. And when an infected person coughs or sneezes, droplets containing viruses 
(infectious droplets) are dispersed into the air and are spread to persons in close 
proximity who breathe these droplets in. And that the virus can also be spread by 
hands contaminated with influenza viruses. Everyone is aware of the fact that the flu 
is contagious from 1 day before the first illnesses to 6 days after the onset of these 
phenomena. Also it is known that after an incubation period of 1 to 3 days in which 
you notice little of the infection, the first illnesses may occur. Like the general pub-
lic, the health and social care professionals know that the seasonal influenza is a 
serious public health problem that causes severe illness and death in high-risk popu-
lations. The significant morbidity and mortality associated with influenza in adults, 
age 65 years and older, prompted the early recommendation for influenza vaccina-
tion in that age group, based on efficacy data in younger adults. Subsequently a 
number of studies have demonstrated vaccine effectiveness in older adults, but it 
appears to be lower than in younger adults [17]. Not everybody infected with the 
influenza virus gets physical complaints. The question which should be answered 
during the staff meeting is what the best precautionary measures are to prevent the 
spread of flu. A higher rate of flu vaccination in hospitals leads to lower morbidity 
due to influenza and/or pneumonia [18]. Vaccine-preventable diseases are a signifi-
cant cause of morbidity and mortality, so there is a possibility for the staff to be 
vaccinated against the flu during work. Some employees indicate that they want to 
make use of this option, and others strongly oppose (in 2011, almost 70% of nurses 
on Nursing.nl said to refuse vaccination). During the meeting there is a debate 
between proponents and opponents of vaccination. It becomes clear during the 
debate that both the proponents and the opponents of vaccination endorse the 
requirement for patient safety. But the question that remains is the way how this 
requirement can best be met.

13.3.4.1  Ethical Argumentation
To answer the question raised above, we return to the field of ethical argumentation. 
Ethical arguments are practical in nature. They serve a certain goal. According to 
the model of defeasible reasoning of Toulmin, the claim is supported by grounds 
which are factual. The warrant is the link between the claim and the grounds and 
shows how to infer from grounds to claim [21]. The warrant is in ethical reasoning 
a general moral principle which justifies the leap from ‘is statements’ to ‘ought 
statements’ [22]. The warrant itself can be based on further supporting evidence, for 
example, research papers and/or moral theories. The supporting evidence is called 
backing.

A known fact is in this case that health and social care professionals must be 
competent and qualified, recognize unsafe situations and risks and work according 
to protocols and guidelines. Drug safety and infection prevention are high on the 
list. An argument which favours vaccination for health and social care profession-
als must take this into account to be convincing. What is needed therefore is a so-
called two-layered argument. The first layer of argument has to establish the fact 
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(is statement) that the influenza vaccination is the most effective way to prevent flu 
disease. In the second layer of argument, the established claim of the first argument 
is raised as a ground, a fact, in order to support the moral claim that it is a moral 
obligation for health and social care professionals to get vaccinated accordingly to 
the principle of net benefit over harm.

First Layer of Argument
Claim: Influenza vaccination is the most effective way to prevent flu disease.

Grounds: Seasonal influenza spreads easily, with rapid transmission in crowded 
areas including schools and nursing homes. When an infected person coughs or 
sneezes, droplets containing viruses are dispersed into the air and are spread to per-
sons in close proximity who breathe these droplets in. The virus can also be spread 
by hands contaminated with influenza viruses. Flu is contagious from 1 day before 
the first illnesses to 6 days after the onset of these phenomena. About half of the 
infections are asymptomatic.

Warrant: The overall evidences suggest that most influenza vaccines confer rel-
evant protection against naturally acquired infection also in the older population, 
who are at increased risk for influenza and complications due to influenza infection 
[19, 20].

Backing: An increase in vaccine coverage was associated with decreased 
patient in-hospital morbidity from influenza and/or pneumonia [19]. A higher rate 
of flu vaccination in hospitals leads to lower morbidity due to influenza and/or 
pneumonia [20].

Critical Question 1: Is the claim consistent with known evidence in the research 
field of immunology and infectious diseases?

The first layer of argument consists of evidence to support the claim that vaccina-
tion is effective in preventing contamination of the flu virus. It is an argument which 
gives support for an ‘is statement’ which will play a crucial role in supporting an 
‘ought claim’.

Second Layer of Argument
Goal of the second layer of argument: justify the connection between the ‘is state-
ment’ and ‘ought statement’

Claim: Health-care workers should get vaccinated with the flu vaccine to prevent 
vulnerable patients like older persons from getting ill from the influenza virus.

Ground: Influenza vaccination is the most effective way to prevent flu disease.
Warrant: Health-care workers must consider the principles of beneficence and 

non-maleficence together and aim at producing net benefit over harm.
Critical question 2: Does the warrant conflicts with another moral principle in 

this case?

13.3.4.2  Evaluation
The flu vaccination is not only for the sake of health and social care professionals 
but especially for their patients/clients. About half of the infections are asymptom-
atic. The professional may do not have flu symptoms, but they carry the virus with 
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them and can also infect the patients and clients he or she works with. Health and 
social care workers must consider the principles of beneficence and non- maleficence 
together and aim at producing net benefit over harm. If so then the conclusion is 
quickly drawn without any hesitation: Patient safety is served by taking a flu vac-
cination by every health and social care professional. Furthermore this action is 
considered as effective care. Effective care and support is that which is supported by 
high-quality evidence demonstrating that the benefits of a proposed treatment or 
intervention are large compared with the potential harms. Care and support which is 
not supported by high-quality evidence to show its effectiveness is considered a bad 
quality care and is therefore ethically suspect.

The fact that not every health-care worker is willing to take the vaccination is 
therefore an ethical issue. I have nothing more, in this case, than a very strong sup-
ported practical opinion about health and social care workers should get vaccinated. 
The term prima facie can be understood in the way that a principle is binding in a 
certain context unless it conflicts with another moral principle due to further knowl-
edge. If the latter is the case, we have to choose between the conflicting principles 
autonomy and the principle of beneficence and non-maleficence together. That 
requires another type of ethical argument which I will not display here yet.

13.3.5  Concluding Remarks

Ethics is everybody’s concern. As Toulmin claims, there is one characteristic point 
at which ethical issues arise, and that is at the margins between professional roles or 
at the points where professional and private lives meet and overlap ([5] pp. 394). 
And that is especially the case in the fields of health and social care where there is 
an overlap of different professions, all of which focus on the health and wellbeing 
of the older people. All professions have different standards and look at the health 
and wellbeing of the older people in a characteristic way. ‘Whatever situation we 
are in our professional proceedings and procedures are always open to ethical ques-
tions and challenges’ ([5] pp. 396). Ethical issues demand for reasoning in order to 
make clear what is preferable. To say otherwise, ethics is an argumentative subject 
because there are no objective criteria to determine what should be the case. Ethics 
is about values and not about facts and therefore is the outcome of a moral debate 
never true or false but acceptable or unacceptable. The emerging understanding of 
the role of circumstances in moral dilemmas is self-evident. Moral judgments are 
concrete, temporal and presumptive. Presumptive reasoning gives account of the 
fact that new information may give rise to new counterarguments defeating argu-
ments that were originally acceptable [23]. Students therefore must be instructed 
how arguments can be constructed, how they can be defeated by counterarguments 
and how they can be defended against such defeats [23]. In order to arrive at accept-
able moral claims, the assumptions, values, circumstances and roles that are at stake 
must be taken into account as well as how an ethical argument can be constructed. 
The problems that older persons face are always situated in a conglomerate of 
assumptions about health, illness and age, which largely determine the image of 
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older persons. It is important to convey these assumptions because they play a role 
in health and social care for older people. Toulmin’s model is very suitable to deal 
with these problems, especially the warrant, backing and rebuttal take that into 
account [22].

13.4  Competence: Professional Commitment  
and Personal Awareness

Being a health or social care professional is not a career upon which you can or 
should embark unless you are dedicated to it. There is an everyday challenge of pro-
viding care or services where your actions directly affect the health and wellbeing of 
the older person and his or her family. People demonstrating high levels of profes-
sional commitment usually stay in their work for a long time and experience more 
job satisfaction [25]. Commitment has to do with dedication to your job and patients 
or clients and the responsibility to professional issues and challenges. Committed 
health and social care professionals show self-awareness, self-reflection and willing-
ness to learn striving to contribute to the health and wellbeing of older people. Ageing 
populations are becoming more diverse in terms of culture, identity, disability and 
socio-economic standing. Therefore health and social care professionals working 
with older people need to have cultural awareness and be competent to deal with all 
these individual differences and be able to provide health and social care from a 
person-centred approach. They need to expand their awareness of how individual 
diversity in all of its manifestations (including gender, age, cohort, ethnicity, lan-
guage, religion, socio-economic status, sexual orientation, gender identity, disability 
status, and urban/rural residence) interacts with attitudes and beliefs about ageing, to 
utilize this awareness to inform their assessment and treatment of older adults and to 
seek consultation or further education when indicated [26].

13.4.1  Competence Description

Reflect on one’s own actions and improve and innovate own professional behaviour 
to the highest quality of care and support possible for older people and their fami-
lies. Demonstrate commitment to the health and wellbeing of older people and their 
families. Show awareness of diversity and cultural differences.

Performance Indicators
• Demonstrate a commitment to high-quality care and support of their older per-

sons and their families.
• Demonstrate an empathetic attitude and interest in the individual situation of the 

older person.
• Identify and assess one’s own values and biases regarding ageing, and, as neces-

sary, take steps to dispel myths about ageing.
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• Show awareness of diversity and cultural differences and ability to work with 
older people from other cultures with tact and respect and within the boundaries 
of their own profession.

• Respect diversity among older people, families and professionals (e.g. class, 
race, ethnicity, gender and sexual orientation) and understand how diversity 
relates to variations in the ageing process.

• Respect the cultural, spiritual and ethnic values and beliefs of older people and 
their families.

• Exhibit self-awareness and effectively manage the influences on personal well-
being and professional performance.

• Reflect on and critically evaluate her/his professional practice. Professional is 
open to feedback, seeks feedback and is able to change behaviour accordingly.

• Demonstrate accountability to patients, society and professional by recognizing 
and responding to societal expectations of the profession.

• Carry out professional duties in the face of multiple competing demands.

In the following paragraphs, three important aspects of this competence will be 
further explained: the first one is cultural competence, the second one is about age-
ism and being aware of one’s own values about ageing and the third one is about 
self-care.

13.4.2  Cultural Competence

To be culturally competent implies having the capacity to work with older people 
within the context of the cultural beliefs, behaviours and needs presented by older 
people themselves, their families and their communities. It is crucial for delivering 
person-centred care and support since there is so much diversity in the European 
ageing population. It is about seeing each patient/client as a unique person and 
acknowledging and validating who people are. It is important to recognize that 
culture is an aspect of a person’s identity. The changing demographics and eco-
nomics of our growing multicultural world and the long-standing disparities in the 
health and wellbeing status of people from culturally diverse backgrounds have 
challenged health and social care providers and organizations to consider cultural 
diversity as a priority. Culture influences not only health and social care practices 
but also how the professionals and the older people themselves perceive ageing and 
illness [27].

13.4.2.1  Culture
Culture is the collective programming of the mind that distinguishes the mem-
bers of one group or category of people from others. It is always a collective 
phenomenon, but it can be connected to different collectives. Within each collec-
tive there is a variety of individuals [28]. Culture refers to integrated patterns of 
human behaviour that include the language, thoughts, communications, actions, 
customs, beliefs, values and institutions of racial, ethnic, religious or social 
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groups. It includes personal identification, and often there are institutions spe-
cific to ethnic, racial, religious, geographic or social groups. There are different 
ways to look at cultures. One of them is the cultural dimensions model of Geert 
Hofstede. This framework describes five dimensions, value perspectives between 
national cultures [28]:

 1. Power distance: the degree of inequality among people. For example, older peo-
ple with a low power distance cultural background may more openly express 
agreement and disagreement with professional advice and suggestions, ask ques-
tions and expect to be involved in the development of intervention plans.

 2. Individualism versus collectivism: the extent to which people feel they are sup-
posed to care for or be cared for by themselves and their families. For example, 
for older people with a collectivist background, the extended family may be very 
involved in caretaking. And in collectivist cultures, the good of the individual is 
often so related with the good of the family that family members may have a 
greater say in decisions about health and wellbeing. In some countries, family 
members may become very upset if a professional reveals bad news directly to 
the older person. Families and patients may place great value on the right not to 
know. This might conflict with the values of health and social care professionals 
in European countries.

 3. Masculinity versus feminity: the extent to which a culture is conducive to domi-
nance, assertiveness and acquisition of things versus a culture which is more 
conducive to people feelings and quality of life. A society is called feminine 
when there is not a strong differentiation between the genders for emotional and 
social roles. For example, in Latino cultures, it may be appropriate for women to 
cry about a bad prognosis, but men are not expected to show overt emotion due 
to ‘machismo’.

 4. Uncertainty avoidance: the degree to which people structure over unstructured 
situations. For example, older persons from a strong uncertainty avoidance cul-
tural background may feel a strong need for a definitive prognosis, timeline and 
outcome expectations.

 5. Long-term versus short-term orientation: valuing the future, saving and persis-
tence versus valuing the past and present, like respect for tradition and fulfilling 
social obligations. For example, the short-term orientation culture’s embrace of 
tradition and focus on ‘saving face’ may influence how older persons and their 
family approach rehabilitation. Individuals may have a sense of shame or feel 
strongly that it is necessary to ‘hide’ a disability or a bad prognosis.

Cultural competence is critical to reducing health and wellbeing disparities and 
improving access to health and social care that is respectful of and responsive to 
diverse needs. The cultural competence applies not only to the individual health and 
social care provider but also to the provider organization and to the health-care sys-
tem as a whole. For the individual health and social care provider, cultural compe-
tence involves awareness and acceptance of difference, awareness of one’s own 
cultural values, understanding the dynamics of difference, development of cultural 
knowledge and ability to adapt practice to the cultural context of the client. For the 
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provider organization, elements of cultural competence include valuing diversity, 
conducting self-assessment, managing for the dynamics of difference, institutional-
izing cultural knowledge and adapting to diversity in its policies, structures and 
services. For the provider of information about health and wellbeing or health and 
social care, these elements influence beliefs and belief systems surrounding health, 
healing, wellness, illness, disease and delivery of health services [29].

Example
Let us go back to the example of Mister Yildrez. In trying to understand why Mr 
Yildrez daughter does not want them to talk to him about his bad prognosis, Sonia 
started to read more about cultural differences between European and Arabic coun-
tries. She discovered that the culture Mr Yildrez is from, belongs to a collective cul-
ture and also might have a more short time perspective when compared to the 
Hofstede dimensions. She thinks the daughter does not want him to feel bad about his 
bad prognosis. This is in contrast with her own ideas, realizing that in most European 
cultures, direct and honest communication of facts about a situation is highly valued. 
Truth here is demanded by ethical principle; it is the right to know. Arabs, while valu-
ing open communication and truth, view differently the circumstances involving cri-
ses, disaster and, most particularly, those related to terminal illness and impending 
death. In this case of Mr Yildrez, to confront him with his bad prognosis can be seen 
as not only a tactless act but an unforgivable one, one which in fact might bring 
disaster to that person. Arab Muslims consider hope as a help for a patient to mobi-
lize his own resources to cope with the illness, even if such hope is false by Western 
standards. An Arab’s extreme reluctance to speak of death and to anticipate and to 
prepare for it should not be confused with his acceptance of its inevitability [40].

Culturally competent health and social care professionals have cultural knowl-
edge, awareness and skills and have the desire to keep learning.

Cultural knowledge involves seeking and obtaining a foundation of knowledge 
about diverse cultural and ethnic groups. It is important to become familiar with 
common health beliefs, practices and disease patterns and perception of older peo-
ple of the cultural groups you work with. Be aware that the epidemiology, manifes-
tation of disease and effects of medications may vary in different ethnic groups [30]. 
There can also be cultural differences in how older people interact with their family 
members and in the ways of communicating. In obtaining cultural knowledge, it is 
critical to remember the concept of intra-cultural variation – there is more variation 
within cultural groups than across cultural groups. No individual is a stereotype of 
one’s culture of origin but rather a unique blend of the diversity found within each 
culture and a unique accumulation of life experiences and the process of accultura-
tion to other cultures. Interacting with clients and patients from diverse cultural 
groups will refine or modify your existing beliefs about a cultural group and will 
prevent stereotyping [31]. For this reason, it is suggested that older people them-
selves should be the first source of cultural information. A cultural assessment that 
addresses the person’s appraisal of her or his health issues, personal wellbeing and 
possible causes, communication and family involvement preferences will yield 
more individualized information [32].
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Cultural attitudes refer to cultural sensitivity. Health and social care profession-
als must approach older persons of different cultures not as fully knowledgeable 
about their culture but as open and respectful of the differences and having a will-
ingness to learn [20]. An open attitude requires awareness of how cultural aspects 
also influence your professional individual behaviour and thinking in working with 
older people and tendencies to stereotype with regard to different cultural groups. 
Cultural sensitivity is important in interaction with older people from different cul-
tures. There might be other rules of interactions within a specific cultural group, 
such as communication patterns and customs, division of roles in the family unit, 
differences between men and women and spirituality. For example, cultural norms 
and contexts determine what is considered appropriate physical space and touch. 
Sensitive professionals ask permission before conducting physical examinations, to 
assure that modesty is protected, and might offer the presence of a person of the 
same gender.

Cultural skills require cultural communication, which ranges from linguistic 
competence to use of an interpreter and interpretation of nonverbal cues [33]. 
Culturally sensitive communication is person centred, open, respectful and non- 
judgmental and acknowledges that the professional is willing to learn. It involves 
attentiveness to the person’s interpretation, discussion of lifestyle and treatment 
choices in an open and non-judgmental manner and understanding of older person’s 
views, concerns and information needs. Understanding the role of family is impor-
tant in building a caring relationship [32]. When family members appear to do most 
of the speaking for the older person, it is often useful to clarify with the older person 
if they prefer to have communication conducted through the family rather than 
directly with them. More difficult is communication with people who do not speak 
the same language. Sometimes this requires working with an interpreter or transla-
tors or the use of online translation tools. Conducting a cultural assessment includes 
questioning the older person, group or community about their cultural beliefs, val-
ues and practices and how these influence their health and social care needs and the 
choice for the interventions [31].

13.4.2.2  Refugees and Migrants
In Europe many countries face large groups of migrants and refugees. Working with 
older migrants and refugees requires cultural competence of the health and social 
care professionals. What older refugees have in common is that they were at risk of 
serious human rights abuses because of their race, religion, nationality and member-
ship of a particular social group or their political opinion and were forced to leave 
their country. Some will be survivors of torture, some will have had children, sib-
lings or parents who were killed, and all will have lost their homes, way of life and 
community. Torture and persecution can have a prolonged impact on people’s 
health, behaviour and expectations. These experiences can influence how people 
approach aged care services and can be important factors in the assessment and 
treatment of older people [34].
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13.4.2.3  LGBT
A special group that often is neglected in health and social care settings are the age-
ing lesbian, gay, bisexual and transgender (LGBT). In some areas the number LGBT 
in the community is growing, and often health and social care professionals have no 
special attention for these groups. As LGBT individuals age and rely on health and 
social care services, they can be fearful of apathy, discrimination and abuse by pro-
fessionals and other residents. If the essence of cultural competence is to affirm and 
value the dignity of the person different from the mode, then issues of age and 
LGBT require special attention. Person-centred cultural competence and sensitivity 
among health and social care providers are necessary in order for LGBT individuals 
to share the same quality of life as other members of the ageing community [35].

13.4.3  Ageism

Ageism among health and social care providers can be explicit or implicit. It can 
exist as implicit thoughts, feelings and behaviours towards older people that occur 
without conscious awareness or control. For health and social care professionals, it 
is important to recognize and appreciate the heterogeneity of older adults and the 
way they age. Some older people are still strong, active and sharp in their 80s, while 
some may be weaker than others.

Whether ageism is explicit or implicit, it puts older patients/clients at risk for 
under-treatment and overtreatment. Health and social care professionals must also 
be attentive to unique features of medical encounters with older patients. Knowledge 
and attitudes about ageing can affect how accurately and sensitively professionals 
distinguish normal changes associated with ageing from acute illness and chronic 
disease. Ageism can take the form of a health and social care professional dismiss-
ing treatable pathology as a feature of old age or treating expected changes of age-
ing as if they were diseases. It can also happen that professionals ignore pain, 
anxiety and depression as unavoidable characteristics of ageing or unconsciously 
view older people as less worthy or less important than their younger counterparts. 
Therefor health and social care professionals need to recognize implicit ageist atti-
tudes and actions and adopt communication techniques to effectively elicit the 
patient’s concerns and preferences to provide individualized care [36].

Be aware that ageism can also be in the older people themselves. Negative atti-
tudes about ageing and older people also have significant consequences for the 
physical and mental health of older adults. Older people who feel they are a burden 
perceive their lives to be less valuable, putting them at risk of depression and social 
isolation. Older people with more positive expectations about ageing live longer, 
experience less stress and have a greater willingness to exercise and eat better. 
Recently published research shows that older people who hold negative views about 
their own ageing do not recover as well from disability and live on average 7.5 years 
less than people with positive attitudes [36].

Many health and social care students have persistent misconceptions that older 
patients are demented, frail and somehow unsalvageable set in their ways and 
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unable to change their behaviour. These students might come to view the care and 
support of older adults as frustrating, uninteresting and less rewarding overall. As a 
professional working with older people, you need to be aware of your own thoughts 
and feelings towards older people and ageing. Change unpleasant perceptions about 
ageing and embrace ageing for what it is – a normal process of living that doesn’t 
necessarily mean disability, disease and decline. Fighting ageism in the health and 
social care system isn’t just about changing individual mind sets but also applying 
positive attitudes on ageing to change policies and systems.

13.4.4  Self-Care

Caring for others is the focus of most of the health and social care professionals, 
working with older people and their families. It is known that in professions with 
the focus on care for others, the professionals need to be extra aware of caring for 
their selves. Often health and social care professionals feel that they need to be 
perfect, and some might feel guilty when they cannot do everything they think they 
should be doing [37]. Health and social care professionals are caring and empathetic 
towards the older persons and their families; however, it can become troublesome 
for the professionals and the people they work for when the professionals take on 
the emotions and suffering as their own.

All health and social care professionals need to be aware of the potential for 
burnout and compassion fatigue. Burnout is a syndrome manifested by emotional 
exhaustion, depersonalization and reduced personal accomplishments; it commonly 
occurs in health and social care professions. Compassion fatigue is the feeling of 
emotion that ensues when a person is move by the distress of suffering of another 
[38, 39]. Compassion is necessary for effective caring, but long-term coping with 
exposure to physical and emotional distress of others can lead to compassion fatigue 
or a state of physic exhaustion. It is in the interpersonal connection with patients/
clients and families that health and social care professionals provide its best care, 
but this context carries risks also over time. Burnout is a reactional response to work 
stressors such as staffing, workload, managerial style, staff behaviour and so on and 
occurs gradually; in contrast compassion fatigue is relational, related to caring for 
others, and has a sudden onset [38].

When compared to compassion fatigue, burnout is more gradual in onset and is 
related to problems in the workplace rather than from becoming too attached to 
patients/clients.

Self-care and self-reflection strategies may also be used to prevent compassion 
fatigue and burnout, it is important for health and social care professionals to use self- 
reflection after a difficult day at work because it helps to identify the emotions, the 
feelings and the thoughts about the situation and to take the necessary self-care 
actions.
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13.5  Assignments

• Find and read the codes of conduct for your own profession.
• Discuss the codes of conduct with a student/professional from another health 

and/or social care profession. What are the differences?
• Describe a difficult situation you had with an older person and/or his/her family? 

Analyse this situation according to the health templates and the principles for 
ethical reasoning in this chapter.

• Give an example of a situation that includes an older person of different cultural 
background. Where do you experience differences in values and  communication? 
How do you handle these situations? Talk with other students about this. What 
can you learn from each other?

• Reflect on how you do or will take care of yourself in a stressful, difficult 
situation.
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