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Executive summary 

More than 700 million people in the world are over age 65. More than 240 million of them live in the 

Western Pacific Region, and that number is expected to double by 2050. The pace of ageing is 

accelerating in the Region due to improvements in life expectancy and declining fertility rates – 

meaning people are living longer and having fewer babies.  

 

Population ageing has significant health, social and economic implications. Adapting to these changes 

requires a whole-of-society transformation beyond the health sector and mitigating negative attitudes 

towards ageing and older adults at the individual and societal levels, which takes time.  

 

Population ageing also represents a significant opportunity for society as people are living longer, 

enabling individuals to accumulate experience, knowledge and wisdom throughout many more years 

of life. Research and the experiences in some countries in the Western Pacific Region indicate that early 

actions and investments in population ageing can achieve healthy ageing. 

 

The Action Plan aims to support Member States to improve the health and well-being of older 

populations in the Western Pacific Region so that they thrive and contribute to their societies. The Plan 

is guided by a multisectoral, future-oriented and lifelong approach that adopts an equity approach and 

utilizes existing assets to the extent possible.  

 

Recommended actions are categorized under five objectives:  

• Objective 1: Transforming societies as a whole to promote healthy ageing, based on 

understanding the implications of population ageing 

Using a “backcasting” approach, countries are encouraged to identify broad implications of 

population ageing beyond the health sector and take coordinated actions across sectors to 

promote healthy ageing. It is particularly important to mitigate existing negative stereotypes of 

ageing and older adults held by individuals and society as well as change policies and 

legislation, which discriminate people on the basis of their age or discourage them from social 

participation so that society can fully capture the opportunity that population ageing can offer. 

• Objective 2: Transforming health systems to address each individual’s lifelong health needs by 

providing necessary health and non-health services in a coordinated way 

Population ageing will shift the disease burden from infectious diseases to NCDs, making the 

boundary between “healthy” and “sick” less obvious. The health status and functional ability 

of older adults is largely determined by an accumulation of medical conditions, individual 

behaviours and social environments experienced throughout their life. Therefore, healthy 

ageing requires that health systems address the social determinants of health and NCD risk 

factors for individuals of all ages, broadening the scope of care beyond the identification and 

treatment of disease. 

• Objective 3: Providing community-based integrated care for older adults tailored to individual 

needs 

Older adults vary significantly in health and functional ability. Therefore, countries should 

adopt or strengthen a community-based integrated care model for the coordinated delivery of 

health care services, long-term care services as well as social activities and services to older 

adults based on their individual needs and preferences.  
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• Objective 4: Fostering technological and social innovation to promote healthy ageing  

Technological and social innovations can help societies adapt to changing demographic trends. 

Technological innovations to support healthy ageing may include new medical diagnostics and 

treatments, affordable assistive devices, electronic health records, as well as information and 

communications technology. Social innovations to promote healthy ageing should consider the 

social determinants of health and work to reduce health inequities so that all people can age in 

good health and continue to do the things that they value, leaving no one behind. 

• Objective 5: Strengthening monitoring and surveillance systems and research on older adults 

to inform programmes, services and policies 

Many countries have weak or passive data monitoring systems for older adults. National 

surveys such as demographic health survey and health information systems in many countries 

do not collect data on older adults or report age- and sex-disaggregated information for people 

aged 60 or over. This makes older adults less visible, hindering greater understanding of their 

needs. It is important to collect detailed data regarding health, social and economic status, as 

well as the contributions that older adults make to society in order to inform the development 

of programmes, services and policies.  

 

Countries with substantial experience in addressing the needs of older populations point to some critical 

factors for successful programmes: 

• Political commitment, capacity-building and leadership  

• Multisectoral and multi-stakeholder coordinating mechanism and plan at national level 

• Well-designed system and policy to promote healthy ageing  

• Positive public perception and support for healthy ageing  

• Sufficient funding and human resources for implementation  

 

Countries are encouraged to consider these factors upon developing and implementing national plans 

for healthy ageing.  

 

The WHO Regional Office for the Western Pacific will continue supporting countries to operationalize 

this Regional Action Plan, provide tools, knowledge and information-sharing platforms, and advocate 

to prevent and counteract negative stereotypes about ageing.  
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1. Background  

In 2013, the WHO Regional Committee for the Western Pacific endorsed the Regional Framework for 

Action on Ageing and Health in the Western Pacific (2014–2019). With the plan coming to an end, the 

Regional Committee in October 2019 hosted a high-level panel discussion on ageing. Member States 

requested that WHO develop a regional action plan, in line with global mandates – notably the 2030 

Agenda for Sustainable Development and the WHO Global Strategy and Action Plan on Ageing and 

Health (2016–2020).  

 

Following the Regional Committee decision, WHO has developed this draft Regional Action Plan for 

the Western Pacific based on inputs from Member States. The inputs were obtained through field visits 

across the Region and several expert and partner consultations. The Plan aligns with the Decade of 

Healthy Ageing 2020–2030, which was endorsed by the World Health Assembly in August 2020. The 

Plan also builds on the vision for WHO work in the Western Pacific in the coming years, For the Future: 

Towards the Healthiest and Safest Region, which also emphasizes health system transformation to 

accommodate the shift in disease burden and multisectoral and lifelong approaches.  

 

Countries and areas in the Western Pacific Region should take early action to prepare for the needs of 

an ageing population.   

1.1 Ageing is a global trend. In the Western Pacific Region especially, countries and 

areas are experiencing population ageing at an accelerated pace.  

The Western Pacific Region has one of the largest and fastest-growing older population in the world. 

Globally, there are more than 700 million people aged 65 and over, with more than 240 million of them 

living in the Western Pacific Region (1,2). This number is expected to double by 2050 (2). Countries 

and areas in the Western Pacific Region are also experiencing unprecedented “depth” of the ageing 

population, with the older age group – those 75 years and above – also growing significantly. Currently, 

there are more than 84 million people 75 years and older in the Region, and that number is expected to 

triple by 2050.  

 

The pace of demographic change is also accelerating. A population is considered to be ageing when 

more than 7% of people are 65 years or older and aged when more than 14% of people are 65 years or 

older (3). The transition from ageing to aged society took about 60 years for Australia and New Zealand 

and 24 years for Japan (Fig. 1) (2). However, younger countries and areas such as Viet Nam and French 

Polynesia are expected to make this shift in less than 20 years (Fig. 1) (2).  
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Fig. 1. Speed of ageing for select countries and areas in the Western Pacific Region: time taken to 

transition from an ageing to aged society  

 
Source: Population Division of the Department of Economic and Social Affairs of the United Nations Secretariat, World 

Population Prospects: The 2019 Revision.  

 

Many countries that are still considered to be young have subpopulations that are ageing rapidly. In 

Malaysia, the subpopulation of Chinese-Malaysians is ageing more rapidly than Malay-Malaysians and 

Indian-Malaysians. More than 16% of Chinese-Malaysians are estimated to be over the age of 60; 

whereas, 12.15% of Indian-Malaysians and 9.2% of Malay-Malaysians are estimated to be over age 60 

(4). In the Philippines, some regions are approaching “ageing” societies (that is, 7% of the people are 

65 years and older) such as the Ilocos (6.7%), Western Visayas (6.3%) and Eastern Visayas (5.8) 

(Fig. 2) (5).  

 

Fig. 2. Proportion of people aged 65 and above by region - Philippines  

 
Source: Philippines Statistics Authority, Updated Population Projections Based on the Results of 2015 POPCEN. 
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In Viet Nam, some provinces such as Thái Bình and Nam Dinh have 12.7% and 12.0% of the population 

above 65 years old, respectively, almost reaching “aged” society (that is, more than 14% of the people 

are 65 years and older) in April 2019 (Fig. 3) (6). Higher proportions of older adults in these provinces 

may be partly due to the rural–urban migration of the younger population (7).  

Fig. 3. Proportion of people aged 65 and above by region – Viet Nam  

 
Source: General Statistic Office, 2019. 

1.2 Population ageing has significant societal implications, but it also offers many 

opportunities for individuals and society as a whole. 

Preparing for population ageing requires a long-term, whole-of-society change. This will necessitate a 

shift in mindset at the individual and societal levels as well as investment, commitment and coordination 

across all sectors of society (8), The WHO Regional Committee Meeting for the Western Pacific in 

October 2019 identified the following major changes in ageing societies (9): (a) increased burden of 

NCDs and chronic conditions, requiring health system transformation and increased health funding 

(Fig. 4) (10), (b) diverse social needs and health conditions among older adults, requiring flexible social 

and health systems to provide support/care based on individual needs (e.g. from social protection and 

care for the most vulnerable to opportunity to participate in the society), (c) more active and healthier 

older adults, due to longer life expectancy and reduced birth rates, requiring a change in narrative on 

ageing and removing barriers for older adults to contribute in society and (d) more older adults living 

in their communities, underscoring the importance of community’s role in encouraging social 

participation, including through fostering age-friendly environments to encourage social participation.  
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Fig. 4. Percentage of NCD burden by country and area in the Western Pacific Region  

 
Source: Institute of Health Metrics and Evaluation, Global Burden of Disease Study, 2018. 

 

While population ageing requires society to adapt, it also offers many individual and societal 

opportunities as people are living longer. Countries and areas in the Western Pacific Region are 

experiencing longer life expectancies at birth as shown in Fig. 5 (2). The most significant increases in 

life expectancy are observed in many of the younger countries such as Cambodia, the Lao People’s 

Democratic Republic and Mongolia, while some aged countries and areas such as Japan and Hong Kong 

SAR (China) are expected to reach life expectancies of close to 90 years by 2040.  

 

A longer life allows people to engage in a wider range of activities and interests that are meaningful to 

us across our lifetime. The growing older population with better education and health can provide more 

knowledge, problem-solving capacity and experience to society. Older adults contribute to society in a 

variety of ways including through paid and unpaid work, as caregivers for family members, and passing 

down knowledge and traditions to younger generations. They also contribute to the economy as 

employees, consumers, investors and social service providers.  
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Fig. 5. Life expectancy at birth for countries and areas in the Western Pacific Region (sexes 

combined) 

 
Source: Population Division of the Department of Economic and Social Affairs of the United Nations Secretariat, World 

Population Prospects: The 2019 Revision.  

1.3 Seizing these opportunities takes time, but early action allows for countries to turn 

potential challenges into opportunities.  

The whole-of-society changes and investment for population ageing take time. However, the 

experiences of ageing and aged countries suggest that these investments will yield significant returns 

in health and the economy.  

 

1.3.1 Improvement in health status 

Some countries in the Western Pacific Region took a future-oriented approach to anticipate emerging 

and long-term needs. For example, Japan has made significant investments to transform its health and 

social systems since the Second World War, in anticipation of demographic changes (Fig. 6) (11).  
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Fig. 6. Japan’s preparation for population ageing 

 
Source: Adapted from Nakatani (2019) (11). 

 

This includes the establishment of universal health insurance coverage in 1961 and long-term care 

insurance in 2000, and investments in key population-based health promotions such as salt reduction 

campaigns (12). Strong government leadership in health and public health sectors has contributed to 

significant improvements in life expectancy among the Japanese people. A study found that the walking 

speed of Japanese men and women between 65 and 79 years old increased markedly between 1998 and 

2018. In fact, the walking speed of people aged 75–79 years in 2018 is similar to that of people aged 

65–69 years in 1998 (Fig. 7) (13).  

 

Fig. 7. Walking speed of older adults – Japan (meters/minute)  

 
Source: Ministry of Education, Culture, Sports, Science and Technology, Japan, 2018. 
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Studies in Western Europe and the United States of America suggest that dementia incidence has either 

remained the stable or decreased between the late 1980s and early 2010s, likely due to improved lifelong 

health status with better access to education, nutrition and health-care services (14).  

 

1.3.2 Health-care cost  

Evidence also suggests that investing in the health of older adults can mitigate increased health 

spending. An analysis by the European Observatory on Health Systems and Policies, an 

intergovernmental partnership hosted by WHO and specializing in health system development, 

demonstrated that in European Union countries and Japan, health spending growth per capita 

attributable to population ageing will be marginal through 2060, adding less than 1% per year, which 

is much less significant than other factors such as price increase and innovation. This relatively small 

cost is due to the improvement of health among older adults in these countries and may be further 

reduced by promoting healthy ageing earlier in life (15).  

 

1.3.3 Economic benefit  

Different analyses have demonstrated positive economic impacts from health and public health 

investments by improving people’s ability to contribute to society. It has been suggested that Japan’s 

investment in the control of tuberculosis and parasitic disease in 1950s and 1960s contributed to the 

country’s post-war economic growth (11). Evidence suggests that better health contributes to higher 

rates of labour market participation and higher earnings (16). Further, improved population-level health 

would reduce care dependency, thereby enabling those who currently take on informal caregiving duties 

to seek out more formal employment opportunities (17). People who are in better health are also more 

willing to invest in developing skills and capacities to lead longer, productive lives (18).  

 

Similarly, investing in healthy ageing and creating opportunities for older adults to actively participate 

in society can yield benefits for society as a whole. The Observatory carried out a simulation on the 

effect of population ageing on economic growth and found that, generally, an increase in the older 

working age population is strongly associated with slower economic growth (19). However, a follow-

up analysis found that a 5% improvement in health, based on improvements in years lived with 

disability (YLD), among people between the ages of 55 and 69 could lead to greater gross domestic 

product growth by improving productivity among people in this age group. 

 

Many countries are also experiencing a shrinking workforce due to population ageing and lower birth 

rates. However, healthier and more active older adults can help maintain the workforce. For example, 

Japan experienced a significant decrease in the population between 15 and 64 years of age. But the 

number of people in the workforce was higher in 2018 than in 1990, largely due to the increase in 

workforce participation among those over 65 years of age (Fig. 8) (20,21). This has significant 

implications for many “younger countries” in the Region that are expecting declines in populations 

between 15 and 64 in the coming decades.  
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Fig. 8. Number of people in labour force between 1990 and 2018 (15–64 years old, and 65+) 

 
Source: Statistics Bureau of Japan, Current Population Estimates and Labour Force Survey, 2019. 

 

The imperative of taking action to prepare for population ageing is even more evident with the 

coronavirus disease 2019 (COVID-19) pandemic and the societal transformations it has triggered. Older 

adults have been disproportionately affected both directly with the disease threat and indirectly in social 

and economic consequences (22). Although all age groups are at risk of contracting COVID-19, older 

adults are at higher risk for more serious complications and death. Residents in long-term care facilities 

have been particularly impacted with 30–60% of all COVID-19 cases occurring in long-term care 

facilities in many European countries (23). Further, public health measures including physical 

distancing implemented to curb the spread of COVID-19 may exacerbate existing social vulnerabilities 

that some older adults experience, such as income insecurity, susceptibility to violence and social 

isolation. These, in turn, have significant physical and mental health implications for older adults. 

COVID-19 has exposed gaps in care for older adults and raised public awareness about the need to 

better support ageing populations. As such, COVID-19 has not only reinforced the importance of taking 

early action, but has also presented an opportunity for countries to prioritize actions to improve the 

health and well-being of older adults, generating momentum for cross-sectoral collaboration to promote 

healthy ageing. 

 

2. Regional Action Plan 

The Regional Action Plan aims to support Member States to achieve the vision of healthy ageing – 

healthier older adults in the Western Pacific thriving and contributing in society, by improving the 

health and well-being of older populations in the Region. The Plan is guided by a multisectoral, future-

oriented and lifelong approach that adopts an equity lens and utilizes existing assets to the extent 
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possible. It recommends social and health transformation, adoption of community-based integrated 

care, and technologies and innovations, and for research, monitoring and evaluation.  

 

Fig. 9. Overview of the Regional Action Plan on Healthy Ageing 

 
Source: World Health Organization. 

2.1 Vision: Healthier older adults in the Western Pacific Region are thriving and 

contributing in society (“Turning silver into gold”) 

Fig. 10. When society invests in healthy ageing, older adults can contribute back to their society 

 

Source: World Health Organization. 
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WHO defines healthy ageing as “the process of developing and maintaining the functional ability that 

enables well-being in older age” (24). Functional ability reflects the interaction between an individual’s 

intrinsic capacity and their environment, including their home, community and broader society. 

Therefore, promoting healthy ageing not only involves promoting the health of older adults, but also 

fostering their continued social participation. This Action Plan provides guidance to Member States to 

prepare for an active ageing society in which older adults can stay healthy and continue participating.  

2.2 Guiding principles  

2.2.1 Future-oriented (backcasting)  

Preparing for population ageing requires a long-term commitment and the transformation of health and 

social systems. Backcasting refers to having a long-term goal or vision and identifying actions for 

advancing towards that goal (25). It is a useful approach to address complex problems and implement 

sustainable, cross-sectoral action to effect change.  

 

2.2.2 Lifelong approach  

Health status of older adults is a result of a lifelong accumulation of health statuses and environmental 

exposures. For instance, childhood health and socioeconomic status have been associated with health 

and health behaviours later in life (26–29). Engaging in health promoting behaviours at a younger age, 

such as physical activity or smoking cessation, can impact health and health behaviours later in life 

(30,31). As such, promoting health earlier in life and removing barriers that prevent engaging in healthy 

behaviours is important to ensuring that individuals are ageing in good health. 

 

2.2.3 Equity and gender  

Equity is the absence of avoidable or remediable differences among groups of people, whether those 

groups are defined socially, economically, demographically or geographically. Health inequities arise 

largely from disparities in the conditions within which people live, learn, grow and age (32). These 

conditions are often referred to as the social determinants of health and can impact the health and 

functional abilities of older adults. They include (1) the overall context reflecting the structural, cultural, 

natural and functional aspects of a social system, which contribute to the unequal distribution of 

resources of society and (2) socioeconomic position (for example, education, ethnicity, gender, 

occupation, wealth, place of residence (33). Gender is another important determinant of health that 

impacts healthy ageing. Life expectancy differences according to gender are well-documented: women 

outlive men worldwide. In 2017, the global life expectancy at birth for men was 70.2 years, while that 

for women was 74.7 (34). However, women tend to experience poorer health throughout their lives and 

experience higher rates of poverty (8). Moreover, women are often expected to take on the caregiver 

role for older adults, which can impact their well-being and other responsibilities, such as paid work 

(8). 

 

2.2.4 Multisectoral approach 

The health and well-being of older adults are determined by a complex interplay of factors that 

accumulate across a person’s lifetime including political, social, economic and environmental 

conditions that are largely outside the health sector (8,35). WHO advocates that the health sector 
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champions whole-of-government and whole-of-society approaches to health (25). To accomplish this, 

the health sector must identify “win–win” opportunities by aligning health goals with those of other 

sectors, helping other sectors build a case for change/investment by providing data on health benefits. 

Many WHO-designated age-friendly communities have adopted a multisectoral approach to designing 

communities that value the contributions of older adults and facilitate their access to all aspects of 

community life. For instance, the East Gippsland Shire Council, located in Victoria, Australia, 

developed an Age-Friendly Communities Strategy (2017–2030) in collaboration with community 

organizations and services that support older adults, community members, businesses, health services, 

the Department of Health and Human Services as well as educators through regular meetings and 

discussions (36). 

 

2.2.5 Leveraging existing assets 

An asset-based community development approach leverages community strengths and resources to 

address community challenges (37). A component of the WHO model for developing age-friendly 

communities, this approach takes advantage of local culture, skill, knowledge, resources and structures 

to develop social innovations to enhance the quality of life of the people in the community (37,38). 

These social innovations are both informed and driven by people in the community, which makes them 

more tailored to the community and, consequently, more sustainable (39). For instance, Thailand 

leverages community volunteers in the development of new care management programmes for older 

adults (40). In many countries and areas in the Western Pacific Region, including the Philippines and 

Viet Nam, family members continue to serve as an important asset in providing long-term care to older 

adults (Fig. 11) (41,42).  

 

Fig. 11. Relationship of primary caregiver to older adults by gender 

 
Source: Cruz et al. (2019) (41); Giang (2011) (42). 
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2.3 Objectives 

Objective 1. Transforming societies as a whole to promote healthy ageing, based on 

understanding the implications of population ageing 

Rationale 

Population ageing represents a significant opportunity for older adults to contribute to society. Healthy 

ageing is not simply about the provision of better health care to older adults or about simply improving 

welfare to provide financial and social support to older adults. It is about enabling older adults to 

optimize their functional abilities, including meeting basic needs, learning and making decisions, 

building and maintaining relationships, mobility (getting around) and contributing to families, 

communities and society (8). To fully realize the potential of older adults, policy-makers should 

understand the complex societal implications of population ageing and formulate a cross-sectoral plan 

to transform society (43).  

 

It will also require mitigating negative stereotypes, prejudices and discrimination towards older adults 

and ageing (“ageism”) (44). Ageism can take on the form of overt discrimination through legislation 

and policies or actions when interacting with older adults. It can also manifest itself through erroneous 

assumptions about older adults, all of which can contribute to poorer health among older adults (44). 

Ageism is also present within the health sector both implicitly and explicitly, such as through denial of 

access to health services or exclusion from research activities including clinical trials for age-related 

diseases (45–47). As a result, early markers of decline in intrinsic capacity, such as decreased walking 

speed or reduced muscle strength, are regarded as “normal ageing” and often not addressed adequately 

(44).  

 

Strategic direction 

1) Understanding the broader implications of population ageing  

Given that population ageing has implications to society beyond the health sector, each country will 

need to make projections about population trends, deliberate over alternative scenarios and assess the 

potential implications for their social systems, then adapt accordingly. Policy-makers in various sectors 

should agree on the long-term vision for society in response to projections and work backwards to 

identify actions needed today to deliver the desired future (backcasting). It is especially important for 

all sectors—such as health, welfare, housing, transportation and labour—to come to a consensus about 

the long-term vision for supporting healthy ageing, which extends beyond simply providing health-care 

services and welfare support to older adults.  

 

2) Transformation of policies across sectors to ensure that policies are age-friendly 

Policies in many countries tend to be based on traditional ideas about the life-course, whereby 

education, employment and retirement are expected to occur during set periods of life (48). These 

policies often limit opportunities for older adults. Countries are encouraged to review policies that may 

create barriers for older adults and to reform policies to enable their continual social participation.  

a. Legislation and policies against ageism: Countries are encouraged to introduce or 

strengthen the enforcement of laws to prevent age-based discrimination as well as review 

policies to ensure that they do not discriminate against individuals on the basis of age. For 

instance, all countries in the European Union are required to implement the Employment 
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Equality Framework Directive, which prohibits discrimination in the workplace, including 

the discrimination on the basis of age (48). Similarly, the United States of America 

implemented the Age Discrimination in Employment Act of 1967 prohibiting the 

discrimination of people over the age of 40 in the workplace, which may contribute to high 

rates of participation among people over 65 in the United States labour force (48).  

b. Employment and retirement policies  

i. Consider flexible employment policies: In many countries, barriers exist for older 

adults to participate in the labour force. In Japan, for example, mandatory retirement 

policies discourage employers from keeping employees beyond retirement age (49). 

Such policies reduce the probability of men between 60 and 69 from working by an 

estimated 20% (48). Given that employment is an important determinant of health 

(50–52), the health sector may advocate for more flexible employment policies, 

including partial retirement, part-time work or self-employment to support older 

adults who wish to remain in the workforce (48). 

ii. Incentivize employers to retain older workers: This can include incentives to train 

older workers as well as tax exemptions to hire and protect older workers (48).  

c. Social security: As people grow older and retire from jobs, they are less able to rely on 

income from employment and, therefore, require additional financial support (53). Social 

protection for older adults encompasses in-kind as well as cash benefits. In-kind benefits 

may include housing and energy subsidies as well as affordable access to essential services 

such as health and long-term care services (48,53). It is important, however, that public 

pension systems do not discourage older adults from working. For example, the Japanese 

public pension system reduces benefits for working individuals who are eligible for 

pension, which may discourage people from working beyond retirement age (49). 

d. Planning for retirement: Retirement planning requires making good savings and 

investment decisions throughout life, which can contribute to financial security in older 

adults (54). Policy-makers have an important role to play to strengthen financial literacy 

by providing young people with financial education to improve their awareness of financial 

risk and opportunities and enabling them to make more informed choices to improve their 

long-term financial well-being.  

 

3) Advocacy to prevent ageism and create a positive culture around ageing  

Negative attitudes about older adults persist, despite their diversity and the many contributions they 

make to society. The WHO Decade of Healthy Ageing advocates for the prevention of stereotyping (in 

thinking), prejudice (in feelings), and discrimination (in actions) towards people on the basis of age, 

which can have negative effects on the health and well-being of older adults (55). This requires 

capacity-building, advocacy and campaigning to change negative individual and societal perceptions 

about ageing and older adults.  
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Recommended actions 

For Member States For WHO 

• Set up a multisectoral mechanism to review 

the demographic trend in the country and 

identify the implications to different sectors. 

• Identify and review policies, including 

legislation and enforcement mechanisms, that 

create barriers for older adults, including 

access to health, employment, learning and 

social participation opportunities.  

• Foster more positive representations of ageing 

through media and campaigns to raise 

awareness about ageism and the prevention of 

age-based discrimination. 

• Facilitate the participation of older adults in 

decision-making at all levels using 

community-based participatory tools and 

approaches (55,56). This may include 

organizing focus groups with older adults. 

• Support the development and implementation 

of training programmes to combat ageism in 

health, education, employment and other 

sectors, including providing information 

about myths versus the realities of ageing. 

o Create opportunities that support and 

enhance the abilities of older adults 

and reduce self-directed ageism 

• Increase opportunities for intergenerational 

engagement to improve attitudes on ageing 

among younger people and to combat 

negative stereotypes.   

• Support Member States to review relevant 

policies and provide evidence to build a 

case for revising policies when necessary.  

• Provide materials that offer positive 

representations of ageing to be used for 

public campaigns.  

 

 

Objective 2. Transforming health systems to address each individual's lifelong health needs by 

providing necessary health and non-health services in a coordinated way 

Rationale 

The health status and functional ability of older adults is largely determined by an accumulation of 

medical conditions, individual behaviours and social environments experienced throughout their lives. 

Therefore, supporting healthy ageing extends beyond simply treating illness in older adults; it requires 

creating enabling environments and fostering lifelong healthy behaviours to improve health throughout 

life. WHO advocates a lifelong approach for healthy ageing in which early action is taken during periods 

of high and stable capacity to promote functional capacity and prevent decline or loss of capacity later 

in life (Fig. 12) (48). 
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Fig. 12. A public health framework for Healthy Ageing: opportunities for public-health action 

across the life 

 
Source: World Health Organization, World report on ageing and health, 2015. 

 

In addition, demographic changes will shift the disease burden heavily from communicable diseases 

towards NCDs and other chronic conditions, which will require a greater focus on addressing the 

declining intrinsic capacity of a large proportion of the population. This is in addition to the ongoing 

communicable disease burden in some parts of the Region (25). Existing health-care systems tend to 

have a single-disease, episode centred approach that cannot fully address current and future needs of 

populations. 

 

With ongoing changes in illness patterns, there is often no clear distinction between the healthy and the 

sick (Fig. 13) (57). Preventing NCDs as well as managing chronic conditions and multiple morbidities 

in the population requires changes to individual behaviours and social and environmental factors with 

individuals and communities having to play a greater role in promoting health. Therefore, it is important 

to maximize the uptake of self-care and preventive behaviours. Care and treatment services should be 

personalized because individuals have different health statuses and preferences, and experience 

different social and environmental conditions. 

 

The ongoing COVID-19 pandemic, with its impact on economies across the Region and disruption to 

health systems, adds impetus to rethink health-care service delivery in communities. 
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Fig. 13. Changes in the concept of health with population ageing 

 
Source: Adapted from Nakatani (2020) (57). 

 

Strategic direction 

To better support prevention and management of chronic conditions, health systems must be reoriented 

to “accompany” individuals throughout their lives and expand their role beyond just treating disease 

and illness (25). The proposed vision for the future of primary health care puts individuals and families 

at the centre with their health supported by coordinated services that cut across different sectors and are 

delivered in their communities (Fig. 14). These services also address the environment influencing health 

(social determinants). These include (A) curative services; (B) preventive services; and (C) social and 

welfare services. Technological innovations, such as information and communication technology, 

enables information-sharing and coordination across sectors and personalized services.  

  

Fig. 14. Vision for the future of primary health care in the Western Pacific Region    

 
Source: World Health Organization. 
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1) Curative services   

With a shift in disease burden from acute diseases to NCDs, health services traditionally designed to 

treat acute conditions have become inadequate in supporting people to remain healthy and productive 

throughout their lives (25). Therefore, Member States should strengthen primary health care services to 

be equipped to address multiple comorbidities and risk factors and ensure continuity of care throughout 

people’s lives. Curative services need to evolve to accompany people throughout their lives and move 

away from treating each ailment in isolation. There is a need for a “one-stop service” that can address 

the majority of a person’s health issues, including diagnosis, treatment, management, rehabilitation and 

palliative care services. A holistic approach is needed in which professionals in different services 

understand and take into account an individual’s social/psychological state in addition to specific 

medical conditions. Information also needs to be shared among professionals in the care pathway to 

promote continuity of care.  

 

Primary health care should be linked well to secondary and tertiary health facilities and services 

through: 1) information-sharing across services and facilities about patients to ensure continuous care; 

2) the provision of specialized care through specialists’ visits or virtual consultations for complicated 

cases; and 3) the referral network of patients with which primary care can respond to any health-care 

need an individual may have, either through direct provision of care (for the vast majority of conditions) 

or through referral to other levels of care or services.  

 

Palliative care  

Palliative care is defined as an approach that improves the quality of life of patients and their families 

facing the problems associated with life-threatening illness, through the prevention and relief of 

suffering by means of early identification and impeccable assessment and treatment of pain and other 

problems, physical, psychosocial and spiritual (58). Basic palliative care requires inexpensive 

medicines and equipment as well as simple training that can be taught to general clinicians (59). Further, 

palliative care can be delivered within communities as part of primary care, which can enable patients 

to receive these services within the comfort of their homes. The WHO document, Integrating palliative 

care and symptom relief into primary health care: a WHO guide for planners, implementers and 

managers, provides guidelines for integrating palliative care and symptom control into primary health 

care (59).   

 

Primary health care in health emergencies 

The COVID-19 pandemic has served as a reminder of the importance of also preparing health systems 

for potential health emergencies, particularly at the primary health care level. In responding to health 

emergencies, primary health care plays a key role in managing emergency cases, preventing further 

spread of disease and supporting disease surveillance (60). The key challenge is for primary health care 

to retain its capacity to respond effectively to an infectious disease outbreak, while strengthening its 

ability to address the growing burden of NCDs (60). 

 

The WHO Primary health care and health emergencies (2018) provides further guidance on preparing 

primary health care systems for health emergencies (60).   
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2) Preventive services  

The health conditions of older adults, including NCDs, are often the cumulative results of behaviours 

throughout their lives (61). As such, it is important to encourage individuals to adopt healthy behaviours 

at a young age and continue them throughout their lives.  

 

The WHO defines health promotion as the process of enabling people to increase control over, and to 

improve their health (62). It covers a wide range of social and environmental interventions that 

contribute to improving the health literacy of populations as well as creating environments that enable 

all individuals to make healthy choices and engage in health promoting behaviours. Health promotion 

focuses on addressing and preventing the root causes of ill health, not just treatments and cures, in 

collaboration with non-health sectors.  

 

For example, experience in Japan suggests that lifelong multisectoral health promotion can significantly 

improve the oral health of older adults (see case study).  

 

Case study: Japan 8020 Campaign  

In 1989, Japan’s Ministry of Health and Welfare launched the “8020 Campaign” to ensure that more 

than 50% of people over the age of 80 retain 20 or more teeth by the year 2022 (63). At the time, 

only 7% of people aged 80 and above had 20 or more teeth (63).   

 

To achieve this goal, the campaign adopted a multisectoral, lifelong approach to preventing tooth 

loss by engaging different sectors and carrying out initiatives that targeted all generations (64). The 

Ministry of Health, Labour and Welfare provided subsidies to local governments and dental 

associations to carry out various oral health initiatives, which included providing check-ups for 

expecting mothers and children 1.5 and 3 years old, as well as targeted age groups such as individuals 

over the age of 40 (63). The Ministry of Education, Culture, Sports, Science and Technology also 

provided school-based initiatives including providing annual check-ups for those between 6 and 18 

years old by a school dentist and by recommending school-based fluoride rinsing programmes for 

children and adolescents from 4 to 14 years old.  

 

In 2000, the 8020 Promotion Foundation was established, primarily to conduct research related to 

the campaign (65). The Ministry of Health, Labour and Welfare carried out a national survey of 

dental diseases in 2016 and found that 51% of 80-year olds in Japan had more than 20 teeth (Fig. 15) 

(66). Further, the prevalence of tooth decay among children also decreased as a result of the campaign 

activities that targeted younger age groups (66). Finally, research that came out of the 8020 

Promotion Foundation provided the impetus for the Act on the Promotion of Dental and Oral Health 

in 2011, which further reinforces the importance of oral health promotion (67).  
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Fig. 15. Trend of percentages of older adults with at least 20 teeth from 1975 to 2016 

 
Source: Ministry of Health, Labour and Welfare Japan, Survey of Dental Diseases, 2016. 

 

Addressing the risk factors for NCDs  

WHO recently estimated the benefits of the most cost-effective and feasible interventions to prevent 

and control NCDs (best buys) in low-income and lower-middle-income countries (68). These best buys 

include (1) reduce tobacco use, (2) reduce harmful use of alcohol, (3) reduce unhealthy diet, (4) increase 

physical activity, (5) manage cardiovascular diseases and diabetes, and (6) manage cancer. It was 

estimated that countries need only an additional US$ 1.27 per person to implement these interventions 

and reduce premature mortality by 15% by 2030. Every single dollar – or yen, yuan, won, peso, kip, 

rufiyaa, tugrik, riel, ringgit, franc, vatu, tala or pa'anga – invested now in these WHO best buys will 

yield at least a sevenfold return by 2030.  

 

Self-care  

 

Self-care is defined as the ability of individuals to promote and maintain their health as well as manage 

illness and disability with or without the support of a health-care provider (69). Self-care practices are 

particularly important for the prevention and self-management of illnesses among older adults (70). 

Promoting self-care is an important aspect of “ageing in place”, particularly in resource-limited settings 

(70).  

 

Health education or self-management programmes can be effective to promote self-care. Health 

education contributes to improved health literacy and self-efficacy among older adults to take actions 

that promote their health; whereas, self-management programmes have been shown to improve physical 

activity, self-care, chronic pain and self-efficacy among older adults (70,71).   

 

Self-care initiatives may include physical activity and proper nutrition, among others:  

 

Physical activity  

 

Physical activity offers numerous health benefits for all age groups, including a potentially 

protective effect against health conditions associated with older age. For instance, an estimated 
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10 million new cases of dementia globally could have been mitigated if older adults had 

engaged in recommended physical activity (72). In addition, moderate physical activity may 

reduce the risk of stroke by up to 15%, while vigorous physical activity may reduce the risk by 

up to 22% (73). 

 

In designing physical activity programmes, considerations include (48):  

• Account for cultural and environmental factors specific to community context 

• Offer programmes in all domains of fitness – aerobic, strength and neuromotor 

(balance)  

• For older adults with mobility limitations, start with exercises to increase strength and 

balance, before engaging in aerobic activities  

 

Nutrition 

 

Older adults tend to be more prone to nutritional deficiencies because of physiological changes 

that accompany ageing, such as sensory impairments affecting taste and smell or dental issues 

affecting masticatory function (48). Malnutrition refers to the imbalance between nutritional 

needs and intake and encompasses two groups of conditions: (1) undernutrition, which includes 

stunting (low height for age), wasting (low weight for height), underweight (low weight for 

age) and micronutrient deficiencies or insufficiencies (a lack of important vitamins and 

minerals); and (2) overweight, obesity and diet-related noncommunicable diseases (such as 

heart disease, stroke, diabetes and cancer) (74). Malnutrition is related to a decline in general 

functional capacity, decreased bone mass, increased risk of frailty and greater likelihood of 

being care dependent (48). However, nutritional problems among older adults are often 

underdiagnosed and, subsequently, unaddressed.  

 

Initiatives to promote improved nutrition among older adults should consider (48):  

• Improving the nutrient density of food, particularly vitamins and minerals as well as 

energy and protein intake 

• Providing individualized nutritional counselling to address varying needs and 

circumstances 

 

Nudging to promote behaviour change  

 

To encourage individual efforts for health promotion, science-based behavioural “nudging” can be 

implemented, in addition to conventional health communications. These “nudges” provide positive 

reinforcement and indirect influence on behaviours and decisions of individuals (see case study) 

 

Case study: Nudging to promote behaviour change  

Strategies to promote healthy lifestyles have often focused on providing people with health 

information, assuming that people make rational decisions based on their understanding of health 

issues as well as the risks and benefits of different behaviours (75). However, from a socio-ecological 

perspective, behaviour change is influenced by the interaction of factors across multiple levels of 

influence including individual, interpersonal, organizational, community and public policy (76).  
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There has been growing interest in the “nudge” as a tool to direct people to particular choices by 

modifying environments to make healthy behaviours easy and intuitive to perform. Simple examples 

of nudging including reducing plate sizes to reduce caloric intake and prevent overeating, as well as 

the strategic placement of certain foods in school settings to encourage students to eat healthier (77–

79). Nudging has been used worldwide to address public health issues, including smoking cessation, 

harmful consumption of alcohol and promoting the uptake of vaccinations (80). As such, “nudging” 

can be a helpful approach to take in promoting the health of individuals throughout their lives, 

subsequently mitigating exposure to NCD risk factors.  

 

3) Social and welfare services  

While promoting self-care can provide individuals with the knowledge and skill to better manage their 

health, it is equally important to recognize that adopting healthy behaviours, including physical activity 

and healthy eating, depends on access to appropriate social and environmental contexts that enable these 

behaviours (81). However, these conditions have not yet been adequately addressed. For instance, 

countries such as Japan and the Republic of Korea, which have highly developed health systems with 

universal health coverage, continue to experience widespread and persistent health inequities across 

population groups (82,83).  

 

Evidence suggests that socioeconomic status can impact ageing trajectories resulting in diverse health 

and functional abilities among older adults. For instance, one study looking at frailty trajectories in 

10 European countries found that gaps in frailty observed at the age of 50 due to educational attainment, 

occupational class and wealth persisted throughout old age (84). Further, an individual with the lowest 

level of education, occupation, income and wealth at age 67 was found to have a similar frailty index 

as an individual with the highest level of education, occupation, income and wealth at age 74.  

 

Communities play a significant role in empowering individuals and families to make informed decisions 

and exert greater control over their health by shaping the social environment in which health behaviours 

take place through its social and welfare services. To better address social determinants of health, health 

services (preventive, curative, rehabilitative and palliative) must coordinate with other community 

services (social and welfare services) to meet the needs and demands of community members and 

optimize the use of scarce resources. This also includes integrating health services with long-term care 

and assistive care services, a process described in detail under Objective 3.   

 

To support Member States to address the social determinants of health that impact healthy ageing, the 

WHO Global Age-friendly Cities: A Guide (2008) outlines recommendations to promote age-friendly 

environments based on consultations with older adults and those who have significant interaction with 

older adults (38). The World report on ageing and health (2015) provides additional recommendations 

on how to frame age-friendly actions towards meeting the goal of enhancing functional ability by 

leveraging all sectors and encouraging them to work together (38). For instance, availability of 

accessible and affordable housing and transportation were identified as key components of an age-

friendly city. Designing environments that account for the diverse abilities and needs of the ageing 

population can enable older adults to participate and engage meaningfully in their communities (38).    
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4) Innovation  

Increased availability of technological advances—including big data, artificial intelligence, robotics 

and cloud computing—is allowing innovative care models to be implemented, empowering individuals 

to exert greater control over their health. The ongoing COVID-19 pandemic has also fast tracked the 

adoption of digital solutions as well as social innovations in health. Further details regarding 

technological and social innovations to promote healthy ageing can be found in Objective 4.  

 

Recommended actions 

For Member States For WHO 

• Develop and communicate a clear national 

vision of the health system transformation, 

setting sound strategies and a national plan 

in collaboration with all stakeholders, 

including government and private sector, 

providers and the population. 

• Raise public awareness about the effects of 

the social determinants of health on 

individual and population level health and 

foster environments that enable the adoption 

of healthy behaviours. 

• Promote and develop national and/or 

subnational programmes on age-friendly 

cities and communities that are informed by 

and responsive to communities and leverage 

existing resources. 

• Advocate for universal access to health care 

that offers financial protection for low-

income households, including older adults, 

and provide coverage for essential 

medicines and assistive devices.  

• Strengthen integration between healthy 

ageing and NCD programmes with an 

emphasis on health promotion and 

addressing NCD risk factors across the life. 

• Strengthen the primary health care capacity 

to provide quality care for older adults and 

respond effectively to potential infectious 

disease outbreaks, including building the 

capacity of the health workforce and 

community leaders. 

• Promote the participation of older adults in 

decision-making processes, including 

soliciting feedback on the quality of health 

services. 

• Support country-tailored, national-level 

initiatives and partnerships to implement the 

vision for the future of primary health care 

with United Nations agencies, international 

donors, the private sector, civil societies and 

other sectors.  

• Consolidate evidence and identify 

promising policy options and interventions, 

including ways to foster self-care and 

address social determinants of health to 

promote healthy ageing.  

• Provide technical support for design and 

operationalization of system reforms 

tailored to country contexts, involving both 

national and subnational levels.  

• Develop tools to raise awareness among 

older adults about the importance of disease 

prevention and health promotion. 

• Provide evidence-based technical assistance 

for health sectors in building a case to 

engage other sectors in addressing the social 

and environmental determinants of health. 
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Objective 3. Providing community-based integrated care for older adults tailored to individual 

needs 

Rationale 

Older adults undergo different ageing trajectories, depending on their health status and social and 

environmental exposures throughout life. This can lead to significant diversity in health and functional 

ability in older adulthood. For instance, a study that followed three cohorts of women in Australia 

(younger cohort; middle-aged cohort and older cohort) between 1996 and 2011 found that the older 

cohort showed the greatest diversity in physical functioning trends throughout the study period (Fig. 16) 

(85). Additionally, the diversity observed in the younger cohort suggests that interventions aimed at 

improving physical functioning should be implemented at younger ages to mitigate further decline.  

 

Given that functional abilities of older adults vary considerably, different people will require support 

and services that are tailored to meet their unique needs.   

 

Fig. 16. Decline in physical functioning with age, by baseline quintile of physical functioning  

 
* From left to right: younger cohort (birth in 1973–1978); mid-age cohort (birth in 1946–1951); older cohort (birth in 1921–

1926) 

Source: Brown et al. (2013) (85). 

 

A community-based integrated care model has been adopted in many Western Pacific countries to 

support the needs of older adults so they can continue to work, study and participate in their 

communities (Fig. 17). According to this model, person-centred care is provided by leveraging 

community resources and coordinating between (A) health care, (B) long-term care and (C) social 

activities and services (86).  
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Fig. 17. Model for community-based integrated care 

 
Source: World Health Organization. 

 

Strategic direction 

1) Health care  

Ensure that the health sector has the skill and knowledge of health conditions more prevalent among 

older adults and have the capacity to provide adequate care. WHO Integrated Care for Older People 

guidelines assist health care professionals and others in the community and primary care setting in 

assessing the intrinsic capacity of older adults, developing personalized care plans as well as supporting 

caregivers (87). Guidelines cover the following areas of intrinsic capacity: mobility; nutrition or vitality; 

vision; hearing; cognition and mood; geriatric syndromes of urinary incontinence; and risk of falls 

(Fig. 18) (87).  

 

Fig. 18. Key domains of intrinsic capacity 

 
Source: World Health Organization, Integrated Care for Older People: guidance for person-centred assessment and pathways 

in primary care, 2019. 
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Frailty is highly prevalent among older adults. One study suggests that frailty occurs in one in six 

community-dwelling older adults, with higher incidence among women compared to men (88). Frailty 

reflects a progressive age-related decline in physiological systems that results in decreased intrinsic 

capacity, which increases vulnerability to stressors and increases the risk of a range of adverse health 

outcomes, including falls, disability, the need for long-term care and mortality (89,90). Exercise, 

nutrition, cognitive training, geriatric assessment and hormone therapy have been suggested as potential 

interventions to delay or reverse frailty (88). Among them, it appears that strength training and protein 

supplementation may be most effective and feasible to implement (88). For individuals who experience 

significant decline in functional ability, where they may no longer be able to carry out basic tasks of 

daily living, their autonomy should be encouraged to the extent possible (48). This includes enabling 

the individual to retain the ability to make life choices and supporting them in carry out these decisions.  

 

As people grow older, they are also more likely to experience multimorbidity, which refers to having 

multiple chronic conditions at the same time (48). With multimorbidity, there are concerns around 

interactions between health conditions; between one condition and the treatment for another condition; 

and among the different medications prescribed (48). One systematic review of seven high-income 

countries found that more than half of older adults experience multimorbidity with increased prevalence 

at older age (91). Many health systems are not equipped to provide the comprehensive care needed to 

support people with complex health needs (48). As such, innovative approaches are needed improve 

treatment and support for older adults with multimorbidity.   

 

Older adults may also be more susceptible to certain diseases and conditions such as vaccine 

preventable diseases (such as seasonal influenza, pneumococcal disease, hepatitis), tuberculosis, 

dementia and oral health disease. In promoting healthy ageing, Member States are encouraged to refer 

to relevant guidance and recommendations (see appendix).  

 

2) Long-term care  

Long-term care describes services that aim to support people with or at risk of significant loss of 

intrinsic capacity to maintain a certain level of functional ability (48). Countries should build upon and 

strengthen community capacity for “ageing in place”, supplemented by institutionalized care if 

available and needed (48,92). There are multiple options for providing long-term care. 

 

Home care: Home care refers to care and assistance delivered within one’s home. Home care 

includes services that assist people with tasks of daily life provided by paid or unpaid caregivers.  

 

• Unpaid caregivers (such as family members and/or community volunteers):  

o Unpaid caregivers often have to sacrifice income-earning activities to take on this role, 

which can potentially put them in a financially precarious situation (48). Providing 

financial incentives in the form of tax credits or direct payments can help support 

informal caregivers. 

o Consider providing unpaid caregivers with access to basic training and education in 

caring for older adults, either in person or online (48). Training programmes should 

provide information on different health conditions and their expected progression as 

well as ways to support individuals in managing their health. Long-term care 
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programmes should be formulated so that caregivers are able to work in 

multidisciplinary teams with health and other service providers. Providing training to 

caregivers on practical skills and knowledge – such as how to transfer a person from a 

chair to a bed or how to help with bathing – can contribute to improved care for older 

adults.  

o WHO has also developed an online knowledge and skills training programme for 

caregivers of people with dementia called iSupport (93). The iSupport manual includes 

the following five modules and accompanying exercises: (i) introduction to dementia, 

(ii) being a caregiver, (iii) caring for me, (iv) providing everyday care and (v) dealing 

with behaviour changes.  

• Paid caregivers (caregivers with formal qualifications) 

o Establish or strengthen an accreditation process for professional caregivers to ensure 

the quality and availability of the long-term care workforce. For instance, in Japan, the 

Government established the Certified Care Worker classification, a national 

qualification in the area of nursing care (94).  

o As part of the accreditation process, include topics about specific health conditions and 

preventing ageism, as well as competencies in assisting with activities of daily living, 

supporting older adults to maintain intrinsic capacity, empowering them to make 

decisions and live autonomously (48).  

o Develop or adopt care guidelines—covering topics such as nutrition, managing 

challenging behaviours and preventing elder abuse—and make them widely available 

(48). 

 

Day care and short stay: Consider providing, day care and short stay services in communities. 

These services provide a short-term stay option for older adults and are typically used in addition 

to other home care services. They often serve as a form of respite to help alleviate the burden for 

family caregivers. Day care services can include support with tasks of daily life and different social 

activities (48). 

 

Long-term care facilities: Long-term care facilities may vary by country and include nursing homes, 

skilled nursing facilities, assisted living facilities, residential facilities and residential long-term 

care facilities. They provide a variety of services, including medical and assistive care, to people 

who are unable to live independently in the community (95). In some societies, long-term care 

facilities are often the principal alternative to unpaid care (96). Some families are reluctant to place 

their older relatives there, so family members continue to serve as the primary caregiver, even when 

it is beyond their capacity. As such, alternative forms of care should be offered such as day care or 

short-term stays that provide quality care for individuals with complex needs and can serve as a 

respite for families and caregivers while reducing the demand for institutionalized care. In countries 

with limited resources, long-term care facilities should be considered mainly for individuals with 

more complex needs (such as those requiring 24-hour or advanced medical care). 

 

Protecting and responding to violence against older adults in long-term care settings 

 

Violence against older adults is a significant public health problem that is often overlooked. 

Incidences of violence and abuse can occur in community settings as well as within long-term care 

facilities. Evidence suggests that rates of abuse are higher within long-term care facilities. In fact, 

https://www.who.int/mental_health/neurology/dementia/isupport_manual/en/
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a systematic review looking at self-reported data from six countries found that approximately 64.2% 

of staff in long-term care facilities committed some form of abuse within the past year (97). Abuse 

in facilities can include physically restraining older adults, neglect such as leaving them in soiled 

clothes or allowing them to develop pressure sores, preventing older adults from making choices 

over daily affairs as well as withholding medication (98). Violence against older adults can lead to 

physical injuries, long-lasting psychological consequences, including depression and anxiety, and 

may contribute to premature death (Lach et al., 1998) (98). Research suggests that abuse is more 

likely to occur in facilities with poor standards of care for older adult, where staff lack training and 

are overworked, with deficient physical environment as well as policies that protect the interests of 

the facility over those of the residents (98).  

 

Strategies to prevent violence against older people include (98): 

• Mitigating negative perceptions of ageing and older people through intergenerational 

programmes as well as public and professional awareness campaigns 

• Improving support and training for staff and caregivers including education on ageism, 

appropriate remuneration and ensure sufficient staffing of facilities  

• Developing and enforcing policies that protect older adults from violence and abuse  

 

Strategies to respond to violence against older people include (98):  

• Mechanisms that facilitate reporting of abuse to authorities 

• Support groups, mental health services and emergency housing for victims of violence  

 

Responding to an outbreak in long-term care settings 

 

Older adults have been significantly affected by the COVID-19 pandemic, which underscores the 

importance of enhanced precaution and early preparation to protect older adults living at home, as 

well as those living in long-term care facilities during infectious disease outbreaks (99).  

 

Long-term care facilities or other non-acute care facilities should implement general principles for 

the prevention of infectious disease transmission with a focus on preparation and response as 

outlined in the WHO Guidance on COVID-19 for the care of older adults and people living in long-

term care facilities, other non-acute care facilities and home care (2020) (99) and in Infection 

prevention and control guidance for long-term care facilities in the context of COVID-19 (2020) 

(100). Preventing staff/caregivers/family members from carrying the infectious disease into or out 

of the facility and minimizing the risk of spread within the facility are important for controlling the 

spread of infectious diseases.  

 

Older adults living at home should be cautious about visitors entering their home and should refrain 

from allowing unwell people to visit (99). In the event that a caregiver is unwell, the individual 

should arrange for another carer if possible. If the older person is unwell, the individual should seek 

medical attention and limit their contact with others.  

 

No matter where they live, all older adults are recommended to follow basic protective measures 

including washing hands frequently with soap and water, maintaining social distance, avoiding 

touching eyes, nose and mouth and practicing respiratory hygiene (99): In the event of a fever, 
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cough or difficulty breathing, older adults should seek medical care early and follow the directions 

of the local health authority.  

 

3) Social activities and services  

Promoting social participation in older adulthood by strengthening communities through lifelong 

community engagement and participation.  

 

Community involvement, strong social networks and social participation have been shown to improve 

physical and mental health of older adults. A study looking at older adults participation in physical and 

social activities found that, compared to those who participated in both types of activities, those who 

solely participated in social activities were 2.2 times more likely to become frail, while those who solely 

participated in physical activities were 6.4 times more likely to become frail (101). These findings 

suggest that participating in social activities may be critical to prevent frailty amongst older adults. 

Research also suggests that social participation may have a protective effect in preventing or delaying 

the onset of dementia (102,103) and may improve cognitive functioning (104-106). Specifically, 

satisfaction and reciprocity of relationship appear to contribute to reduced risk of dementia and 

Alzheimer’s disease (107).  

 

Social activities  

 

Volunteering opportunities 

 

Volunteering is a way that people can provide important contributions to society. Volunteering has 

been shown to yield health benefits for older adults (108,109). Evidence suggests that older 

volunteers are also more likely to dedicate more hours to volunteering and give their time more 

regularly than younger volunteers (108).  

 

To promote volunteerism among older adults, several factors should be considered: 

• Promoting self-confidence in older adults to volunteer through training opportunities as 

well as ongoing physical and emotional support for older volunteers (48,108)  

• Ensuring availability of a range of volunteer opportunities and platforms for connecting 

older adults with volunteer opportunities that align with their interests (48) 

• Providing incentives to volunteering, which may include financial incentives (48)  

• Ensuring sufficient flexibility in volunteer selection criteria and time commitment to 

prevent the exclusion of older adults from opportunities (110). 

 

Opportunities for lifelong learning 

 

Education has traditionally been seen as an activity to prepare younger people for the workforce, a 

perception that excludes older adults (48). These traditional ways of thinking limit opportunities 

not only for older adults, but also for society as a whole. Older adults are motivated to learn for a 

variety of reasons including improving future employment prospects, to engage socially in their 

communities, to improve cognitive functioning as well as to seek new purpose and interests in 

life (111). Offering learning opportunities that are financially and physically accessible for older 
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adults as well as involving older adults in the teaching and co-designing of courses are some ways 

to encourage older adults to engage in lifelong learning (111).  

 

Salon 

 

Social isolation is a significant concern among older adults with up to 50% of people over the age 

of 60 being at risk of social isolation and approximately one third of them experiencing loneliness 

(112). In Japan, salon-type community interventions have been implemented in a collaborative 

effort between the municipality, citizen volunteers and researchers to foster social gathering 

opportunities for older adults (113). Salons aim to promote health, foster community engagement 

and enrich the lives of older people through the provision of a range of enjoyable, relaxing and 

sometimes educational activities such as arts and crafts, health education and physical activities. 

Once established, community salons are managed by local volunteers with financial and 

administrative support from the municipality. Efforts are made to ensure accessibility and equal 

opportunity for individuals to attend salons. This includes holding sessions within walking distance 

of most of the participants and keeping the cost of participation low. Studies on salons suggest that 

participation can contribute to preventing physical and cognitive decline (114,115).  

 

Social services 

 

Mental health services and support for victims of violence   

 

Mental health is an integral part of health and well-being (116). Experiences of mental illness can 

predispose individuals to other illnesses such as cancer and cardiovascular disease and increase an 

individual’s likelihood of experiencing disability and premature mortality (116). Without adequate 

support, mental illnesses can also lead individuals and families into precarious socioeconomic 

conditions including poverty (116).  

 

Older adults experience life stressors common to individuals of all ages, but some stressors may be 

more common later in life such as progressive loss in capacities, a growing need for long-term care, 

experiences of bereavement and a potential drop in socioeconomic status following retirement 

(117). These stressors can, in turn, contribute to experiences of isolation, loneliness and mental 

illness among older adults (117). It is estimated that over 20% of adults aged 60 and over experience 

a mental or neurological disorder, which include depression, anxiety disorders and substance 

abuse (117). As such, older people require access to mental health services and psychological 

support in their communities.  

 

The Integrated Care for Older People (ICOPE): Guidelines on community-level interventions to 

manage declines in intrinsic capacity includes a recommendation on preventing severe cognitive 

impairment and promoting psychological well-being in older adults (87). It recognizes that 

cognitive impairment and psychological difficulties often co-exist and can impact people’s ability 

to carry out daily activities. Cognitive simulation therapy, which is a programme of differently 

themed activities and brief psychological interventions, can be a helpful intervention to prevent 

significant losses of mental capacity and, subsequently, prevent care-dependency in older age. 
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The WHO Mental Health Gap Action Programme (mhGAP) – Version 2.0 provides guidance on 

interventions for the prevention and management of priority mental, neurological and substance 

abuse disorders in individuals of all ages including recommendations for supporting older adults 

(118).  

 

Case study: The Republic of Korea National Responsibility for Dementia System (2017) 

Approximately 725 000 people in the Republic of Korea aged 65 or older have dementia. Some 

experts suggest that the number will reach 2.7 million by 2050 (119). 

 

Dementia Support Centres (DSCs) were established in Seoul in 2007. They work to prevent and 

screen for dementia and provide integrated medical and social services based on individual needs 

(120). In 2017, the Korean Government implemented the National Responsibility for Dementia 

System to strengthen the national government’s role in supporting people with dementia (119). The 

programme aims to increase the number of support centres for people with dementia, build 

specialized hospitals to treat dementia and establish relevant links across the medical, welfare and 

nursing sectors to better support people with dementia (119).  

 

By 2019, 256 public health centres were established across the nation providing services including 

counselling, medical check-ups, dementia prevention and therapeutic programmes as well as case 

management for 2.62 million residents, dementia patients and their family members (121). Dedicated 

wards for dementia were also installed in 55 public long-term care hospitals to provide specialized 

services for people with dementia who experience hallucinations and violence (121). Three of these 

were designated as dementia care hospitals and construction is underway for another 39 hospitals 

(121). The goal is to establish 130 hospitals by 2022 (121). 

 

The Korean Government has also provided financial aid to support people with dementia. Dementia 

examination has been included in the National Health Insurance, which has reduced the examination 

cost by half (121). The Government has also provided financial support to cover the cost of 

medication for 150 000 low-income patients with dementia (121). Eligibility and coverage of reduced 

long-term care expenses was also expanded, which has benefited 250 000 patients with dementia 

(121).  

 

Finally, the Government is also working to advance research on dementia through its Plan on 

National Dementia Research and Development launched in 2018 (121).  

 

Support for victims of violence 

 

Violence against older people is also a significant concern. It is estimated that the global prevalence 

of elder abuse is 15.7% (1 in 6 older adults), with psychological, financial, neglect, physical and 

sexual abuse being the most prevalent forms (122). Helplines and support groups should also be 

made available and accessible to victims of violence and abuse, along with legal, financial and 

emergency housing support (98).  
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4) Coordination 

Coordination at the individual level  

 

Communities should tailor the services available to the needs and preferences of older adults. In 

some countries, service is coordinated by social workers or health professionals (such as community 

nurses). The United Kingdom of Great Britain and Northern Ireland introduced the concept of social 

prescription which relies on “link workers” to connect individuals to services in their communities 

based their needs (see case study). 

 

Case study: Social prescription and link workers in the United Kingdom of Great Britain and 

Northern Ireland 

Social prescription is a concept that emerged from the United Kingdom whereby health-care 

professionals provide non-clinical social prescription aimed at improving the patient’s health and 

well-being (123). This practice recognizes that people’s health and their ability to manage their health 

are influenced by many social and environmental factors that largely fall outside of the traditional 

health professional scope of practice. Often communities offer programmes and services that can 

address some social and environmental factors that contribute to the health and well-being of patients. 

However, people who need these services often do not know about them or where to find them. That 

is where the health system has a role to play in connecting individuals with services in their 

communities. Social prescribing is a good way to integrate the health sector with community assets 

and resources and improve the accessibility of these resources for individuals who need them the 

most. For older adults, social prescribing can also be a mechanism through which the health sectors 

connect individuals with long-term care services in their communities.  

 

Link workers are individuals who support their clients to identify and connect with social services 

and groups in their communities. Clients are referred to link workers by health-care professionals 

who provide social prescriptions (124,125). Link workers meet with clients to identify personal needs 

and interests and set realistic goals, given that older adults are diverse and have unique needs. Based 

on this assessment, the link worker then connects the individual with appropriate services in their 

communities. These services can range from health promotion activities such as walking groups or 

cooking club, to services that address wider economic and social issues such as welfare, housing or 

employment (125). 

 

Link workers play an important coordinating role to bridge the gap between health-care settings and 

the wider community to ensure that health and social services are delivered to older adults in an 

integrated manner (124).  

 

Coordination at the community level   

 

As noted, leveraging local knowledge and resources is important in developing community 

programmes and services that reflect the needs of older adults (37). As such, mechanisms are 

needed to engage community members in decision-making processes that determine what services 

are available to them and how they are delivered. One method of encouraging community 

organization and participation is the World Café.  
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The World Café engages community members in constructive dialogue around important needs and 

gaps in services for older adults at the community level (126). The workshop is typically set up 

with multiple round tables to enable multiple small group discussions. The workshop leader 

identifies discussion questions and presents them to participants, one at a time, in each round of the 

World Café. Throughout the session, participants move from round table to round table to engage 

in discussions on different topics with different community members.  

 

The World Café leverages the power of conversations to foster learning and cultivate creativity, 

generating solutions to problems and stimulating novel ideas (126). As such, this can serve as an 

important tool for involving older adults in decision-making processes that determine how a 

community can be transformed to better support their needs (48).  

 

Recommended actions 

For Member States For WHO 

Health care 

• Develop the capacity of the health 

community to assess and monitor the 

intrinsic capacity of older adults and develop 

care plans with evidence-based interventions 

using WHO Integrated Care for Older People 

(ICOPE) in primary care. 

• Adopt relevant recommendations from WHO 

guidelines for immunization, hepatitis B and 

C, tuberculosis and palliative care in the 

national plan for ageing. 

• Develop national strategies to promote 

lifelong oral healthcare or incorporate it in 

existing ageing or NCD strategy, including 

accessibility to oral health services. 

• Adopt relevant WHO guidelines on dementia 

into either dedicated national strategies for 

dementia or national strategies for ageing. 

• Ensure the availability of diverse services, 

referral mechanisms and supports that 

address the needs of older adults with 

different intrinsic capacities (health 

promotion and prevention, treatment, 

palliative and end-of-life care, as well as 

specialized and long-term care services). 

• Provide evidence-based technical guidance 

on clinical management, delivering 

integrated care for older adults, inclusive of 

important long-term care services. 

• Support Member States to integrate WHO 

guidance into their national health strategies 

and implement them with a WHO 

collaborating centre on ageing. 

• Support Member States to provide training 

for capacity-building on delivering 

integrated care for older adults and long-term 

care.    
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Long-term care 

• Promote self-care training for older adults to 

encourage greater self-efficacy and improve 

management of their health.  

• Provide training to paid and unpaid 

caregivers and promote the accreditation of 

professional programmes and services.  

• Strengthen community capacity for “ageing 

in place”, including options for day care and 

short-term stays that is supplemented by 

long-term care facilities for individuals 

requiring more complex care.  

• Identify mechanisms to ensure quality 

services in the long-term care facilities 

(including unregulated, private facilities) 

• Take action to prevent and respond to 

violence against older adults both in 

communities and in long-term care facilities, 

which may include public and professional 

awareness campaigns, improved training and 

support for caregivers, enhanced standards of 

care in long-term care facilities, policies that 

protect older adults from violence, 

mechanisms to report incidence of violence 

and legal support for victims of abuse (98). 

• Ensure that long-term care facilities or other 

non-acute care facilities implement general 

principles in infection prevention and control 

with a focus on preparation and response, as 

outlined in WHO guidance  

• Provide technical support and material for 

training of self-care and home-based care. 

• Provide guidance and technical support for 

implementing general principles for infection 

prevention and control across long-term care 

settings. 

 

Social services and supports 

• Provide community-based opportunities for 

continual social participation, including 

social activities, health promotion 

programmes as well as opportunities for 

lifelong learning and volunteering. 

• Identify local community champions to 

develop and promote social services and 

supports that are tailored to individual needs 

(such as functional capacity, income 

bracket). 

• Support Member States to collect evidence 

on effective services and supports to build a 

case for expanding services for older adults.  

• Promote the social participation of older 

adults through social activities, health 

promotion programmes as well as 

volunteering and learning opportunities.  
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Coordination 

• Develop a community-level integrated 

service plan by collaborating with different 

stakeholders, including older adults, their 

caregivers, nongovernmental organizations, 

volunteers and the private sector. 

• Ensure that health professionals in 

communities are appropriately trained on the 

social determinants of health 

• Consider training nurses, social workers and 

community volunteers to become “link 

workers” who can help connect older adults 

with services and supports to meet their 

unique needs. 

• Support communities to host community 

dialogues (World Cafés) to engage 

community members in decision-making 

processes that determine what services are 

needed in the community. 

• Contribute to research, documentation and 

dissemination of good practices on 

coordinated service provision for older 

adults, including coordination between 

health, long-term care and social service 

systems.  

 

 

Objective 4. Fostering technological and social innovation to promote healthy ageing   

Background 

Adapting to massive demographic shifts in the Western Pacific Region requires new and innovative 

ways of thinking and working (25). Technological innovations to support healthy ageing include new 

medical diagnostics and treatments, affordable assistive devices, electronic health records, information 

and communications technology (55). However, innovation is not limited to advances in technology. 

Social innovations for promoting healthy ageing should consider the social determinants of health and 

work to reduce health inequities across the life-course. In this way, all members of society can age in 

good health, leaving no one behind (25).  

 

Strategic direction 

1) Technological innovation  

Technological innovation to support healthy ageing can be largely grouped into three categories: 

(1) technology to support skill development and maintaining the workforce; (2) technology to support 

health and health systems; and (3) technology to promote social connectedness and ageing in place. The 

COVID-19 pandemic has further highlighted the need for digital technology to share health 

information, for communication and to maintain social connections. 

 

Given that countries in the Region are at different stages of population ageing, with varying levels of 

educational attainment across different age groups, the technological and skill development needs of 

countries will differ. Nevertheless, all countries, including younger countries, are encouraged to adopt 

and develop technologies benefiting their demographic transition and responding to the educational and 

skill needs of their population. The ADB Asian Economic Integration Report 2019/2020 outlines how 

countries at different stages of demographic transition and with different educational attainment 

trajectories can adopt technologies to meet their own unique needs (13). 
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Technology to support skill development and maintain the workforce  

Technology can play an important role in supporting older adults to remain in the workforce for longer 

(13). The ADB report emphasizes the importance of a wide range of technologies that substitute and 

complement labour and skills, even among the countries in the early stages of population ageing, 

because the future labour supply may not meet the demand with lowering birth rates and the cost of 

labour will increase with improving education levels. 

 

Areas of technological innovation to support skill development and employment (13):  

• Tech substituting labour and skills: These types of technologies are particularly beneficial in 

settings that are experiencing a labour shortage. This includes automation technologies such as 

industrial and service robots.  

• Tech complementing labour and skills: These types of technologies enhance the performance 

of workers and support them in maintaining a work-life balance. This may include physical 

augmentation technologies that aid with strength, mobility and endurance (such as powered 

suits) as well as remote work platforms and collaboration tools. 

• Tech aiding education, skill development and lifelong learning: These types of technologies 

focus on supporting lifelong learning and skill development through the use of various devices 

and online platforms. This may include online professional development, virtual reality 

technologies to train workforces and information and communications technology to promote 

accessibility of education. 

• Tech improving matching worker with job and task: This may include online job portals and 

cloud-sourcing platforms, or the use of big data and machine learning to allow for greater 

alignment of workers and jobs. 

 

Technology to support health and the health system 

Digitalization in the health sector can improve access to health services, reduce costs, improve quality 

of care and enhance efficiency of health systems, opportunities for self-care and support self-

management of health (127). Further, digital health systems can remove the administrative burden from 

health professionals and carry out repetitive jobs so that health professionals can spend more time using 

their specialized skills. Finally, adopting new health technologies can allow older adults to be more 

involved and take greater ownership over their health and decisions around their health care. 

Technology also has the capacity to reduce health inequities by improving access to health care and 

health information.   

 

Areas of digital health innovation: 

• Electronic health: health-related information, resources and services provided electronically 

allow for a centralized system for storing health information and also enable remote access to 

health resources and services. This can be helpful for older adults who live in remote areas or 

who experience mobility challenges in accessing health services (127). 

• Advanced computing science: big data (large volumes of data collected from multiple sources) 

can offer important insights regarding the health of older adults (127). 

• Monitoring devices and wearables: monitoring devices and wearables (to track health 

behaviours, monitor health rate and blood sugar, alert individuals when they require medical 
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attention, gamify health prevention, management and rehabilitation) allow for tailored health 

promotion for older adults and can facilitate self-care (127). 

• Artificial intelligence: computer systems that can perform tasks traditionally carried out by 

humans can help improve the efficiency of health-care service delivery. This may include 

virtual health assistants to help direct patient care (for example, triage, provide diagnostics and 

treatment plans) or physician clinical decision support to provide physicians with specialized 

expertise (for example, enabling a general practitioner to read diagnostic images) (128). 

• Tech extending life and healthy life expectancy: this may include biotechnology, new drugs 

and medical treatments (13). 

 

Technology to promote social connectedness and ageing in place  

Smart technologies can foster environments that promote safety, independent living and social 

participation for older adults (129). This may be particularly helpful for older adults with complex 

needs, who may experience challenges in carrying out daily activities (129). Smart technologies can 

also foster social connectedness, particularly when maintaining physical contact with friends and family 

is a challenge (130). Technology has the capacity to improve various dimensions of social 

connectedness including social support, empowerment and self-efficacy, loneliness and social networks 

(130). As such, smart technologies have the potential to improve the quality of life of older adults and 

reduce reliance on health and long-term care services (131).  

  

Areas of smart technology innovations: 

• Improve safety: passive and active sensors, monitoring systems, virtual assistants that make use 

of machine learning and artificial intelligence (131,132).  

• Improve independence: automated home environment, electronic aids to daily living (130) 

• Improve social connection: information and communication technology such as touch screens 

(tablets), social network sites and virtual reality applications (132). 

 

2) Social innovation  

Social innovations offer novel solutions to address complex social issues and represent key drivers for 

social change (133). This includes identifying novel ways of addressing the impact of social 

determinants of health, developing cost-effective interventions to enhance the functional ability of older 

adults, redesigning spaces to promote age-friendly environments as well as fostering social 

entrepreneurship opportunities. In developing social innovations, it is important to identify and work 

with local champions who understand the needs of their communities and can help implement activities 

or programmes in a sustainable way.  

 

Examples of social innovations:  

• Encouraging older adults to identify and pursue new interests: Please see Seoul50Plus case 

study:  

 

Case study: Seoul Metropolitan Government’s 50 Plus Policy  

The Republic of Korea is considered an aged society with more than 14% of its population over 65 

years of age. The country’s legal retirement age is 60, but most Koreans retire from their main job in 

their early fifties. With ever-increasing life expectancies, the Seoul Metropolitan Government 
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spearheaded the country’s 50 plus policy in 2016 to ensure that individuals over 50 remain active 

and engaged in society by supporting them to pursue new interests and social opportunities following 

retirement.  

 

The initiative has three key aims: (1) to improve the quality of life for the Seoul50Plus generation, 

(2) to encourage active citizenship among the 50Plus generation and (3) to enhance social 

participation. These goals are achieved through comprehensive 50Plus policy infrastructures. This 

includes the Seoul50Plus Foundation, which acts as the coordinating body, as well as 50Plus 

campuses and centres. The campuses offer educational programmes and employment as well as 

social engagement opportunities, while the centre provides further programmes at a grassroot level. 

These facilities support the 50Plus generation to explore and discover new interests, learn new skills 

and find new opportunities for employment or participation in social activities based on their interests 

and skills.  

 

The Seoul Metropolitan Government aims to have at least one campus or centre across Seoul’s 25 

districts by 2022 to ensure all citizens over 50 have easy access to the services. Seoul’s 50Plus policy 

adopts new and innovative approaches by allowing 50Plus generations to continue their work and be 

involved in many projects, as opposed to “belonging” to a single employer. Ultimately, it allows 

people to enjoy post-retirement by earning an income, gaining a new sense of meaning in their lives 

and making a social impact.  

 

Further information is available online at http://www.50plus.or.kr (134).  

 

• Encourage older adults to volunteer. The Volunteers After 50: the American Association of 

Retired Persons Foundation’s Experience Corps trains volunteers over the age of 50 to tutor 

and mentor students in kindergarten through third grade to improve their reading skills. The 

programme operates in 20 cities in the United States of America. A study found that 

participation in the programme contributed to improvements in strength and energy of the 

volunteers (135). An evaluation of the programme also found that participating children 

experienced significant improvements, particularly in personal responsibility, relationships 

skills and decision-making (136).  

 

• Support people in the community to start a social enterprise, especially older adults. It can 

facilitate the volunteer in the community and provide community-based service (including café, 

education, selling local produce). Please see Nabari Otagaisan case study.  

 

Case study: Nabari Otagaisan to match the local volunteers 

Nabari city in Japan has a population of about 80 000, and 30.6% of them were over the age of 65 in 

2018, which is 2.5% higher than the national average. In 2011, a total of 15 community improvement 

committees launched their community vision with five focus areas: (1) to fully utilize cultural and 

historical resources, (2) to protect the environment and encourage community residents to take walks 

outside, (3) to be a lively and energetic city, (4) for people to mutually support each other and enjoy 

life and (5) for the younger generation to have dreams and hopes for their future. 

 

http://www.50plus.or.kr/
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The Nabari Otagaisan project is a volunteer-matching service initiated in 2012. It works to connect 

people interested in volunteering with individuals, particularly older adults, who need assistance for 

daily living. The goal is to create communities in which everyone can feel safe, even in the later 

stages of their lives, through mutual support. The initiative is supported by the Nabari city 

government, which provides financial subsidies and assistance in securing public spaces for the 

administration office. 

 

Volunteers in the community bring different skills to more than 20 service areas, including preparing 

meals, shopping for daily needs, cleaning rooms, and assisting with transportation to places such as 

the hospital. The user pays 500 Japanese yen per hour (about US$ 4.60) with the volunteer receiving 

400 yen (about US$ 3.70) as an honorarium. The remaining 100 yen (about US$ 0.9) is used to cover 

administrative costs. 

 

As part of the community network to support older adults, Nabari Otagaisan works closely with other 

community organizations to exchange skills and information related to the care of older adults. 

Nabari Otagaisan not only benefits those requiring assistance, but it also provides volunteer 

opportunities and experiences for older adults. Volunteers can benefit mentally and physically by 

contributing to society, which can, in turn, mitigate their need for long-term care services.  

 

• Support older adults, particularly those who are most disadvantaged and living in poverty, 

through volunteer-based intergenerational self-help clubs. 

 

Case study: Viet Nam Intergenerational self-help clubs 

Intergenerational self-help clubs (ISHCs) are volunteer-based organizations, aiming to promote the 

well-being of individuals who are poor and most disadvantaged in society, with the majority of them 

being older adults. These organizations are established by local governments called Commune 

People’s Committees and are supported by organizations such as the Association of the Elderly or 

the Women’s Union. 

 

The ISHCs take a multisectoral approach to community development and provide a wide range of 

activities or support services:  

• Social and cultural: These activities promote social and intergenerational bonding and 

preservation of local culture and tradition. 

• Income generation: These activities provide revolving fund loans and livelihood scheme 

information and strategies that are age-friendly and support those living in poverty. 

• Lifelong learning: These activities including monthly learning sessions of new skills and 

knowledge for members. 

• Health promotion: These activities promote healthy and active ageing by encouraging 

regular physical exercises, sports and healthy lifestyle choices. 

• Health care: These activities include regular screening and check-ups, information to 

promote self-care as well as access to health insurance and medical referrals. 

• Community-based care: These services provide regular, one-on-one care to people with 

more complex needs in their homes and help with chores, personal hygiene and 

rehabilitation, as well as provide companionship. Community-based care also includes living 

support, health/medical care and access to rights and entitlements. 
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• Resource mobilization: These activities aim to mobilize and provide cash and in-kind 

support such as food, personal and household supplies and other items for those most in need. 

• Self-help: These activities seeks to recruit volunteers, younger and older adults, to garner 

donations for the development of the local community, especially those most in need. 

• Rights and entitlements: These activities provide information regarding legal rights and 

entitlements, including monitoring access to them as well as provide legal services. 

 

Establishing the clubs is affordable, and the model can be easily replicated. Typically, the club 

becomes self-sustainable after two years. This intergenerational approach can work well in different 

settings, including with ethnic minority populations as well as in rural and urban settings, regardless 

of cultural backgrounds or beliefs.  

 

Given the success of the clubs, the Government approved a national project in August 2016 to 

replicate the model across the country. By the end of 2019, a total of 58 out of 63 provinces/cities in 

Viet Nam had approved their ISHC replication plan, and 2900 ISHCs have been established in 60 

out of 63 provinces/cities in the country. The ISHCs together have more than 160 000 members and 

15 000 home care volunteers providing regular (at least twice a week) care service to upwards of 

10 000 clients in need. In fact, ISHCs constitute the largest community-based care provider in the 

country. Viet Nam is currently developing a new ISHC replication project for 2021 to 2025 to ensure 

a much wider uptake of the ISHC development model in the future.  

 

Recommended actions 

For Member States For WHO 

• Encourage technological innovation to 

(1) promote skill development and 

maintaining the workforce, (2) improve 

health and health systems and (3) promote 

independent living and social connection. 

• Foster social innovations to promote age-

friendly environments and inclusive 

societies and identify and train local 

community champions who can help 

implement innovations in a sustainable way. 

• Older adults are consulted in the 

development of technological and social 

innovations to ensure that their needs are 

addressed in prospective innovations. 

• Consider issues of equity, particularly in the 

accessibility of technology for older adults, 

including financial barriers and digital 

literacy. Friends, family members, 

caregivers or social workers can assist older 

adults in using technology (99). For older 

adults who may experience financial 

challenges in accessing technology, 

• Contribute to research, documentation and 

dissemination of good practices on 

innovations in skill development, improving 

health as well as supporting independence 

and social participation among older adults. 

• Document and evaluate innovations in 

access to information and service provision 

for older adults, including eHealth. 
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alternative social funding or benefit options 

should be made available (99).  

• Encourage the use of safe, affordable, 

effective digital technology in integrated 

care in collaboration with relevant sectors. 

 

Objective 5. Strengthening monitoring and surveillance systems and research on older adults 

to inform programmes, services and policies 

Rationale 

As present, monitoring and surveillance systems in many countries are not adequately prepared to 

collect, analyse and interpret ageing and health-related data for planning, implementation and 

evaluation of public health actions for older adults (137–139). Current surveillance activities can be 

modified to ensure adequate coverage for special target groups—such as the very old, ethnic minorities, 

groups for whom particular preventive services might be especially important (for example, women 

aged 60 who have not had a recent mammogram), and older adults with declines in intrinsic capacity 

who live in the community (140,141). These surveillance activities should provide guidance and 

feedback for programmes at the national, subnational and district levels. In addition, health surveillance 

should be expanded so that all available data on ageing and health can be used in an integrated, 

coordinated manner to more effectively guide disease prevention and health promotion for older adults 

(142).  

 

National surveys such as demographic health surveys and health information systems in many countries 

do not collect data on older adults or report information with the age- and sex-disaggregated for older 

adults. This data gap contributes to the invisibility and exclusion of older adults in planning and policy-

making. Since older adults are not a homogeneous group, detailed data and research on subpopulations 

is critical to understand their health status and social and economic contributions to better inform the 

development of programmes, services and policies that will meet their diverse needs.  

 

Recognizing the importance of collecting empirical evidence on older adults, WHO developed the 

Study on global AGEing and adult health (known as SAGE) in 2002 as part of a drive to gather 

comprehensive longitudinal information on the health and well-being of older adults (143). The study 

has captured data on nationally representative samples from six countries: China, Ghana, India, Mexico, 

the Russian Federation and South Africa (143).  

 

Strategic direction 

1) National survey  

National statistical and surveillance systems covering health, labour, social and other services should 

ensure disaggregation of data collection, collation, analysis and reporting. Age and sex disaggregation 

should be consistent throughout adulthood with five-year age brackets if possible. Member States are 

also encouraged to include the following topics in surveys:   

• Employment: reasons for working/not working, types of employment 

• Living conditions: type of housing, living alone or with others, access to services in the 

community, transportation, use and access to technology  

• Income: sufficiency of income, source of income and distribution of income 
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• Health: physical health, mental health, physical and mental capacity (intrinsic 

capacity), functional ability, overall well-being, diagnosed health conditions, nutrition 

and physical activity, NCD risk factors 

• Long-term care: care dependence that reflects significant intrinsic capacity, assistive 

care needs in activities of daily living (both basic and instrumental) and functional 

ability, source of support/caregiver, number of friends and frequency of engagement, 

number of long-term care facilities, number of long-term care facilities with mandatory 

infection prevention and control guideline implementation 

• Education: courses taken, source of education, educational needs (for example: digital 

literacy). 

 

2) Research  

Qualitative and quantitative research should be carried out on healthy ageing. Research must address 

the current needs of older adults and anticipate future challenges. Member States should consider 

including the following areas in their research agenda:  

a. Clinical research: Etiology and treatments for health conditions associated with ageing 

(such as musculoskeletal and sensory impairments, dementia and cognitive declines, 

cancer, frailty, polypharmacy, multimorbidity, vulnerability to infections, vaccination, 

etc.) 

b. Health status: Determine the health status, functional ability and assistive care needs 

of older adults as well as the health status of subpopulations of older adults.     

c. Health inequities (33) 

i. Underlying conditions and circumstances: structures, norms and processes that 

differentially shape a person’s likelihood to age well  

ii. Integration across health and social systems: the organization, coverage and 

performance of essential services that affect the health of older adults 

iii. Broader environmental context and mechanisms: that together can optimize a 

person’s functional ability within various contexts as they age  

iv. Measure and understand challenges and assess impact of action: incorporating 

older adult’s preferences, understanding diverse ageing trajectories, 

identifying inequities and evaluating solutions that work in different contexts 

d. Needs assessment: Understand the health and social needs of older adults to shape 

programme and policy development as well as technological and social innovations. 

e. Quality of care and services: Assessing the quality of care and services, particularly 

from the perspective of older adults to determine where improvements are required. 

 

3) Monitoring and evaluation of healthy ageing  

Build in monitoring and evaluation mechanisms into programme, policy and health system design to 

allow for a better understanding of their impact on the health of older adults, as well as the cost-

effectiveness and sustainability of different interventions. 
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Recommended actions 

For Member States For WHO 

• Build a strong monitoring and surveillance 

system that collects, analyses and interprets 

data systematically for planning, 

implementation and evaluation.  

• Collect national level age-disaggregated 

data using five-year age brackets throughout 

adulthood in the national surveys if 

possible. 

• Consider investing in longitudinal data 

surveys to monitor trends in the health and 

functional status of ageing populations. 

• Ensure that mixed methods research on 

older adults is prioritized in the national 

research agenda, including research on 

subpopulations of older adults to understand 

differences between groups of older adults.  

• Promote research collaboration between 

academic institutions, nongovernmental 

organizations and communities. 

• Build in monitoring and evaluation 

mechanisms into programme, policy and 

health system design to better understand 

their impact. 

• Disseminate research findings to relevant 

decision-makers to inform development of 

policies, programmes and services for older 

adults.  

• Advocate for closing the gaps in statistical 

data on older adults as well as encourage 

both qualitative and quantitative research on 

older adults.  

• Provide technical support for Member 

States to identify health and ageing 

indicators and to collect data on older adults 

using existing tools and surveys. 

 

 

3. Key conditions for successful implementation of the Regional Action 

Plan 

The objectives and actions in this Regional Action Plan are consistent with and contribute to the 

achievement of the WHO Global Strategy on Ageing and Health, the Decade of Healthy Ageing (2020–

2030), the 2030 Agenda for Sustainable Development as well as the United Nations Madrid 

International Plan of Action on Ageing.  

 

Based on Member State experiences, this Action Plan for the Western Pacific Region emphasizes key 

conditions to drive successful implementation:  

• Political commitment, capacity-building and leadership 

• Multisectoral and multi-stakeholder coordinating mechanisms and planning at the national 

level 

• Well-designed systems and policies to promote healthy ageing  
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• Positive public perception and support for active ageing 

• Sufficient funding and human resources for implementation. 

3.1 Political commitment, capacity-building and leadership 

The actions for healthy ageing require significant revision of different policies and coordination across 

stakeholders. Also, the transformation within health and across sectors to accommodate the shift in the 

disease burden requires significant changes. High-level political commitment is needed for these 

changes to occur. For example, in Palau the President approved in February 2020 the creation of a 

commission made up of high-level representatives from many ministries to develop a comprehensive 

national policy on care for the ageing population. Representatives come from the Ministry of Health, 

Ministry of Justice, Social Security Administration, National Health-care Financing, Civil Service 

Pension Plan and Trust, Senior Citizen’s Council, Ministry of Community and Cultural Affairs, 

Ministry of Finance, and the Director of the Bureau of Ageing, Disability, and Gender. Additionally, 

high-level leadership is needed to build the capacity of different sectors including strengthening skills, 

knowledge and competence to push the agenda forward on healthy ageing.  

3.2 Multisectoral and multi-stakeholder coordinating mechanisms and planning  

This Regional Action Plan on Healthy Ageing in the Western Pacific advocates a lifelong, multisectoral 

approach that focuses on communities. For this reason, putting the Plan into effect requires close 

coordination and planning at both national and community levels. Multisectoral collaboration should 

include private sector involvement and especially older adults themselves. 

 

Key considerations for governance of multisectoral action (144):  

1) To get buy-in from different sectors, it is important to frame issues appropriately so that they 

speak to the political agendas of different sectors.  

2) When designing an approach to multisectoral work, it is helpful to map out the profile, 

interests, incentives and relationships of key individuals and sectors. The health sector may or 

may not play a leading role. 

3) Building trust across sectors requires transparency as well as mechanisms for accountability 

(political, financial and administrative), and these should to be established early on to set the 

tone for effective multisectoral action.  

4) For effective multisectoral collaboration, leadership capacity needs to be built across sectors 

and levels of government, as opposed to one sector providing the leadership. It can be helpful 

to identify champions in different sectors as well as to institutionalize multisectoral 

collaboration as a key approach in all sectors.  

5) To ensure that all stakeholders are on the same page, promote a culture in which different 

stakeholders are committed to learning from one another and willing to work together to 

develop a shared understanding of problems, solutions and desired outcomes.  

 

3.2.1 National-level mechanisms  

There needs to be effective mechanisms for national-level management and coordination for planning, 

implementation as well as monitoring and evaluation of the Action Plan. National actions may be 

implemented within a specific ageing plan or incorporated into existing public health plans (for 
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example, NCD or health systems), or within broader national health plans. Regardless of the option, the 

national action plan should champion a multisectoral, lifelong approach for healthy ageing. 

 

Member States may consider either (1) single coordinating body (such as the ministry of health or the 

prime minister's office) to oversee both NCD and ageing or (2) separate coordinating bodies for NCD 

and ageing with close collaboration through information-sharing, joint activities and planning to avoid 

duplication and gaps, and to ensure continuity of service.  

 

In addition, multi-stakeholder partnerships are mobilized to share knowledge, expertise, technology and 

resources. Member States may consider establishing a platform to connect and convene stakeholders 

that promote the five action areas at the country level and those seeking information, guidance and 

capacity-building. The platform would build on strong collaboration with stakeholders through 

partnerships and other mechanisms within and beyond WHO and the United Nations system. 

 

3.2.2 Meaningful participation of older adults in multisectoral collaboration 

Initiatives to support healthy ageing should include platforms to foster the meaningful participation of 

older adults in the co-creation of policies, programmes and services intended to benefit them (55). When 

the voices of older adults are not heard, their needs, knowledge and contributions often get overlooked, 

leading to well-intended initiatives that fail to address pressing needs. This is especially relevant for 

disenfranchised and marginalized groups. Particular attention should be made to ensure their 

participation in decision-making processes. Meaningful engagement and empowerment of older adults 

should be emphasized at all stages of policy or programme development, from agenda-setting to 

evaluation of the work. Organizations and individuals skilled in participatory facilitation, collective 

dialogue and community outreach are critical for advancing healthy ageing work, particularly with the 

most marginalized groups.  

3.3 Well-designed systems and policies to promote healthy ageing  

National plans, strategies or policies play an essential role in defining a country’s vision, priorities, 

budgetary decisions and course of action for maintaining and improving people’s health. Effective 

governance of healthy ageing requires the development and implementation of evidence-based policies 

and plans that involve all stakeholders and various sectors and pay explicit attention to equity and the 

inherent dignity and human rights of older adults. National plans on healthy ageing (stand-alone or 

integrated within national plans) set forth priorities and time frames for milestones, including how they 

will be achieved, resources allocated and how progress will be monitored, thus enabling accountability 

in its implementation. 

3.4 Positive public perception and support for healthy ageing 

Government leadership is imperative to changing the narrative on ageing to one that highlights the 

positive aspects of ageing and the opportunities that it presents. The role of government is important to 

introduce a campaign to challenge stereotypes and myths about ageing. A number of studies have 

focused on exposing young people to older adults in order to combat negative stereotypes. Extended 

contact has been found to decrease negative attitudes and to moderate perceptions (145). Exposure to 

positive examples of older workers can improve implicit beliefs about older adults (146). An 

intervention that provided information about the myths and realities of ageing, which was followed by 
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a discussion about ageism aimed at changing attitudes, was found to change younger people’s 

perceptions about ageing (147). Additionally, the government should seek input from the public 

including older adults themselves. For instance, in developing Singapore’s healthy ageing strategy, 

I feel young in my Singapore, more than 4000 Singaporeans were consulted through nearly 50 focus 

group discussions over a year (148). This enabled community members to voice opinions about their 

aspirations and ideas on ageing so well that they could be reflected in the national strategic plan.  

3.5 Sufficient funding and human resources for implementation 

In order for societies to reap the benefits of healthy ageing, investments must be made in the health of 

people of all ages, including older adults. Health expenditure and health financing mechanisms vary 

widely among countries in the Western Pacific Region. A whole-of-society response to demographic 

changes, proposed in this Regional Action Plan, requires an investment towards health promotion, 

including foster environments that enable individuals to adopt healthier lifestyles throughout life as well 

as funding to ensure that communities are equipped to support an increasingly older population to age 

in place.  
 

Such investments would include:  

• Lifelong health promotion and health system transformation and development of age-friendly 

environments to accommodate the shift in disease burden towards NCDs 

• Health-care for managing chronic diseases, maintaining intrinsic capacity, palliative care, 

rehabilitation and assistive devices to maintain independence such as eyeglasses and hearing 

aids, especially among lower income groups 

• Long-term care and the use of more cost-effective option to services that support ageing in 

place and family caregivers 

• Investment to improve the social environment for older adults (for example, health-related 

needs of older adults, such as housing, transport and rehabilitation) 
 

Member States are encouraged to initiate a discussion on required funding, including:  

• Forecast of cost required to implement this Regional Action Plan for longer-term (5–10 years) 

• The case for investment in healthy ageing including investment in health for all generations  

• Assessment of different funding models (including private sector, nongovernmental 

organizations and development partners)  
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Glossary  

Accessibility 

The degree to which an environment, service or product allows access by as many people as possible. 

 

Active ageing  

The process of optimizing opportunities for health, participation and security in order to enhance quality 

of life as people age. 

 

Activities of daily living (ADLs)  

The basic activities necessary for daily life, such as bathing or showering, dressing, eating, getting in 

or out of bed or chairs, using the toilet, and getting around inside the home. 

 

Activity 

The execution of a task or action by an individual. 

 

Age (chronological)  

The time lived since birth. 

 

Aged population 

When over 14% of the population is aged 65 years or older. 

 

Age-friendly environments  

Environments (such as in the home or community) that foster healthy and active ageing by building and 

maintaining intrinsic capacity across the life-course and enabling greater functional ability in someone 

with a given level of capacity. 

 

Ageing  

At a biological level, ageing results from the impact of the accumulation of a wide variety of molecular 

and cellular damage that occurs over time. 

 

Ageing in place  

The ability to live in one’s own home and community safely, independently and comfortably, regardless 

of age, income or level of capacity.  

 

Ageing population  

When over 7% of the population is aged 65 years or older. 

 

Ageism  

Stereotyping, prejudice and discrimination against individuals or groups on the basis of their age, 

including prejudicial attitudes, discriminatory practices or institutional policies and practices that 

perpetuate stereotypical beliefs. 
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Assistive technologies (or assistive health technology)  

Any device designed, made or adapted to help a person perform a particular task, including products 

for people with specific losses of capacity; assistive health technology is a subset with the primary 

purpose to maintain or improve an individual’s functioning and well-being. 

 

Barriers  

Factors in a person’s environment that limit functional ability through their absence or presence.  

 

Built environment  

The buildings, roads, utilities, homes, fixtures, parks and all other human-made entities that form the 

physical characteristics of a community. 

 

Caregiver  

A person who provides care and support to someone else, caregivers often include family members, 

friends, neighbours, volunteers, care workers and health professionals.  

Support may include:  

• Helping with self-care, household tasks, mobility, social participation and meaningful activities 

• Offering information, advice and emotional support, as well as engaging in advocacy, providing 

support for decision-making and peer support, and helping with advance care planning 

• Offering respite services 

• Engaging in activities to foster intrinsic capacity 

 

Chronic condition  

A disease, disorder, injury or trauma that is persistent or has long-lasting effects. 

 

Community engagement  

A process of developing relationships that enable people of a community and organizations to work 

together to address health-related issues and promote well-being to achieve positive health impact and 

outcomes.  

 

Disability  

An umbrella term for impairments, activity limitations and participation restrictions, denoting the 

negative aspects of the interaction between an individual (with a health condition) and that individual’s 

contextual factors (environmental and personal factors). 

 

Elder abuse  

A single or repeated act, or lack of appropriate action, occurring within any relationship in which there 

is an expectation of trust that causes harm or distress to an older person. 

 

Environments  

All the factors in the extrinsic world that form the context of an individual’s life, including home, 

communities and the broader society; within these environments are a range of factors, including the 

built environment, people and their relationships, attitudes and values, health and social policies, 

systems and services. 
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Facilitators  

Factors in a person’s environment that through their absence or presence improve functional ability; 

these include factors such as a physical environment that is accessible, the availability of relevant 

assistive technology, and positive attitudes towards older people, as well as services, systems and 

policies that aim to increase the involvement of all people with a health condition in all areas of life; 

the absence of a factor can also be a facilitator – for example, the absence of stigma or negative attitudes; 

facilitators can prevent an impairment or activity limitation from restricting participation because the 

actual performance of an action is enhanced despite a person’s problem with capacity. 

 

Frailty (or frail older person)  

Extreme vulnerability to endogenous and exogenous stressors that exposes an individual to a higher 

risk of negative health-related outcomes. 

 

Functional ability  

The health-related attributes that enable people to be and to do what they have reason to value; it is 

made up of the intrinsic capacity of the individual, relevant environmental characteristics and the 

interactions between the individual and these characteristics. 

 

Functioning  

An umbrella term for body functions, body structures, activities and participation; it denotes the positive 

aspects of the interaction between an individual (with a health condition) and that individual’s 

contextual factors (environmental and personal factors). 

 

Geriatric syndromes  

Complex health states that tend to occur only later in life and that do not fall into discrete disease 

categories; they are often a consequence of multiple underlying factors and dysfunction in multiple 

organ systems. 

 

Geriatrics  

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

and services. 

 

Gerontology  

The study of the social, psychological and biological aspects of ageing. 

 

Health 

A state of complete physical, mental and social well-being, and not merely the absence of disease or 

infirmity. 

 

Health condition  

An umbrella term for acute or chronic disease, disorder, injury or trauma. 

 

Health inequality  

Differences in health status occurring among individuals or groups or, more formally, the total inter-

individual variation in health for a population, which often considers differences in socioeconomic 

status or other demographic characteristics. 
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Health promotion  

The process of enabling people to increase control over and to improve their health.  

 

Healthy ageing  

The process of developing and maintaining the functional ability that enables well-being in older age. 

 

Impairment  

A loss or abnormality in body structure or physiological function (including mental functions); in this 

report, abnormality is used strictly to refer to a significant variation from established statistical norms 

(that is, deviation from a population mean within measured standard norms). 

 

Informal care  

Unpaid care provided by a family member, friend, neighbour or volunteer. 

 

Institutional care setting  

Refers to institutions in which long-term care is provided; these may include community centres, 

assisted living facilities, nursing homes, hospitals and other health facilities; institutional care settings 

are not defined only by their size. 

 

Integrated health services  

Integrated health services are managed and delivered in a way that ensures people receive a continuum 

of services including health promotion, disease prevention, diagnosis, treatment, disease-management, 

rehabilitation and palliative care at different levels and sites within the health system, and that care is 

provided according to their needs throughout their life-course. 

 

Intrinsic capacity  

The composite of all the physical and mental capacities that an individual can draw on. 

 

Lifelong approach  

This considers the underlying biological, behavioural and psychosocial processes that operate across 

the life-course, which are shaped by individual characteristics and by the environments in which we 

live. 

 

Life expectancy (at birth)  

The average number of years that a newborn baby would be expected to live if he or she is subject to 

the age-specific mortality rate during a given period. 

 

Longevity  

How long people live. 

 

Long-term care  

The activities undertaken by others to ensure that people with a significant ongoing loss of intrinsic 

capacity can maintain a level of functional ability consistent with their basic rights, fundamental 

freedoms and human dignity. 
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Mobility  

Moving by changing body position or location, or by transferring from one place to another; by carrying, 

moving or manipulating objects; by walking, running or climbing; and by using various forms of 

transportation. 

 

Multimorbidity  

The co-occurrence of two or more chronic medical conditions in one person.  

 

Noncommunicable diseases  

Diseases that are not passed from person to person; the four main types of noncommunicable diseases 

are cardiovascular diseases (such as heart attacks and stroke), cancers, chronic respiratory diseases 

(such as chronic obstructive pulmonary disease and asthma) and diabetes. 

 

Old  

A social construct that defines the norms, roles and responsibilities that are expected of an older person; 

it is frequently used in a pejorative sense. 

 

Older person  

A person whose age has passed the median life expectancy at birth. 

 

Out-of-pocket expenditure  

Payments for goods or services including (i) direct payments, such as payments for goods or services 

that are not covered by any form of insurance; (ii) cost sharing – that is a provision of health insurance 

or third party payment that requires the individual who is covered to pay part of the cost of the health 

care received; and (iii) informal payments, such as unofficial payments for goods and services, that 

should be fully funded from pooled revenue. 

 

People-centred services  

An approach to care that consciously adopts the perspectives of individuals, families and communities, 

and sees them as participants as well as beneficiaries of health care and long-term-care systems that 

respond to their needs and preferences in humane and holistic ways; ensuring that people-centred care 

is delivered requires that people have the education and support they need to make decisions and 

participate in their own care; it is organized around the health needs and expectations of people rather 

than diseases. 

 

Population ageing  

A shift in the population structure whereby the proportion of people in older age groups increases. 

 

Reasonable accommodation  

The necessary and appropriate modifications and adjustments that can be made without imposing a 

disproportionate or undue burden to ensure that older people with reduced functional ability can enjoy 

and exercise all human rights and fundamental freedoms on an equal basis with others. 

 

Rehabilitation  

A set of measures aimed at individuals who have experienced or are likely to experience disability to 

assist them in achieving and maintaining optimal functioning when interacting with their environments. 



WPR/RC71/5 

page 61 

 

Annex 

 

 

Risk factor 

An attribute or exposure that is causally associated with an increased probability of a disease or injury. 

 

Self-care (or self-management)  

Activities carried out by individuals to promote, maintain, treat and care for themselves, as well as to 

engage in making decisions about their health. 

 

Social care (services)  

Assistance with the activities of daily living (such as personal care, maintaining the home). 

 

Social innovation 

A community-engaged process that links social change and health improvement, drawing on the diverse 

strengths of local individuals and institutions.  

 

Social network  

An individual’s web of kinship, friendship and community ties. 

 

Social participation  

May take different forms, including informing people with balanced, objective information, consulting 

the community to gain feedback from the affected populations, involving or working directly with 

communities, collaborating by partnering with affected communities in each aspect of decision-making, 

including the development of alternatives and identification of solutions, and empowering communities 

to retain ultimate control over key decisions that affect their well-being.  

 

Social protection  

Programmes to reduce deprivation that arises from conditions such as poverty, unemployment, old age 

and disability. 

 

Social security  

Includes all measures providing benefits, whether in cash or in kind, to secure social protection. 

 

Well-being  

A general term encompassing the total universe of human life domains, including physical, mental and 

social aspects, that make up what can be called a “good life”. 
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Appendix. Summary of relevant WHO guidance and recommendations 

for older adults  

Immunization 

WHO recommended vaccines for older adults include: 

• Seasonal influenza: Older adults (65 years and older) are considered at one of the at risk groups 

that should receive immunization for seasonal influenza (149) 

• Tick-borne encephalitis: People over the age of 50 years are more susceptible to severe tick-

borne encephalitis and should be immunized in highly endemic settings (150) 

• Pneumococcal: Some Western Pacific countries have adopted pneumococcal vaccine in the 

routine immunization for older adults. WHO is developing guidance on the use of 

pneumococcal vaccine for older adults (151). 

 

Hepatitis 

The Western Pacific Region bears one third of the global death toll from viral hepatitis, mainly from 

cirrhosis and liver cancer attributable to hepatitis (152). Available data from high-income settings 

suggest that the prevalence of hepatitis C antibodies is higher among older adults (153–156). Likewise, 

data from China, the Philippines and Viet Nam indicate that hepatitis B prevalence increases by age, 

mainly among those born after the 1990s when universal childhood hepatitis B vaccination started in 

most countries (157–159). In Asia, hepatitis B and C transmission is primarily driven by injection drug 

use, unscreened blood and blood products and a cumulative lifetime risk of unsafe injections in health 

and non-health settings (160,161). 

 

In geographic areas with intermediate and high prevalence of hepatitis B and C, routine testing of 

hepatitis B and C may be considered upon routine check-up in accordance with WHO guidelines (162). 

Finally, WHO recommends hepatitis B vaccination of people at high risk of hepatitis B in older age 

groups, resources permitting (163).  

 

Tuberculosis  

Tuberculosis (TB) is one of the top 10 causes of death worldwide and the leading cause of death from 

a single infectious agent (164). TB remains a major public health challenge in the Western Pacific 

Region. In 2018, an estimated 1.8 million people developed TB in the Region and 97 000 died (164). 

 

In 2018, one in five of notified cases of TB in the Western Pacific Region were people 65 years of age 

and older, which is well above the global average of one in nine (11% ) (Fig. A1) (164). TB rates among 

older men are particularly high in countries such as Cambodia, China, the Lao People’s Democratic 

Republic, Malaysia, the Philippines and Viet Nam (164). Moreover, people with compromised immune 

systems, including older adults, are at higher risk of poor outcomes from TB treatment, such as relapse 

and death, especially when treatment is delayed (165). 
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Fig. A1. Number of TB case notifications and TB case notification rate in the Western Pacific 

Region, 2014 – 2018, by age group and sex 

 
Source: World Health Organization, Global Tuberculosis Report 2019.  

 

As such, the systematic screening for active TB among people in selected risk groups including older 

adults in settings where the TB prevalence of the general population is 100/100 000 population or higher 

has been suggested as a conditional recommendation in the WHO (2013) guidelines (165). Recognizing 

differences in screening capacity, countries are encouraged to conduct systematic screening for active 

TB following the WHO recommendations for the systematic screening for active tuberculosis (165).  

 

Oral care 

Oral diseases are the most common NCDs and affect people throughout their lives, causing pain, 

discomfort, disfigurement and even death (166). Most older adults worldwide experience significant 

tooth loss. This is a significant concern in the Western Pacific Region (Table A1):   

 

Table A1: Percentage of people with no teeth (edentulousness) in various countries 

Country Age (year) Percentage of people 

with no teeth  

China (167) ≥ 75 33 

Japan (66) ≥ 75 14 

New Zealand (168) ≥ 75 29 

Malaysia (169) 75 53 

Singapore (170) ≥ 60 31 

 

Tooth loss has significant physical and mental health implications. Reduced chewing ability can 

contribute to poor nutrition (171). Tooth loss has also been associated with loss of self-esteem, social 

difficulties and, ultimately, a diminished quality of life (172). There is also evidence that tooth loss is 

associated with greater risk of cognitive impairment and developing dementia (173–176). Ultimately, 

tooth loss contributes to increased risk of mortality (172,177,178). 
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Maintaining good oral health is critical. Oral health professionals in the community may consider 

(1) screening for losses in intrinsic capacity such as chewing difficulty and pain or discomfort in the 

oral cavity (2) assessment of domains of primary health-care, (3) assessment and management of 

associated conditions and disease; and (4) assessment and management of social care needs. Experience 

in Japan suggests that lifelong multisectoral health promotion can significantly improve the oral health 

of older adults (see case study). 

 

Dementia  

Dementia is a significant cause of disability and dependency among older adults. In the Western Pacific 

Region, 16 million people were living with dementia in 2015, which represented a 45% increase since 

2006 (179). In 2015, an estimated 622 285 deaths (nearly 5% of total deaths in the Region) were 

attributable to dementia (179). 

 

The WHO Global Action Plan on the Public Health Response to Dementia 2017–2025 emphasizes the 

need to integrate health and social care approaches and align actions with ongoing strategic 

developments in mental health, NCDs and ageing (180). The Plan provides a comprehensive blueprint 

for action – for policy-makers, international, regional and national partners, and WHO – in areas such 

as (1) increasing awareness of dementia and establishing dementia-friendly initiatives, (2) reducing the 

risk of dementia, (3) diagnosis, treatment and care, (4) research and innovation, as well as (5) support 

for dementia caregivers. It also highlights the importance of respecting the human rights of people living 

with dementia when developing plans and implementing them.  

 

The risk of dementia can be reduced by addressing modifiable risk factors including physical activity, 

tobacco cessation, healthy and balanced diet as well as management of hypertension and diabetes (181). 

 

WHO also provides technical guidance for the assessment, management and follow-up of people with 

dementia including: (a) the WHO Integrated Care for Older People guidelines (87), (b) the WHO 

Integrated care for older people handbook (182) and (c) the WHO Mental Health Gap Action 

Programme (118).  
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