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1.1 INTRODUCTION 

 

 Geriatric care is the care of older adults based on the specialized body of 

knowledge of gerontology. The health care professional approaches the older adult 

patient with a whole-person (physical, psychological and socioeconomic) perspective. 

Assisted living facilities (ALFs) are designed to provide housing and personalized 

health care. There has been a tremendous growth in the ALFs growth during the 1990s. 

More than 500,000 people live in the ALFs, and this number is expected to grow rapidly 

as our population ages. It mainly focuses on caring for more frail people with 

significant medical needs. The services provided by ALFs include 24-hour staffing to 

provide oversight to meet the scheduled and unscheduled needs of residents, social 

services, housekeeping and laundry, recreation and meals, assistance with ADL, health-

related services and transportation.   

 

1.2 OLD AGE HOMES 

 

 Old age home sometimes called a retirement home or old people's 

home although this term can also refer to a nursing home  is a multi-residence housing 

facility intended for senior citizens. Typically, each person or couple in the home has 

an apartment-style room or suite of rooms. Additional facilities are provided within the 

building. This can include facilities for meals, gatherings, recreation activities, and 

some form of health or hospice care. A place in an old age home can be paid for on 

a rental basis, like an apartment, or can be bought in perpetuity on the same basis as 

a condominium.  

 An old age home differs from a nursing home primarily in the level of medical 

care given. Old age communities, unlike retirement homes, offer separate and 

autonomous homes for residents. A retirement home is also for people who can't look 

after their parents or someone in the house. 

1.2.1LIST OF OLD AGE HOMES IN INDIA 

 Aram Ghar, Hyderabad-500252 (Head Office: Indian Council of Social 

Welfare, Red Hills, and Hyderabad. 

 Association for the Care of the Aged: 16-1-21, Digumarthi Ramaswami Marg, 

Maharanipeta, Vishakapatnam. 

 Dr. Ambedkar Dalithavarg Abhivruddisangam: 16/382, Gajula Street, Masapet, 

Cuddapah. 

 The Delhi Christian Friend in Need Society, Home for the Aged, Fatehpur Beri, 

New Delhi. 

https://en.wikipedia.org/wiki/Nursing_home
https://en.wikipedia.org/wiki/Old_age
https://en.wikipedia.org/wiki/Apartment
https://en.wikipedia.org/wiki/Health_care
https://en.wikipedia.org/wiki/Hospice_care
https://en.wikipedia.org/wiki/Renting
https://en.wikipedia.org/wiki/Condominium_(housing)
https://en.wikipedia.org/wiki/Nursing_home
https://en.wikipedia.org/wiki/Retirement_community
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 Aid The Aged, 1492, 17th A Main Road, II Phase, J.P.Nagar, Bangalore. 

 Bishop Gnanadason Memorial Anpu Nilayam, Anpu Nilayam Building, 

L.M.S.Compound, Cheruvarakonam, Parassal 

 Anbaham, CSI home for the aged, Beasant Avenue, Adyar, Chennai. 

 

1.2.2 AIMS & OBJECTIVES 

 Majority of the old age homes in India not only provide services that assist them 

to live in a secured and supervised environment but also indulge them into many 

activities of the old age homes such as gardening, maintenance, teaching children etc. 

few of the essential activities are as follows, 

 To help needy aged (any person of either sex above 60 years), irrespective of 

caste or creed. 

 For the above purpose and or in pursuance thereof to undertake, execute, 

support and assist any programme(s) or project(s) with no profit motive 

designed, to provide – 

o Food, shelter and clothing for needy aged. 

o Medical care and other activities like Yoga and physical exercises to 

improve the health of the aged. 

o Educational & recreational facilities to the aged and provide facilities 

for them to lead a religious & meditative life. 

 To promote National Integration and Unity of the Country 

 To promote self confidence and spirit of self reliance among the aged to enable 

them to acquire necessary skills and guide them to achieve excellence in their 

fields of activity. 

 To publish books, newspapers, journals, brouchers, pamphlets etc., to achieve 

the objectives of the old age home. 

 To establish Model School providing education up to 10th Class to the children 

of the poor and economically backward communities around the area, including 

training in other crafts, enabling them to earn their livelihood after they leave 

the school and prove to be better citizens. 

 To encourage the aged population to actively participate in the social services 

which may be sponsored for the upliftment of villages, even by accepting aid 

from National & International Philanthropic Agencies? 
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 To encourage in maintaining agriculture and Diary farm within the old age 

home. 

 To do all such things as are incidental or conducive to the attainment of the 

objectives or any of them. 

1.2.3 FACILITIES IN THE OLD AGE HOME 

 

1. Relief from home maintenance: All these years, they worked hard for rearing their 

children. Now when they are in a position to earn, may be more than what their parents 

earned in their younger years they tend to neglect them. So, the old aged homes provide 

the aged groups utmost relief from all these responsibilities and they can just relax and 

spend the later part of the life comfortably. 

 

2. Maximum independence in life: Almost all the old age homes in India are fully 

aware of the necessity of being independent in retirement years. For this reason, they 

arrange the facilities like outdoor and indoor transportation. This makes sure that you 

are not dependent on your friends for shopping or any such task. 

 

3. Entertainment facilities: The residents are offered numerous activities to entertain 

themselves in all the old aged homes in India. Here, they are entitled to the facilities 

like outdoor game arrangements, a library, mini auditorium, a Satsang Bhavan and 24-

7 access to the Internet. All these amenities are there to make sure that you are enabled 

to take good care both of mental and physical health of the geriatric populations. 

 

4. Great way to beat extreme weather: The pangs of extreme climate are sure to have 

its toll on the health and if they feel that aged ones may need extra care and protection 

during this time, especially in the months from November to April they are provided. 

The warmth and care the home offers for a few months would definitely feel good to 

be in the company of people of their own age. 

 

5. Utmost protection to life: Studies show that lack of security is one among the most 

difficult situations in the elderly face in life. And, the best way to avoid this trouble is 

becoming a resident of any of the old age homes in India. They are offered the 

following facilities such as: 

• A home which is guarded 24/7 by well-trained security personnel 

• CCTV installations to monitor undesirable activities 

• The facility to supervise the property. This helps them to stay safe from greedy  
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1.3 NCD (Non Communicable Diseases) CLINICS 

 

1.3.1 OBJECTIVES 

o To provide an easy access to promotional, preventive, curative and 

rehabilitative services to the elderly through community based primary health 

care approach. 

o To identify health problems in the elderly and provide appropriate health 

interventions in the community with a strong referral backup support.  

o To build capacity of the medical and paramedical professionals as well as the 

care-takers within the family for providing health care to the elderly.  

o To provide referral services to the elderly patients through district hospitals, 

regional medical institutions to prevent non communicable diseases as CAD, 

hypertension, diabetes, obesity etc. 

o Convergence with National Rural Health Mission, AYUSH and other line 

departments like Ministry of Social Justice and Empowerment. 

1.3.2 STRATEGIES OF NCD CLINIC 

 

1.3.2.1 Core Strategies: 

 Community based primary health care approach including domiciliary visits by 

trained health care workers.  

 Dedicated services at PHC/CHC level including provision of machinery, 

equipment, training, additional human resources (CHC), IEC, etc.  

 Dedicated facilities at District Hospital with 10 bedded wards, additional human 

resources, machinery & equipment, consumables & drugs, training and IEC.  

 Strengthening of tertiary level medical facilities for the Elderly.  

 Information, Education & Communication (IEC) using mass media, folk media 

and other communication channels to reach out to the target community.  

 Continuous monitoring and independent evaluation of the Programme and 

research in Geriatrics and implementation. 

1.3.2.2 Supplementary Strategies: 

 Promotion of public private partnerships in Geriatric Health Care.  

 Mainstreaming AYUSH – revitalizing local health traditions, and convergence 

with programmes of Ministry of Social Justice and Empowerment in the field 

of geriatrics.  

 Reorienting medical education to support geriatric issues. 

1.3.2.3 NATIONAL NCD CELL 

      i. Tertiary level 

      ii. District hospital: daily geriatric clinics 

      iii. CHC/PHC- geriatric clinics on fixed days 
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      iv. Sub centre- home based care 

 

1.4 HOSPICES 

 

 Hospice services are a dignified alternative to the chaos of the acute care setting 

when a patient with an end-stage disease is not expected to live long. Hospice is a 

program of supportive and palliative services for dying patients and their families that 

includes physical, psychological, social and spiritual dimensions of care. Under 

Medicare and Medicaid, all needed medical and nursing services are provided to keep 

the patient as pain free and comfortable as possible. The family must agree to assist in 

the care of the patient, and services are brought into the home as needed. Hospice care 

may also be incorporated into the care of the residents in long term care facilities and 

include care for end-stage dementia. 

 

 Hospice services that are provided in a person’s home are also rated via the 

OASIS system. Although this system can be very cumbersome and time consuming in 

hospice care because of the many care providers involved, it can serve as an excellent 

tool with which nurses can assess the effects of particular services on patient outcomes.  

 

 Home care and hospice nurses are in unique position to facilitate early 

discussions about a patient’s wish and goals at the end of life. Too often discussing 

about the end-of-life care is postponed until a crisis situation occurs, making it difficult 

or impossible for the patient to be an active participant in the discussion. Home health 

nurses can assist the patient and the family with identifying available options and 

initiating conversation about preparing an end of life plan.  

 

1.5 NURSING HOME FOR ELDERLY 

 

A nursing home, convalescent home, skilled nursing facility (SNF), care home, rest 

home or intermediate care provides a type of residential care. It is a place of residence 

for people who require continual nursing care and have significant difficulty coping 

with the required activities of daily living. Nursing aides and skilled nurses are usually 

available 24 hours a day. Residents include the elderly and younger adults with 

physical or mental disabilities. Residents in a skilled nursing facility may also receive 

physical, occupational, and other rehabilitative therapies following an accident or 

illness. Some nursing homes assist people with special needs, such 

as Alzheimer patients. Residents may have specific legal rights depending on the 

nation the facility is in. 

 

https://en.wikipedia.org/wiki/Residential_care
https://en.wikipedia.org/wiki/Nursing
https://en.wikipedia.org/wiki/Activities_of_daily_living
https://en.wikipedia.org/wiki/Elderly
https://en.wikipedia.org/wiki/Disability
https://en.wikipedia.org/wiki/Alzheimer
https://en.wikipedia.org/wiki/Nursing_home_residents%27_rights
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1.5.1 NURSING HOME STAFF 

 In most jurisdictions, nursing homes are required to provide enough staff to 

adequately care for residents. In the U.S., for instance, nursing homes must have at 

least one registered nurse available for at least 8 straight hours a day throughout the 

week, and at least a licensed practical nurse on duty 24 hours per day. 

1.5.1.1 Administration 

 Once a patient has moved into the nursing home, their relatives may not have 

significant contact with the administration team, unless there are specific concerns that 

arise. Depending on the size of the nursing home, the administration staff may be very 

small, consisting of only a handful or people, or it may have dozens of staff responsible 

for individual departments (i.e., accounting, human resources, etc.). In most countries, 

nursing home administrators are required to be licensed to run nursing facilities. 

1.5.1.2 Direct care staff 

 

 

The direct care staff has direct, daily contact with the patient. This includes physicians, 

registered licensed practical nurses and nursing assistants. 

 

https://en.wikipedia.org/wiki/Registered_nurse
https://en.wikipedia.org/wiki/Licensed_practical_nurse
https://en.wikipedia.org/wiki/Accounting
https://en.wikipedia.org/wiki/Human_resources
https://en.wikipedia.org/wiki/Licensed_practical_nurse
https://en.wikipedia.org/wiki/File:Nursing_home_corridor.JPG
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1.5.1.3 Support personnel 

 Some staff members focus solely on caring for the buildings and grounds. 

Custodians, maintenance staff, and groundskeepers, for example, keep the inside and 

outside of the building in clean working order. 

 Additional support personnel also include people who may have some contact 

with the patient in the nursing home, but it may not be daily or even regularly. For 

example, nursing homes may have an activities director who is responsible for planning 

and implementing holiday events, daily and weekly educational and social activities, 

coordinating special visitors and religious services. Larger facilities may have multiple 

staff members, such as chaplains or activity assistants, who take on some of those roles. 

Physical therapy staff may also be available, depending on the home. 

1.5.2 SERVICES 

 Nursing homes offer the most extensive care a person can get outside a hospital. 

Nursing homes offer help with custodial care like bathing, getting dressed, and eating—

as well as skilled care given by a registered nurse and include medical monitoring and 

treatments. Skilled care also includes services provided by specially trained 

professionals, such as physical, occupational, and respiratory therapists. 

 The services nursing homes offer vary from facility to facility. Services can 

include: 

 Room and board 

 Monitoring of medication 

 Personal care (including dressing, bathing, and toilet assistance) 

 24-hour emergency care 

 Social and recreational activities 

1.5.2.1 Occupational therapy 

 Some individuals that are housed in a nursing home require 

ongoing occupational therapy. Occupational Therapists "promote the health and 

participation of people, organizations, and populations through engagement in 

occupation" These specialists provide intervention in areas of occupation such as: 

activities of daily living (such as bathing, dressing, grooming; instrumental activities 

of daily living (home and financial management, rest and sleep, education, work, 

play, leisure) and social participation.  

 They also develop and implement health and wellness programs to prevent 

injuries, maintain function, and improve safety of residents. For example, Occupational 

Therapists can take a leadership role in developing and implementing programs to 

https://en.wikipedia.org/wiki/Chaplain
https://en.wikipedia.org/wiki/Occupational_therapy
https://en.wikipedia.org/wiki/Bathing
https://en.wikipedia.org/wiki/Personal_grooming
https://en.wikipedia.org/wiki/Financial_management
https://en.wikipedia.org/wiki/Education
https://en.wikipedia.org/wiki/Leisure
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educate clients on compensatory techniques for low vision, customized exercise 

programs, or strategies to prevent falls. Occupational therapy practitioners may also 

consult with other staff within the facility or in the community on a variety of topics 

related to increasing safe engagement in activities. Occupational therapy practitioners 

can provide a variety of services to short- and long-term residents of a SNF. Based on 

a client-centered evaluation, the occupational therapist, the client, caregivers, and/or 

significant others develop collaborative goals to identify strengths and deficits and 

address barriers that hinder occupational performance in multiple areas. The 

intervention plan is designed to promote a client’s optimal function for transition to 

home, another facility, or long-term care. 

1.5.2.2 Physical therapy 

 Some of the individuals that are housed in a nursing home need 

ongoing physical therapy. This can be for any number of reasons. Perhaps a person has 

motor skills that never fully developed or have stopped functioning for some reason. 

Perhaps an individual has undergone a surgery or medical procedure that requires some 

manner of physical restitution on a personal level. Nursing homes offer specialists that 

are well versed in the field of rebuilding muscle or helping one regain their confidence 

when it comes to doing something physical. This is one of the most common therapies 

that are done in these nursing homes. 

1.5.2.3 Medical needs 

 Nearly all residents in a nursing home have some type of medical need, ranging 

from basic care requirements to more specialized needs. Most nursing facilities are 

equipped to deal with most general medical needs likely to emerge. Most of the staff 

will have ample training in how to deal with patients with specific needs. In fact, the 

staffs that interact daily with the patients are normally registered nurses, who have 

spent years training for all contingent situations that they may encounter in a nursing 

home. 

1.5.2.4 Regulations and oversight 

 In most countries, there is a degree of government oversight and regulation over 

the nursing home industry. These regulatory bodies are usually tasked with ensuring 

patient safety for the residents and improving the standard of care. In the U.S. Centers 

for Medicare and Medicaid Services ensures that 

every Medicare and Medicaid beneficiary receives seamless, high-quality health care, 

both within health care settings such as nursing homes, and among health care settings 

during care transitions. 

https://en.wikipedia.org/wiki/Physical_therapy
https://en.wikipedia.org/wiki/Centers_for_Medicare_and_Medicaid_Services
https://en.wikipedia.org/wiki/Centers_for_Medicare_and_Medicaid_Services
https://en.wikipedia.org/wiki/Medicare_(United_States)
https://en.wikipedia.org/wiki/Medicaid
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 To ensure that nursing homes meet the necessary legal standards, the authorities 

conduct inspections of all nursing home facilities. This process plays a critical role in 

ensuring basic levels of quality and safety by monitoring nursing home compliance 

with the national legal requirements. Surveyors will conduct on-site surveys of certified 

nursing homes on average every 12 months to assure basic levels of quality and safety 

for beneficiaries. The authority might also undertake various initiatives to improve the 

effectiveness of the annual nursing home surveys, as well as to improve the 

investigations prompted by complaints from consumers or family members about 

nursing homes. 

 

1.6 HOME CARE 

 

 Home care is often used as a means to prevent hospitalization for frail, elderly 

outpatients or to shorten a hospital stay. It can also be used as a high-tech substitute for 

hospitalization and can include the use of intravenous therapy and other therapies 

previously delivered in the acute care setting. Home health care was the area of U.S 

health care that saw the most rapid growth in the 1990s and by the end of the 1990s it 

had come to represent almost one tenth of the total Medicare budget. Rather than 

viewing home health care as a means of controlling of health care costs, the Federal 

government’s centers Medicaid and Medicare services (CMS), formerly the Health 

Care Financing Administration (HCFA), devised plans to limit the growth of home 

health care services. The first system put into place to accomplish decreased allocations 

for home health was called the Prospective Payment System (PPS) for home care 

implemented in 2000. Later, came a means of quantifying needed home care, called the 

Outcome and Assessment Information Set (OASIS). The OASIS rates individual 

consumers of home health care in terms of their ability to perform activities of daily 

living (ADLs) and instrumental activities of daily living (IADLs). Nursing care and 

rehabilitation services requiring the expertise of a registered nurse and other health 

professionals were traditionally paid for by Medicare. With the advent of the PPS, 

limits on reimbursement may mean consideration of alternative means of 

reimbursement for such services, including Private Pay and Health Insurance Products 

(HCFA). 

 

 



Odisha State Open University, Sambalpur  Page 11 
 

1.7 RESPITE CARE 

 

 Respite care is planned or emergency temporary care provided to caregivers of 

a child or adult. Respite programs provide planned short-term and time-limited breaks 

for families and other unpaid care givers of children with a developmental delay and 

adults with an intellectual disability in order to support and maintain the primary care 

giving relationship. Respite also provides a positive experience for the person receiving 

care. The term "short break" is used in some countries to describe respite care. 

 Even though many families take great joy in providing care to their loved ones 

so that they can remain at home, the physical, emotional and financial consequences 

for the family caregiver can be overwhelming without some support, such as respite. 

Respite provides a break for the family caregiver, which may prove beneficial to the 

health of the caregiver. 60% of family caregivers age 19-64 surveyed recently by 

the Commonwealth Fund reported fair or poor health, one or more chronic conditions, 

or a disability, compared with only 33% of non caregivers. 

 Respite has been shown to help sustain family caregiver health and well being, 

avoid or delay out-of-home placements, and reduce the likelihood of abuse and neglect. 

An outcome based evaluation pilot study showed that respite may also reduce the 

likelihood of divorce and help sustain marriages.  

 Respite care or respite services are also a family support service, and in the US 

is a long-term services and support (LTSS) as described by the Consortium of Citizens 

with Disabilities in Washington, DC as of 2013. There are many organizations in the 

UK and Worldwide that help and support with Respite Care. 

 

1.7.1 MODELS OF RESPITE CARE 

 There are various models for providing respite care. 

1.7.1.1 In-home respite 

 In-home care is popular for obvious reasons. The temporary caregiver comes to 

the regular care receiver’s home, and gets to know the care receiver in his or her normal 

environment. The temporary caregiver learns the family routine, where medicines are 

stored, and the care receiver is not inconvenienced by transportation and strange 

environments. In this model, friends, relatives and paid professionals may be used. 

Depending on the state, Medicaid or Medicare may be used to help cover costs. 

https://en.wikipedia.org/wiki/Caregiver
https://en.wikipedia.org/wiki/Commonwealth_Fund
https://en.wikipedia.org/wiki/Family_support
https://en.wikipedia.org/wiki/Medicaid
https://en.wikipedia.org/wiki/Medicare_(United_States)
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Respite (In-Home) Services means intermittent or regularly scheduled temporary non-

medical care (which can be health care financed) and/or supervision provided in the 

person's home. In-Home Respite services are support services which typically include: 

 Assisting the family members to enable a person with developmental disabilities to 

stay at home 

 Providing appropriate care and supervision to protect that person's safety in the 

absence of a family member 

 Relieving family members from the constantly demanding responsibility of 

providing care 

 Attending to basic self-help needs and other activities that would ordinarily be 

performed by the family member 

1.7.1.2 Respite (Out-of-Home) Services 

 Respite services are provided in the community at diverse sites, and by service 

providers which operate licensed residential facilities or bill under a category called 

respite. Respite services typically are obtained from a respite vendor, by use of 

vouchers and/or alternative respite options. Vouchers are a means by which a family 

may choose their own service provider directly through a payment, coupon or other 

type of authorization. For more information about respite services contact your regional 

center representative. 

1.7.1.3 Respite and community 

 Respite is an early service from the 1950s in which parents sought funding from 

the government for payments for specialized child care, called respite provided by the 

parent organizations themselves. Professional models of respite developed in the 1970s 

included community recreation options for the adults (e.g., at Ys, neighborhood 

centers, run and walks) as the parents had a "respite" or break from care giving. The 

state of New York has over 950 service providers in intellectual disabilities alone as of 

the mid-2000s. 

1.7.1.4 Group homes and respite 

 Many parents wished to have a designated facility to drop off their child for 

"respite" (e.g., weekend), which in institutional days is a role state governments played 

before it was recognized that the child had rights of their own. States did fund and 

develop community respite centers (small homes), and also designate places in group 

homes for respite, including innovative friends of the home in conjunction with the 

private, non-profit sector. 
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1.7.1.5 Specialized facility 

 Another model uses a specialized, local facility where the care receiver may 

stay for a few days or a few weeks. The advantage of this model is that the specialized 

facility will probably have better access to emergency facilities and professional 

assistance if needed. 

1.7.1.6 Emergency respite 

There may be the need for respite care on an emergency basis. When using "planned" 

emergency care, the caregiver has already identified a provider or facility to call in case 

there is an emergency. Many homecare agencies, adult day care, health centers, and 

residential care facilities provide emergency respite care. 

1.7.1.7 Sitter-companion services 

Sitter-companion services are one of about 6 different innovative community 

approaches or models to respite care which were developed internationally. They are 

all paid services in the US, which are only available to designated "clients" of the 

service systems. 

They are sometimes provided by local civic groups, the faith community and other 

community organizations. A regular sitter-companion can provide friendly respite care 

for a few hours, once or twice a week. Care must be taken to assure that the sitter-

companion is trained in what to do if an emergency occurs while the regular care-giver 

is out of the home. 

1.7.1.8 Therapeutic adult day care 

Therapeutic adult daycare may provide respite care during business hours five days a 

week. However, in some instances, this care may also be provided 24 hours a day. 

Usually, these are facilities for designated clients only, and not related to family support 

services other than any specialized service is considered a family support to the family 

which desires it. However, this group is involved in also trying to reinstitutionalize 

children which they also term a support to the parents as do the parents involved. 
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1.8 INDEPENDENT LIVING COMMUNITIES 

 

 Independent living is simply any housing arrangement designed exclusively for 

seniors, generally those aged 55 and over. Housing varies widely, from apartment-style 

living to freestanding homes. In general, the housing is friendlier to older adults, often 

being more compact, with easier navigation and no maintenance or yard work to worry 

about. 

 While residents live independently, most communities offer amenities, 

activities, and services. Often, recreational centers or clubhouses are available on site 

to give seniors the opportunity to connect with peers and participate in community 

activities, such as arts and crafts, holiday gatherings, continuing education classes, or 

movie nights. Independent living facilities may also offer facilities such as a swimming 

pool, fitness center, tennis courts, even a golf course or other clubs and interest groups. 

Other services offered in independent living may include onsite spas, beauty and barber 

salons, daily meals, and basic housekeeping and laundry services. 

 Since independent living facilities are aimed at older adults who need little or 

no assistance with activities of daily living, most do not offer medical care or nursing 

staff. As with regular housing, though, you can hire in-home help separately as 

required. 

1.8.1 OTHER NAMES FOR INDEPENDENT LIVING 

 Retirement communities 

 Retirement homes 

 Congregate care 

 55+ or 62+ communities 

 Active adult communities 

 Senior apartments or senior housing 

 Continuing Care Retirement Community 

1.8.2 TYPES OF INDEPENDENT LIVING FACILITIES AND RETIREMENT 

HOMES 

 

There are many types of independent living facilities, from apartment complexes to 

separate houses, which range in cost and the services provided. 

1.8.2.1 Low-income or subsidized senior housing. In the U.S., there are senior 

housing complexes subsidized by the U.S. Department of Housing and Urban 

Development (HUD) for low-income seniors. 
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1.8.2.2 Senior apartments or congregate care housing. These are apartment 

complexes restricted by age, usually 55 and older. Rent may include community 

services such as recreational programs, transportation services, and meals served in a 

communal dining room. 

1.8.2.3 Retirement homes/retirement communities. Retirement communities are 

groups of housing units restricted for those over a certain age, often 55 or 62 and older. 

These housing units can be single-family homes, duplexes, mobile homes, townhouses, 

or condominiums. If you decide to buy a unit, additional monthly fees may cover 

services such as outside maintenance, recreation centers, or clubhouses. 

1.8.2.4 Continuing Care Retirement Communities (CCRCs). If you or your spouse 

are relatively healthy now, but anticipate significant health problems down the line, 

you may want to consider a CCRC. These facilities offer a spectrum of care from 

independent living to nursing home care in the same community. If residents begin to 

need help with activities of daily living, for example, they can transfer from 

independent living to an assisted living or skilled nursing facility on the same site. The 

main benefit of a CCRC is that you only need to relocate once to a new environment 

and can maintain your independence for as long as possible. 

 

1.9 CARE OF AN ELDERLY PATIENT WITH ALZHEIMER’S DISEASE, 

DEMENTIA, DELIRIUM AND DEPRESSION 

 

 Although Alzheimer’s disease is the focus of this nursing management 

discussion, the interventions described will apply to all patients with dementia as well. 

Nursing interventions are aimed at maintaining the patient’s physical safety, reducing 

anxiety and agitation, improving communication, promoting independence in self-care 

activities, providing needs for socialization. 

 

1.9.1 Supporting cognitive function 

 As the patient’s cognitive ability declines, the nurse provides calm, predictable 

environment that helps the person interpret his or her surrounding and activities. 

1.9.2 Promoting physical safety 

 A safe environment allows the patient to move about as freely as possible and 

relieves the family constant worry about safety. To prevent falls and injuries, all 

obvious hazards are removed. 
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1.9.3 Reducing anxiety and agitation 

 Despite profound cognitive losses, the patient, will at times, be aware of his or 

her diminishing abilities. The patient will need constant emotional support that 

reinforces a positive self-image. When losses of skills occur, goals are adjusted to fit 

the patient’s declining ability. 

1.9.4 Improving communication 

 To promote the patient’s interpretation of messages, the nurse remains 

unhurried and reduces noises and distractions. The nurse uses clear and easy-to 

understand sentences to convey messages, because the patient frequently forgets the 

meaning of words or has difficulty organizing and expressing thoughts.    

1.9.5 Promoting independence in self-care activities 

 Physiological changes make it difficult to maintain physical independence. The 

nurse should help the patient to remain functionally independent for as long as possible. 

One way to do this is to simplify daily activities by organizing them into short, 

achievable steps so that the patient experiences a sense of accomplishment. 

1.9.6 Providing for socialization and intimacy needs 

 Visiting with old friends can be comforting, visits, letters and phone calls are 

encouraged. 

1.9.7 Promoting adequate nutrition 

 Meal time can be a pleasant, social occasion or a time of upset and distress, so 

it should be kept in simple and calm, without confrontation. The patient will prefer 

familiar foods that are appetizing and taste good. 

1.9.8 Promoting balanced activity and rest 

 Many of the patient’s exhibits sleep disturbance, wandering and behaviors that 

may be deemed inappropriate. They mostly occur when the needs are unmet. It is 

imperative that the care givers seek to learn the needs of the patient. 

 

1.10 SUMMARY 

 

 Assisted living facilities (ALFs) are typical residential units maintained by 

governmental and nongovernmental organizations where the old age people are taken 

care providing them the services of medical, surgical, nutrition, rehabilitation. They 

also engaged in the maintenance of the old age home so that it serves as a method of 

diversion. 
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1.11 CHECK YOUR PROGRESS 

 

1.11.1 Objective type questions 

1. Gerontological nursing is the care of ………………… 

2. ALFs are designed to provide ………………..to elderly. 

3. Old age home is also known as ………………. 

4. The facilities provided by the old age home are medical, surgical, nutrition and 

……………… 

5. The old age home allows the aged to exhibit ………………..in life. 

6. The elderly people require extra medical care during the months of 

…………….to……… 

7. NCD means……………………….. 

8. The referral services of the elderly patients are to ………………….. 

9. Hospice care refers to …………………disease management. 

10. Alzheimer’s disease results in decline of ……………………. 

1.11.2 Short answer questions 

1. Briefly explain about nursing home care? 

2. Elaborate in detail about the old age home along with the functions? 

3. Write in detail about the functioning of NCD clinic at various levels? 

4. What is a nursing home? Entail on the services provided by them? 

1.11.3 Essay questions 

1. Define gerontological nursing? Discuss the various assisted living facilities for 

the elderly? 

2. Define alzheimer’s disease? Explain the nursing care of an elderly patient 

admitted with alzheimer’s disease?  

1.11.4 Answers to objective type questions 

    1. Older adults. 

2. Health care 

3. Retirement homes 

4. Rehabilitation 

5. Independence 
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6. November, April 

7. Non communicable disease clinic 

8. District hospitals 

9. End-stage 

10. Cognitive functions 

 

1.12 Key Terms 

 

 Old age: it is the period of life towards the end of the life. 

 Hospice care: Hospice care is a type of care and philosophy of care that 

focuses on the palliation of a chronically ill, terminally ill or seriously ill 

patient's pain and symptoms, and attending to their emotional and spiritual 

needs. 

 Assisted living facilities:  is a housing facility for people with disabilities or 

for adults who cannot or chose not to live independently. 

 Nursing home: a small private institution providing residential 

accommodation with health care, especially for elderly people. 

 Alzheimer’s disease’s a chronic neurodegenerative disease that usually starts 

slowly and worsens over time. 

 Dementia is a broad category of brain diseases that cause a long term and 

often gradual decrease in the ability to think and remember that is great 

enough to affect a person's daily functioning 

 Delirium is an acutely disturbed state of mind characterized by restlessness, 

illusions, and incoherence, occurring in intoxication, fever, and other 

disorders. 

 Respite care: a short period of rest or relief from something difficult or 

unpleasant. 
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Unit-2: Health Risks in Old Age  

 

Structure  
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2.1 INTRODUCTION 

 

 The frail elderly frequently experience multiple problems, or syndromes, 

illness, whether acute or chronic, generally results from several factors rather than from 

a single cause. When combined with a decrease in host resistance, these factors lead to 

illness or injury. Although the problems may be 

developed slowly, the onset of symptoms is  

often acute. Furthermore, the presenting 

symptoms may appear in other body symptoms 

before becoming apparent in the affected 

systems. The term”frail” is used to describe 

those elders who are at higher risk of adverse 

health outcomes or geriatric syndromes. There 

are no standard clinical criteria for frailty. 

According to the most widely agreed on 

definition, frail people are those who are more 

vulnerable to significant problems because 

they meet one or more of the following 

conditions: 
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 Being 85 years of age or older 

 Being unable to perform ADLs or IADLs independently. 

 Suffering from multiple chronic diseases. 

 As with specific illnesses, geriatric syndromes are never a normal consequence 

of aging. Early intervention can prevent further complications and help to maximize 

the quality of life for many older people. 

 

2.2 HEALTH RISKS 

 

 According to the Centre for Disease Control (CDC) the common health risks or 

problems in the elderly are, 

 

A. Heart Disease 

 Because of the prevalence of heart disease and cancer among the elderly, many 

American hospitals have developed programs to treat seniors with these particular 

afflictions. Geriatrics is the field of medicine that specializes in treating older adults. 

Cardio geriatrics refers to the branch of healthcare that treats heart disease in older 

adults. Heart disease is common in seniors because as one ages, one's heart muscle 

begins to weaken and change in adverse ways. As the heart ages, one can 

develop arteriosclerosis, or the stiffening of arteries due to the accumulation of fatty 

build-up, or plaque, along the walls of the arteriesm, restricting blood circulation. 

Arteriosclerosis is common to older adults that contribute to congestive heart failure. 

This is the condition defined by the inability of the heart to provide adequate blood 

flow to the body. 

 

https://www.boundless.com/sociology/definition/particular/
https://www.boundless.com/sociology/definition/arteriosclerosis/
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 Congestive heart failure is common, costly, disabling, and potentially deadly. 

In developed countries, around 2% of adults suffer from heart failure. Risk rises with 

age. In developed countries, 6–10% of adults over the age of 65 suffer from congestive 

heart failure. Congestive heart failure increases the risk that one will experience a 

myocardial infarction, or heart attack. 

 

 In a heart attack, blood supply to the heart is interrupted, causing damage to the 

heart muscle. When blood flow is stopped from going to the brain, usually due to a 

blood clot, one suffers from a stroke. Nearly 75 percent of strokes occur in people over 

the age of 65, and the risk of having a stroke more than doubles during each decade 

between the ages of 55 and 85. 

 

B. Cancer 

 

Other than cardiovascular diseases, cancer is the most common, serious illness faced 

by the elderly. While anyone can develop cancer, the risk of getting certain cancers 

increases with age. Breast, colorectal, 

prostate, pancreatic, lung, bladder, and 

stomach cancers are especially linked 

to aging. Cancer can be even more 

difficult to treat in the elderly than in 

younger patients because treatment can 

be stressful on the body. Treating cancer 

involves some combination of radiation, 

chemotherapy, or surgery, all of which 

are more stressful on an aged body than 

a younger body. Recognition of the 

stress that treatment may have on an 

older body limits the options available 

for treatment. 

 

C. Neuropsychological Disorders 

 Older adults are also more susceptible to certain neuropsychological disorders, 

such as dementia and Alzheimer's disease; that are virtually unseen in 

younger populations. Dementia is a serious loss of global cognitive ability in a 

previously unimpaired person—beyond what might be expected from normal aging. It 

may be static—the result of a unique brain injury—or progressive—resulting in long-

term decline due to damage or disease in the body. Dementia is not a single disease, 

but rather a syndrome that is associated with a variety of different diseases, such as 

Alzheimer's. Symptoms of Alzheimer's include confusion, irritability, aggression, 

https://www.boundless.com/sociology/definition/developed-country/
https://www.boundless.com/sociology/definition/aging/
https://www.boundless.com/sociology/definition/population/
https://www.boundless.com/sociology/definition/cognitive/
https://www.boundless.com/sociology/definition/decline/
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mood swings, difficulty with language, and memory loss. Most often, Alzheimer's 

disease is diagnosed in people over the age of 65. In 2006, there were 26.6 million 

sufferers worldwide.  

 Obviously, aging presents serious concerns about health. A person's body is 

more likely to encounter disease as he or she ages. Frequently, pre-existing medical 

ailments are exacerbated by social determinants of health. Social determinants of health 

are the extra-biological factors that influence how individuals experience their own 

health. For example, congestive heart failure does not necessarily kill someone. 

However, the patient with congestive heart failure is most likely going to be put on a 

complicated medication regime. Congestive heart failure combined with dementia—or 

even normal forgetfulness associated with aging—makes adhering to a strict regimen 

difficult for many older adults. The elderly are frequently dependent on younger adults 

for assistance. The types of care to which the elderly have access can have serious 

medical consequences. 

 

2.2.1 HEALTH RISK ASSESSMENT 

 A health risk assessment (also referred to as a health risk appraisal and health 

& well-being assessment) is one of the most widely used screening tools in the field 

of health promotion and is often the first step in multi-component health promotion 

programs. 

 

2.2.1.1 DEFINITION 

 A health risk assessment (HRA) is a health questionnaire, used to provide 

individuals with an evaluation of their health risks and quality of life. Commonly a 

HRA incorporates three key elements – an extended questionnaire, a risk calculation 

or score, and some form of feedback i.e. face-to-face with a health advisor or an 

automatic online report.  

 The Centres for Disease Control and Prevention define a HRA as: “a systematic 

approach to collecting information from individuals that identifies risk factors, 

provides individualised feedback, and links the person with at least one intervention to 

promote health, sustain function and/or prevent disease.”   

 There is a range of different HRAs available for adults and children. Some 

target specific populations. For example, in the US, Medicare HRAs ask seniors about 

their ability to perform daily activities. Medicaid assessments ask questions about 

health-care access, availability of food, and living conditions. Most HRAs capture 

information relating to:  

 Demographic characteristics – age, sex 

 Lifestyle – exercise, smoking, alcohol intake, diet 

https://www.boundless.com/sociology/definition/language/
https://www.boundless.com/sociology/definition/influence/
https://en.wikipedia.org/wiki/Health_promotion
https://en.wikipedia.org/wiki/The_Centers_for_Disease_Control_and_Prevention
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 Personal and family medical history (in the US, due to the current interpretation of 

the Genetic Information Non-discrimination Act, questions regarding family 

medical history are not permitted if there is any incentive attached to taking a HRA) 

 Physiological data – weight, height, blood pressure, cholesterol 

 Attitudes and willingness to change behaviour in order to improve health 

 

The main objectives of a HRA are to:  

 Asses health status 

 Estimate the level of health risk 

 Inform and provide feedback to participants to motivate behaviour change to 

reduce health risks 

 2.2.1.2 USAGE 

The delivery of HRAs has changed over the years in conjunction with advances in 

technology. Initially distributed as paper-based, self-scoring questionnaires through on-

site workplace health promotion sessions, HRAs are now most commonly implemented 

online. Other delivery methods include telephone, mail and face-to-face.  

The advantages of online HRAs include:  

 Tailoring – online HRAs can adapt content based on an individual’s answers to the 

HRA questionnaire to provide a personalised, relevant and interactive user 

experience. 

 Improved data management 

 Reduced administrative costs 

 Instant feedback 

2.2.1.3 EFFICACY 

Extensive research has shown that HRAs can be used effectively to: 

 Identify health risk factors.  

 Predict health-related costs 

 Measure absenteeism and presentism 

 Evaluate the efficacy and return on investment of health promotion strategies  

There is also recent evidence to suggest that taking a HRA alone can have a positive 

effect on health behaviour change and health status.  

However, it is generally accepted that HRAs are most effective at promoting behaviour 

change when they form part of an integrated, multi-component health promotion 

program. Applied in this way, the HRA is used primarily as a tool to identify health 

https://en.wikipedia.org/wiki/Genetic_Information_Non-discrimination_Act
https://en.wikipedia.org/wiki/Absenteeism
https://en.wikipedia.org/wiki/Presenteeism
https://en.wikipedia.org/wiki/Health_promotion
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risks within a population and then target health interventions and behaviour change 

programs to address these areas. 

 

2.3 ELDER VIOLENCE AND ABUSE 

 Elder abuse (also called "elder mistreatment," "senior abuse," "abuse in later 

life," "abuse of older adults," "abuse of older women," and "abuse of older men") is "a 

single, or repeated act, or lack of appropriate action, occurring within any relationship 

where there is an expectation of trust, which causes harm or distress to an older 

person." This definition has been adopted by the World Health Organization (WHO) 

from a definition put forward by Action on Elder Abuse in the UK. Laws protecting 

the elderly from abuse are similar to and related to, laws protecting dependent 

adults from abuse. 

 The core element to the harm of elder abuse is the "expectation of trust" of the 

older person toward their abuser. Thus, it includes harms by people the older person 

knows, or has a relationship with, such as a spouse, partner or family member, a friend 

or neighbor, or people that the older person relies on for services. Many forms of elder 

abuse are recognized as types of domestic violence or family violence since they are 

committed by family members. Paid caregivers have also been known to prey on their 

elderly patients. 

 While there are a variety of circumstances considered as elder abuse, it does not 

include general criminal activity against older persons, such as home break-ins, 

"muggings" in the street or "distraction burglary", where a stranger distracts an older 

person at the doorstep, while another person enters the property to steal. 

 The abuse of elders by caregivers is a worldwide issue. In 2002, WHO brought 

international attention to the issue of elder abuse? Over the years, government agencies 

and community professional groups, worldwide, have specified elder abuse as a social 

problem. In 2006 the International Network for Prevention of Elder Abuse (INPEA) 

designated June 15 as World Elder Abuse Awareness Day (WEAAD) and an increasing 

number of events are held across the globe on this day to raise awareness of elder abuse, 

and highlight ways to challenge such abuse. 

2.3.1 TYPES 

 Although there are common themes of elder abuse across nations, there are also 

unique manifestations based upon history, culture, economic strength, and societal 

perceptions of older people within nations themselves. The fundamental common 

denominator is the use of power and control by one individual to affect the well-being 

and status of another, older, individual. 

https://en.wikipedia.org/wiki/World_Health_Organization
https://en.wikipedia.org/wiki/Dependent_adult
https://en.wikipedia.org/wiki/Dependent_adult
https://en.wikipedia.org/wiki/Domestic_violence
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 There are several types of abuse of older people that are generally recognized 

as being elder abuse, including:  

 Physical: e.g. hitting, punching, slapping, burning, pushing, kicking, restraining, 

false imprisonment / confinement, or giving excessive or improper medication as 

well as withholding treatment and medication. 

 Psychological/Emotional: e.g. humiliating a person. A common theme is a 

perpetrator who identifies something that matters to an older person and then uses 

it to coerce an older person into a particular action. It may take verbal forms such 

as yelling, name-calling, ridiculing, constantly criticizing, accusations, blaming, or 

non verbal forms such as ignoring, silence, shunning or withdrawing affection. 

 Elder financial abuse: also known as financial exploitation, involving 

misappropriation of financial resources by family members, caregivers, or 

strangers, or the use of financial means to control the person or facilitate other types 

of abuse. 

 Sexual: e.g. forcing a person to take part in any sexual activity without his or her 

consent, including forcing them to participate in conversations of a sexual nature 

against their will; may also include situations where person is no longer able to 

give consent (dementia) 

 Neglect: e.g. depriving a person of proper medical treatment, food, heat, clothing 

or comfort or essential medication and depriving a person of needed services to 

force certain kinds of actions, financial and otherwise. Neglect can include leaving 

an at-risk (i.e. fall risk) elder person unattended. The deprivation may be intentional 

(active neglect) or happen out of lack of knowledge or resources (passive neglect). 

In addition, some international laws also recognize the following as elder abuse: 

 Abandonment: deserting a dependent person with the intent to abandon them or 

leave them unattended at a place for such a time period as may be likely to endanger 

their health or welfare. Elder abuse includes deserting an elderly; dependent person 

with the intent to abandon them or leave them unattended at a place for such a time 

period as may be likely to endanger their health or welfare.  

 Rights abuse: denying the civil and constitutional rights of a person who is old, 

but not declared by court to be mentally incapacitated. This is an aspect of elder 

abuse that is increasingly being recognized and adopted by nations 

 Self-neglect: any persons neglecting themselves by not caring about their own 

health, well-being or safety. Self-neglect (harm by self) is treated more 

conceptually different than abuse (harm by others). Elder self-neglect can lead to 

illness, injury, or even death. Common needs that older adults may deny 

themselves, or ignore are the following: Sustenance (food or water); cleanliness 

(bathing and personal hygiene); adequate clothing for climate protection; proper 

https://en.wikipedia.org/wiki/Abuse
https://en.wikipedia.org/wiki/Physical_abuse
https://en.wikipedia.org/wiki/Psychological_abuse
https://en.wikipedia.org/wiki/Humiliating
https://en.wikipedia.org/wiki/Ridiculing
https://en.wikipedia.org/wiki/Hypercriticism
https://en.wikipedia.org/wiki/Blaming
https://en.wikipedia.org/wiki/Elder_financial_abuse
https://en.wikipedia.org/wiki/Sexual_abuse
https://en.wikipedia.org/wiki/Dementia
https://en.wikipedia.org/wiki/Neglect
https://en.wikipedia.org/wiki/Abandonment_(legal)#Failure_to_fulfill_a_responsibility
https://en.wikipedia.org/wiki/Self-neglect
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shelter; adequate safety; clean and healthy surroundings; medical attention for 

serious illness; essential medications. Self-neglect is often created by an 

individual's declining mental awareness or capability. Some older adults may 

choose to deny themselves some health or safety benefits, which may not be self-

neglect. This may simply be their personal choice. Caregivers and other responsible 

individuals must honour these choices if the older adult is sound of mind. In other 

instances, the older adult may lack the needed resources, as a result of poverty, or 

other social condition. This is also not considered as "self neglect". 

 Institutional abuse refers to physical or psychological harms, as well as rights 

violations in settings where care and assistance is provided to dependant older 

adults or others. 

2.3.2 WARNING SIGNS 

The key to prevention and intervention of elder abuse is the ability to recognize the 

warning signs of its occurrence. Signs of elder abuse differ depending on the type of 

abuse the victim is suffering. Each type of abuse has distinct signs associated with it. 

 Physical abuse can be detected by visible signs on the body, including bruises, 

scars, sprains, or broken bones. More subtle indications of physical abuse include 

signs of restraint, such as rope marks on the wrist, or broken eyeglasses.  

 Emotional abuse often accompanies the other types of abuse and can usually be 

detected by changes in the personality or behaviour. The elder may also exhibit 

behaviour mimicking dementia, such as rocking or mumbling.  

 Financial exploitation is a more subtle form of abuse, in comparison to other 

types, and may be more challenging to notice. Signs of financial exploitation 

include significant withdrawals from accounts, belongings or money missing from 

the home, unpaid bills, and unnecessary goods or services.  

 Sexual abuse, like physical abuse, can be detected by visible signs on the body, 

especially around the breasts or genital area. Other signs include inexplicable 

infections, bleeding, and torn underclothing.  

 Neglect is a type of abuse in that it can be inflicted either by the caregiver or 

oneself. Signs of neglect include malnutrition and dehydration, poor hygiene, 

noncompliance to a prescription medication, and unsafe living conditions.  

 In addition to observing signs in the elderly individual, abuse can also be 

detected by monitoring changes in the caregiver's behaviour. For example, the 

caregiver may not allow them to speak to or receive visitors, exhibit indifference or a 

lack of affection towards the elder, or refer to the elder as "a burden." Caregivers who 

have a history of substance abuse or mental illness are more likely to commit elder 

abuse than other individuals.  

https://en.wikipedia.org/wiki/Institutional_abuse
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 Abuse can sometimes be subtle, and therefore difficult, to detect. Regardless, 

awareness organizations and research advise to take any suspicion seriously and to 

address concerns adequately and immediately. 

2.3.3 HEALTH CONSEQUENCES 

The health consequences of elder abuse are serious. Elder abuse can destroy an elderly 

person's quality of life in the forms of,  

 Declining functional abilities 

 Increased dependency 

 Increased sense of helplessness 

 Increased stress 

 Worsening psychological decline 

 Premature mortality and morbidity 

 Depression and dementia 

 Malnutrition 

 Bed sores 

 Death 

The risk of death for elder abuse victims is three times higher than for non-victims. 

2.3.4 COMMON ABUSERS 

 An abuser can be a spouse, partner, relative, a friend or neighbor, a volunteer 

worker, a paid worker, practitioner, solicitor, or any other individual with the intent to 

deprive a vulnerable person of their resources. Relatives include adult children and 

their spouses or partners, their offspring and other extended family members. Children 

and living relatives who have a history of substance abuse or have had other life 

troubles are of particular concern. For example, HFE abusive individuals are more 

likely to be a relative, chronically unemployed, and dependent on the elderly person.  

 Perpetrators of elder abuse can include anyone in a position of trust, control or 

authority over the individual. Family relationships, neighbors and friends, are all 

socially considered as relationships of trust, whether or not the older adult actually 

thinks of the people as "trustworthy". Some perpetrators may "groom" an older person 

(befriend or build a relationship with them) in order to establish a relationship of trust. 

Older people living alone who have no adult children living nearby are particularly 

vulnerable to "grooming" by neighbors and friends who would hope to gain control of 

their estates. 

 The majority of abusers are relatives, typically the older adult's spouse/partner 

or sons and daughters, although the type of abuse differs according to the relationship. 

https://en.wikipedia.org/wiki/Position_of_trust
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In some situations the abuse is "domestic violence grown old," a situation in which the 

abusive behavior of a spouse or partner continues into old age. 

 In some situations, an older couple may be attempting to care and support each 

other and failing, in the absence of external support. With sons and daughters it tends 

to be financial abuse, justified by a belief that it is nothing more than the "advance 

inheritance" of property, valuables and money. 

 Within paid care environments, abuse can occur for a variety of reasons. Some 

abuse is the willful act of cruelty inflicted by a single individual upon an older person. 

In fact, a case study in Canada suggests that the high elder abuse statistics are from 

repeat offenders who, like in other forms of abuse, practice elder abuse for 

the Schadenfreude associated with the act. More commonly, institutional abuses or 

neglect may reflect lack of knowledge, lack of training, lack of support, or insufficient 

resourcing. Institutional abuse may be the consequence of common practices or 

processes that are part of the running of a care institution or service. Sometimes this 

type of abuse is referred to as "poor practice," although this term reflects the motive of 

the perpetrator (the causation) rather than the impact upon the older person. 

 With the aging of today's population, there is the potential that elder abuse will 

increase unless it is more comprehensively recognized and addressed. 

2.3.5 RISK FACTORS 

 There are several risk factors, which increase the likelihood that an elderly 

person will become a victim of elder abuse. Such risk factors for elder abuse include 

an elderly person who:  

 Has memory problems (such as dementia) 

 Has physical disabilities 

 Has depression, loneliness, or lack of social support 

 Abuses alcohol or other substances 

 Is verbally or physically combative with the caregiver 

 Has a shared living situation 

 There are also several risk factors, which increase the likelihood that a caregiver 

will participate in elder abuse. Such risk factors for elder abuse include a caregiver 

who,  

 Feels overwhelmed or resentful 

 Has a history of substance abuse or a history of abusing others 

 Is dependent on the older person for housing, finances, or other needs 

 Has mental health problems 

 Is unemployed 

https://en.wikipedia.org/wiki/Schadenfreude
https://en.wikipedia.org/wiki/Risk_factors
https://en.wikipedia.org/wiki/Risk_factors
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 Has a criminal history 

 Has a shared living situation 

 Risk factors can also be categorized into individual, relationship, community 

and socio-cultural levels. At individual level, elders who have poor physical and 

mental health are at higher risk. At relationship level, shared living situations are huge 

risk factors for the elderly. Living in the same area with the abuser is more likely to 

cause an abuse. Third, at community level, social isolation is caused by the 

caregivers. In addition, some socio-cultural risk factors that can contribute to elder 

abuse is a representation of an older person as weak and dependent, lack of funds to 

pay for care, children leaving elderly parents alone and destruction of bonds between 

the generation of a family. 

2.3.6 PREVENTION 

 Doctors, nurses, and other medical personnel can play a vital role in assisting 

elder abuse victims. Studies have shown that elderly individuals, on average, make 13.9 

visits per year to a physician. Although there has been an increase in awareness of elder 

abuse over the years, physicians tend to only report 2% of elder abuse cases. Reasons 

for lack of reporting by physicians include a lack of current knowledge concerning state 

laws on elder abuse, concern about angering the abuser and ruining the relationship 

with the elderly patient, possible court appearances, lack of cooperation from elderly 

patients or families, and lack of time and reimbursement. Through education and 

training on elder abuse, health care professionals can better assist elder abuse victims. 

 Educating and training those in the criminal justice system, such as police, 

prosecutors, and the judiciary, on elder abuse, as well as increased legislation to protect 

elders, will also help to minimize elder abuse and will also provide improved assistance 

to victims of elder abuse. 

 In addition, community involvement in responding to elder abuse can 

contribute to elderly persons' safety. Communities can develop programs that are 

structured around meeting the needs of elderly persons. For example, several 

communities throughout the United States have created Financial Abuse Specialist 

Teams, which are multi-disciplinary groups that consist of public and private 

professionals who volunteer their time to advise Adult Protective Services (APS), law 

enforcement, and private attorneys on matters of vulnerable adult financial abuse. 

 

2.4 IMPACT OF ALCOHOL AND SMOKING IN ELDERLY 

 The impact of alcohol on aging is multifaceted. Evidence shows that alcoholism 

or chronic alcohol consumption can cause both accelerated (or premature) aging – in 

which symptoms of aging appear earlier than normal – and exaggerated aging, in which 
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the symptoms appear at the appropriate time but in a more exaggerated form. The 

effects of alcohol abuse/misuse on the aging process include hypertension, cardiac 

dysrhythmia, cancers, gastrointestinal disorders, neurocognitive deficits, bone loss, 

and emotional disturbances especially depression. On the other hand, research also 

shows that drinking moderate amounts of alcohol may protect healthy adults from 

developing coronary heart disease. The American Heart Association cautions people 

not to start drinking, if you are not already drinking. 

2.4.1 BRAIN 

 Alcohol is a potent neurotoxin. The National Institute on Alcohol Abuse and 

Alcoholism has found, "Alcoholism may accelerate normal aging or cause premature 

aging of the brain. Another report by the same agency found, "Chronic alcohol 

consumption, as well as chronic gluco corticoid exposure, can result in premature 

and/or exaggerated aging." Specifically, alcohol activates the HPA axis, causing gluco 

corticoid secretion and thus elevating levels of stress hormones in the body. Chronic 

exposure to these hormones results in an acceleration of the aging process, which is 

associated with "gradual, but often dramatic, changes over time in almost every 

physiological system in the human body. Combined, these changes result in decreased 

efficiency and resiliency of physiological function." Chronic stress and chronic heavy 

alcohol use cause a similar premature aging effect, including nerve cell degeneration 

in the hippocampus. 

 

 

2.4.2 HEART 

 According to the National Institutes of Health, researchers now understand that 

drinking moderate amounts of alcohol can protect the hearts of some people from the 

risks of coronary artery disease. But, it's not possible to predict in which people 

alcoholism will become a problem. Given these and other risks, the American Heart 

Association cautions people not to start drinking.  

2.4.3 LIFE EXPECTANCY 

 A study published in August 2010 in the journal, “Alcoholism: Clinical and 

Experimental Research,” followed 1,824 participants between the ages of 55 and 65 

and found that even after adjusting for all suspected covariates, abstainers and heavy 

drinkers continued to show increased mortality risks of 51 and 45%, respectively, 

compared to moderate drinkers. A follow-up study lists several cautions in interpreting 

the findings. For example, the results do not address nor endorse initiation of drinking 

among nondrinkers, and persons who have medical conditions which would be 

worsened by alcohol consumption should not drink alcohol. 
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Two pathways are often proposed for how smoking decreases vitamin D: 

 Smoking decreases Calcium and Vitamin D is used up in replacing the 

Calcium. 

 Smoking injures the body, and vitamin D is used up in repairing the body. 

2.5 SOCIAL ISSUES: ABUSE, NEGLECT, DEPENDENCY 

 Social issues influence an elderly person’s risk and experience of illness as well 

as a health care practitioner’s ability to deliver timely and appropriate care. 

 A social history helps members of the interdisciplinary team evaluate care needs 

and social supports. It should include questions about the following: 

 Family and marital or companion status 

 Living arrangements 

 Financial status 

 Work history 

 Education 

 Typical daily activities (eg, how meals are prepared, what activities add 

meaning to life, where problems may be occurring) 

 Need for and availability of caregivers (to help plan care) 

 History of trauma, losses, and coping strengths 

 History of substance use and legal issues 

 Patients’ own care giving responsibilities (which may make patients reluctant 

to report their own symptoms lest their symptoms or any resulting interventions 

interfere with care giving) 

2.5.1 SELF NEGLECT 

 Self-neglect implies not caring for self. It can include ignoring personal 

hygiene, not paying bills, not maintaining the integrity or cleanliness of the home, not 

obtaining or preparing food (leading to under nutrition), not seeking medical care for 

potentially serious symptoms, not filling prescriptions or taking drugs, and skipping 

follow-up visits. 

 Risk factors for self-neglect include 

 Social isolation 

 Disorders that impair memory or judgment (eg, dementia) 

 The presence of multiple chronic disorders 
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 Substance abuse 

 Severe depression 

 Differentiating between self-neglect and simply choosing to live in a way that 

others find undesirable can be difficult. Social workers are often in the best position to 

make this determination. 

 Adult Protective Services or the state unit on aging (whose numbers are 

available through the Eldercare Locator at 800-677-1116) can help by coordinating in-

home safety assessments and helping the elderly obtain counseling services, emergency 

response systems, referrals to additional support services, and, if necessary, 

hospitalization. 

2.5.2 ABUSE AND DEPENDENCY: Already discussed in this chapter 

2.6 INJURY, FALL, ACCIDENTS  

 Falls in older adults are a significant cause of morbidity and mortality and are 

an important class of preventable injuries. The cause of falling in old age is often multi-

factorial, and may require a multidisciplinary approach both to treat any injuries 

sustained and to prevent future falls. Falls include dropping from a standing position, 

or from exposed positions such as those on ladders or stepladders. The severity of 

injury is generally related to the height of the fall. The state of the ground surface onto 

which the victim falls is also important, harder surfaces causing more severe injury. 

Falls can be prevented by ensuring that carpets are tracked down, that objects like 

electric cords are not in one's path, that hearing and vision are optimized, dizziness is 

minimized, and alcohol intake is moderated and that shoes have low heels or rubber 

soles. 

 Normal and pathologic consequences of aging that contribute to increased falls 

include visual changes such as loss of depth perception, susceptibility to glare, loss of 

visual acuity and difficulty in light accommodation. Neurological changes include loss 

of balance, dizziness, loss of position sense and reduced reaction time. Cardiovascular 

changes may result in cerebral hypoxia and postural hypertension. Cognitive changes 

include confusion, loss of judgment, and impulsive behavior. Musculoskeletal changes 

include altered posture and decreased muscle strength. Medications and alcohol 

consumption may also increase the risk of falls by increasing drowsiness, in 

coordination and postural hypertension. 
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2.6.1 CAUSES 

 Falls are often caused by a number of factors. The faller may live with many 

risk factors for falling and only have problems when another factor appears. As such, 

management is often tailored to treating the factor that caused the fall, rather than all 

of the risk factors a patient has for falling. Risk factors may be grouped into intrinsic 

factors, such as existence of a specific ailment or disease. External or extrinsic factors 

include the environment and the way in which it may encourage or deter accidental 

falls. Such factors as lighting and illumination, personal aid equipment and floor 

traction are all important in fall prevention.  

2.6.1.1 Intrinsic factors 

 Balance and Gait 

As a result of stroke disease, Parkinsonism, arthritic 

changes, neuropathy, neuromuscular disease or vestibular disease. 

 Visual and Motor Reaction Time Problems 

An extended reaction time will delay responses and compensations to standing 

or walking imbalances, thus increasing the likelihood of falls. 

 Medications 

 Poly-pharmacy is common in older people 

 Sedatives significantly increase the risk of falling 

 Cardiovascular medications can contribute towards falls 

 Visual impairment 

 Glaucoma, macular degeneration and retinopathy increase the risk of falling 

 Bifocals and trifocals can increase the risk of falling as the lower portion of 

corrective lenses are optimized for distances approximately 18inches, thus 

precluding clear vision of one's feet/floor, approximately 4.5 to 5.5 feet below 

one's eyes. 

 Cognitive problems 

 Dementia increases the likelihood of falls 

 Cardiovascular causes 

 Orthostatic hypotension 

 Postprandial hypotension 

 Carotid sinus syndrome 

 Neuro-cardiogenic syncope 
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 Cardiac arrhythmias 

 Structural heart disease, such as valvular heart disease 

2.6.1.2 Extrinsic factors 

 
Hanging straps with triangular handles in a modern Japanese commuter train 

 
Grab rails on a longer-distance commuter train catering for mainly seated 

passengers 

 

 

 
A staircase with metal handrails 
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Front-wheeled walker. 

 Poor lighting due to low luminance of existing lights or lamps, so preventing hazard 

identification and avoidance. Eyesight deteriorates with age, and extra lighting will 

be needed where seniors move frequently. The power of the bulbs used should be 

higher than normally accepted, with incandescent bulbs preferred especially as they 

react much more quickly than other types of bulb when switched on. This is vital 

when entering a room where an obstacle can trip the user for example, especially if 

not seen in time to prevent the accident. 

 Stairs with inadequate handrails, or too steep, encouraging trips and falls. The steps 

should be spaced widely with low risers, and surfaces should be slip-resistant. Softer 

surfaces can help limit impact injuries by cushioning loads. 

 Doorways with adequate headroom so that the user's head does not hit 

the lintel. Doorways of low headroom (less than about 2 metres) are common in old 

houses and cottages for example. 

 Rugs/floor surfaces with low friction, causing poor traction and individual 

instability. All surfaces should have a high friction coefficient with shoe soles. 

 Clothing/footwear poorly fitted shoes of low friction against floor. Rubber soles with 

ribs normally have a high friction coefficient, so are preferred for most purposes. 

Clothing should fit the user well, without trailing parts (hems falling below the heel 

and loose shoe strings) which could snag with obstacles 

 Lack of equipment/aids such as walking sticks or walking frames, such as Zimmer 

frames so as to improve user stability. Grab bars and hanging straps should be 

supplied plentifully, especially in critical areas where users may be vulnerable. 
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2.6.2 SIGNS AND SYMPTOMS 

 Trauma 

 Soft tissue injuries. Bilateral orbital haematomas (two black eyes) suggests that 

the faller was probably not conscious as they fell, as they did not manage to 

protect their face as they hit the ground. 

 Fractures and dislocations. 5% of fallers end up having a fracture as a result of 

their fall, and 1% fractures their neck of femur. 

 Disuse atrophy and muscle wasting from reduced physical activity during 

recovery periods 

 Due to bed rest 

 Pneumonia 

 Pressure sores 

 Dehydration 

 Hypothermia 

 A fear of falling 

 

2.6.3 DIAGNOSIS 

 When assessing a person who has fallen, it is important to try to get an 

eyewitness account of the incident. As the faller may have had some loss of 

consciousness, they may not give an accurate description of the fall. However, in 

practice, these eyewitness accounts are often unavailable. It is also important to 

remember than 30% of cognitively intact older people are unable to remember a 

documented fall three months later. Important points of inquiry:  

 Visual motor reaction time 

 Frequency of falls 

 Effectiveness of "parachute" corrective response of moving hand and arm to 

"break" the fall 

 Eyewitness account 

 Associated features 

 Risk factors for falling 

 legal and illegal drug interactions 

 Sedative and alcohol consumption 

 Assessment of proper, safe use of cane or walker assistive device. 
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2.6.4 PREVENTION 

 

 A large body of evidence shows that a multi-disciplinary approach to 

assessment and treatment results in the best outcome. Possible interventions include: 

 Provision of safety devices such as grab handles, high friction floors and footwear, 

as well as low power lighting at night 

 Regular exercise - lower limb strengthening exercise to increase muscle 

strength. Other forms of exercise, such as those involving gait, balance, co-

ordination and functional tasks, may also help improve balance in older adults.  

 A 2014 review concluded that exercise interventions may reduce fear of falling 

(FOF) in community-dwelling older adults immediately after the intervention, 

without evidence of long-term effects.  

 Review– monitoring of medications and ongoing medical problems 

 Supplementation with vitamin D, as determined by the European Food Safety 

Authority that vitamin D deficiency is associated with increased risk of falling 

and bone fractures in women and men over 60 years old; "in order to obtain the 

claimed effect, 800 I.U. (20 μg) of vitamin D from all sources should be consumed 

daily."  

 Tackling environmental issues, including a review of current living 

conditions (action checklist) 

Interventions to minimize the consequences of falls: 

 Hip protectors - probably decrease chance of hip fractures slightly, although it may 

increase the small chance of a pelvic fracture in older adults living in nursing care 

facilities. Little or no effect reported on other fractures or falls[19] 

 Treatment for osteoporosis 

2.6.4.1 Hospital 

 People who are hospitalized are at risk for falling. A randomized trial showed 

that use of a tool kit reduced falls in hospitals. Nurses complete a valid fall risk 

assessment scale. From that, a software package develops customized fall prevention 

interventions to address patients' specific determinants of fall risk. The kit also has bed 

posters with brief text and an accompanying icon, patient education handouts, and plans 

of care, all communicating patient-specific alerts to key stakeholders.  
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2.6.4.2 Screening  

 American Geriatrics society (AGS)/British Geriatrics Society (BGS) 

recommend that all older adults should be screened for "falls in the past year". Fall 

history is the strongest risk factor associated with subsequent falls. Many health 

institutions in USA have developed screening questionnaires. Enquiry includes 

difficulty with walking and balance, medication use to help with sleep/mood, loss of 

sensation in feet, vision problems, fear of falling, and use of assistive devices for 

walking. 

 Older adults reports falls should be asked about the circumstances and 

frequency. They should have an assessment of gait and balance. Older persons who 

present for medical attention because of a fall, or who report recurrent falls in the past, 

fail the gait & balance test, or report difficulties in walking & balance should have a 

multi-factorial fall risk assessment. A multi-factorial fall risk assessment is done by a 

clinician and includes focused history, physical exam, functional assessment and 

environment assessment. 

 

2.7 PHYSICAL INACTIVITY, DEAFNESS AND LOW VISION 

 

 Physical inactivity in older adults is due to the age related changes in the 

musculoskeletal system which is already discussed. As new cells form on the outside 

surface of the lens of the eye, the older central cells accumulate and become yellow, 

rigid, dense and cloudy leaving only the outer portion of the lens elastic enough to 

change shape (accommodate) and focus on near and far distances. As the lens become 

less flexible, the near point of focus gets farther away. This condition, presbyopia 

usually begins in the fifth decade of life, and requires the wearing of reading glasses to 

magnify objects. In addition the yellowing, cloudy lens causes the light to scatter and 

makes the older person sensitive to glare. The ability to discern blue from green 

disappears. The pupil dilates slowly and less completely because of increased stiffness 

of the muscles of the iris, so the older person takes longer time to adjust when going to 

and from light and darkness environments and settings and need brighter light for close 

vision. Although pathologic conditions are not part of normal aging, the incidence of 

eye disease (cataract, glaucoma, diabetic retinopathy) increases in older people. 

 Age-related macular degeneration, in its most severe forms, is the most 

common cause of blindness in adults older than 55 years of age and is estimated to 

affect more than 10 million. Risk factors include sunlight exposure, cigarette smoking, 

hereditary and people with fair skin and blue eyes are much more prone to the disease. 

Sunglasses and hats provide some protection. Early eye checkups ensure early 
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detection, which makes surgical correction much more successful. Optical aids to 

magnify print and printed aids may help those already suffering from the effects of 

macular degeneration to continue to read. 

 Presbycusis, a loss of ability to hear high-frequency tones attributed to 

irreversible ear changes, occurs in midlife. Older people are often unable to follow 

conversation because tones of high-frequency consonants (letters f, s, th, ch, sh, b, t, 

p) all sound alike. Hearing loss may cause the older person to respond 

inappropriately, misunderstand conversation, and avoid social interaction. This 

behavior may be erroneously interpreted as confusion. Wax buildup or other 

correctable problems may also be responsible for major hearing difficulties. A properly 

prescribed and fitted hearing aid may be useful in reducing hearing deficits.  

 

2.8 SUMMARY 

 

            There is no one who would not grow old. Every being on the earth inevitably 

follows the cycle, determined by nature that takes him/her through variegated phases 

of childhood, adolescence, adulthood and maturity. Each stage has its own vigor, its set 

of responsibilities and its particular problems. Generally, with the advancement of age, 

the entire scenario undergoes a drastic change. Responsibilities are passed on to the 

next generation and the vigor slowly fades out- giving rise to a monotony and dullness, 

leading gradually to a complicated set of problems that hinder effectiveness! These 

problems are what precisely cast a dooming effect on the health of an individual. And 

all this, apart from the common health difficulties that come handy with old age- just 

as irreversible spam! What is required at this time is not to lose hope but to enlighten 

your lives with a new enthusiasm and novel experiences. 

Being healthy, does not merely limit itself to being physically fit. Physical health is as 

important as mental health. What are different between the both of them are the 

parameters that are taken into account while considering their measurement. With years 

adding to your life, depression gains a prime position. Unintentionally, most people fall 

into its disastrous grip, sometimes not even aware of its symptoms. If you feel restless, 

irritable with a loss of appetite and increased thoughts of guilt & worthlessness- you 

are undoubtedly encountering the severest of mental problems. The only solution to 

this would be to remain alert & active by not letting enthusiasm creep out of your life. 

Encouragement by a mental health specialist can too prove to be beneficial. At our 

website, you would be made available contacts of all such organizations which would 

help you fight back and retain your efficiency. 
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2.9 OBJECTIVE TYPE QUESTIONS 

1. Illness among elderly is primarily due to decrease in ……………….. 

2. Fraility refers to people above ……………years of age. 

3. Interruption to ADL is due to ………………..disease. 

4. Cardio-geriatrics refers to the branch of health care that treats……………….. 

5. Heart disease occurs due to ………………of heart muscle. 

6. The risk of cancer …………….with age. 

7. Vision loss is because of……………… 

8. Alcohol is a ……………………. 

9. World elder abuse awareness day is celebrated on ……………………….. 

10. Reading glasses help to …………….objects. 

2.9.1 SHORT ANSWER QUESTIONS. 

1. Health risk assessment? 

2. Impact of alcohol and smoking in elderly? 

3. Prevention of falls and accidents in elderly?    

2.9.2 ESSAY QUESTIONS 

1. Explain in brief the various health risks of elderly? 

2. What do you mean by elder abuse? Explain its various types and add a note on 

its prevention? 

2.9.3 ANSWERS TO OBJECTVE QUESTIONS. 

1. Host resistance 

2. 85 years 

3. Multiple chronic 

4. Heart disease 

5. Weakening 

6. Increases 

7. Macular degeneration 

8. Neurotoxin 

9. June 15 

10. Magnify 
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2.10 KEY TERM 

 

1. Frail- weak and delicate 

2. Health risk- something that could cause harm to people's health 

3. Elder abuse- is "a single, or repeated act, or lack of appropriate action, occurring 

within any relationship where there is an expectation of trust, which causes harm. 

4. Violence- behavior involving physical force intended to hurt, damage, or kill 

someone or something. 

5. Alcohol dependency- Alcohol dependence is a previous psychiatric diagnosis in 

which an individual is physically or psychologically dependent upon drinking 

alcohol. 

6. Hearing loss- occurs if the sensitive hair cells inside the cochlea are damaged, or as 

a result of damage to the auditory nerve (which transmits sound to the brain). In 

some cases, both may be damaged. 

7. Presbycusis- is the most common type of Sensorineural Hearing Loss caused by the 

natural aging of the auditory system. It occurs gradually and initially affects the 

ability to hear higher pitched (higher frequency) sounds. 

8. Macular degeneration- is a medical condition which may result in blurred or no 

vision in the center of the visual field. 
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Unit-3 : Health Promotion In Elderly 
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3.1 INTRODUCTION: 

 

 Health promotion is a behavioural social science that draws from the 

biological, environmental, psychological, physical and medical sciences to promote 

health and prevent disease, disability and premature death through education-driven 

voluntary behaviour change activities. Health promotion is the development of 

individual, group, institutional, community and systemic strategies to improve health 

knowledge, attitudes, skills and behaviour. The purpose of health promotion is to 

positively influence the health behaviour of individuals and communities as well as the 

living and working conditions that influence their health. 

 

Health promotion and disease prevention are a major emerging theme in 

geriatric medicine and health care generally. Although efforts have typically been 

targeted at younger persons, there is growing evidence that this approach is both 

appropriate and feasible for that age 65 and over (Office of Technology Assessment, 

1985b). The health promotion and disease prevention approach is one of a number of 

possible strategies to deal with what has increasingly become a hallmark of current 

times: the prevalence of chronic illness and multiple chronic illnesses or functional 

impairments among the elderly. While it will not replace medical care either for the 

treatment of acute diseases or for acute flare-ups of chronic illness, this approach has 

promise for reducing the incidence and prevalence of chronic and acute disease among 

both the general population and the elderly.  
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This approach to health emphasizes the importance of lifestyle and personal 

behaviour in improving personal health status and in maintaining health and 

functioning, both physical and mental. It also recognizes that the extent to which health 

care interventions and behaviour change or channelling can be effective in promoting 

health and preventing disease depends in part on current health status and the stage in 

the life cycle in which particular interventions are introduced. Both concepts 

underscore the need for individuals and family units to accept personal responsibility 

for their own health and to take the initiative in managing their health care. 

 

3.2 Definition of health promotion: 

 

According to WHO 

                 “Health promotion is the process of enabling people to increase control over, 

and to improve, their health. It moves beyond a focus on individual behaviour towards 

a wide range of social and environmental interventions” 

 

                “Health Promotion is the provision of information and/or education to 

individuals, families, and communities that-encourage family unity, community 

commitment, and traditional spirituality that make positive contributions to their health 

status. Health Promotion is also the promotion of healthy ideas and concepts to 

motivate individuals to adopt healthy behaviours.” 

 

3.3 IMPORTANCE OF HEALTH PROMOTION AMONG ELDERLY 

 

Health is determined by behaviour in many ways. The most well-known types 

of health-related behaviour – smoking, alcohol use and exercise/eating habits – are only 

a selection of the behavioural aspects of health. A healthy lifestyle can be promoted by 

various means, ranging from educational and counselling programs to financial 

incentives for a healthy lifestyle. These interventions are further offered in various 

ways, ranging from general legislative measures to programmatic interventions. Health 

promotion interventions can take different forms, from small projects to large national 

programs. They can be funded and organized by donations from individuals or NGOs, 

or through taxation by national governments. In short, health promotion is typified by 

heterogeneity in every conceivable aspect. 

 

             Health promotion is meant for the entire population. If a specific group within 

a population is singled out as the recipient of health promotion interventions, it is 

because of a valid reason, such as epidemiological concerns or preferences in social 

policy (e.g. measures targeting vulnerable or disadvantaged groups). This explains the 
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focus of many health promotion activities on youth, citizens of big cities, workers in 

certain industries or occupations. 

 

The elderly have long been neglected as the addressee of health promotion 

activities. The need to promote health among older people was first highlighted in the 

1990s. Before that, it was commonly assumed that the older generations were not a 

good target for health promotion as it was thought it was too late to change their 

lifestyle. Requiring the elderly to radically change their diet and start exercising was 

perceived as disturbing to their peace and wellness. Therefore, it was only after 2001, 

when WHO experts unanimously stated the importance of a healthy lifestyle at every 

stage of life, health promotion measures targeted to the elderly started to grow in 

numbers. Evidence has shown that exercising, quitting smoking and limiting alcohol 

consumption, participating in learning activities and integrating in the community can 

help to inhibit the development of many diseases and prevent the loss of functional 

capacity, thus improving quality of life and lengthening life expectancy. Most of these 

health promotion activities among the elderly focus on the relatively younger seniors. 

Within the group of those aged 85+, the emphasis is more on appropriate medical 

attention from physicians and care givers rather than on their health behaviour. 

 

The elderly have long been neglected as the addressee of health promotion activities. 

The need to promote health among older people was first highlighted in the 1990s. 

Before that, it was commonly assumed that the older generations were not a good target 

for health promotion as it was thought it was too late to change their lifestyle. Requiring 

the elderly to radically change their diet and start exercising was perceived as disturbing 

to their peace and wellness. Therefore, it was only after 2001, when WHO experts 

unanimously stated the importance of a healthy lifestyle at every stage of life, health 

promotion measures targeted to the elderly started to grow in numbers. Evidence has 

shown that exercising, quitting smoking and limiting alcohol consumption, 

participating in learning activities and integrating in the community can help to inhibit 

the development of many diseases and prevent the loss of functional capacity, thus 

improving quality of life and lengthening life expectancy. Most of these health 

promotion activities among the elderly focus on the relatively younger seniors. Within 

the group of those aged 85+, the emphasis is more on appropriate medical attention 

from physicians and care givers rather than on their health behaviour. 

 Health promotion targeted to older people differs significantly from that 

addressing younger generations.  

 This partly stems from the fact that the health of older people is generally less 

than perfect. 
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 Seniors are more likely to be suffering from chronic conditions and multi-

morbidities, and their functional capacity is frequently limited. 

 This implies that the health promotion programs for the elderly have to account 

for these limitations in health and daily activities, and require more involvement 

of professional health promoters and more individualized approaches. 

 The prevalence of certain lifestyle issues is also higher among the elderly. 

Elderly people are – for example – more likely to suffer from loneliness and 

social isolation. Also, because of their relatively shorter remaining life 

expectancy, the focus is more on health promotion activities that yield 

immediate effects.  

Health promotion strategies for the elderly generally have three basic aims:  

 Maintaining and increasing functional capacity, 

 Maintaining or improving self-care,  

 Stimulating one’s social network.  

The idea behind these strategies is to contribute to a longer, independent and self-

sufficient quality of life. It should be noticed that there is an additional objective to be 

considered:  

 The significance of social participation and integration of the elderly to 

maintain quality of life at old age.  

 There is ample evidence to support the claim that social bonds and social 

activities, e. g. continuing professional work, learning activities later on, 

participation in cultural events and social work and maintaining a social 

network are essential for healthy aging. 

 For this, health promotion focuses on the inclusion of seniors into the social 

activities in the community.  

 These measures are not always formal and do not always need direct external 

financing but they frequently require an appropriate social and transport 

infrastructure 

3.4Objectives of health promotion of elderly: 

 

 Increase quality and years of healthy life  

 Maintain function 

 Eliminate health disparities and independency    

 Improve (enhance) quality of life 

 Extend life expectancy → ↓ premature mortality caused by chronic& acute 

diseases 
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3.5Components of health promotion of elderly: 

 

a) Nutrition              

b) Exercise   

c) Screening 

d) Prevention of accidents 

e) prevention of substance abuse  

a) NUTRITION: 

 

Older persons are particularly vulnerable to malnutrition. Moreover, attempts 

to provide them with adequate nutrition encounter many practical problems. First, their 

nutritional requirements are not well defined. Since both lean body mass and basal 

metabolic rate decline with age, an older person’s energy requirement per kilogram of 

body weight is also reduced. 

 

Many of the diseases suffered by older persons are the result of dietary factors, 

some of which have been operating since infancy. These factors are then compounded 

by changes that naturally occur with the ageing process. 

 

 Dietary fat seems to be associated with cancer of the colon, pancreas and 

prostate. 

 Atherogenic risk factors such as increased blood pressure, blood lipids and 

glucose intolerance, all of which are significantly affected by dietary factors, 

play a significant role in the development of coronary heart disease. 

 Degenerative diseases such as cardiovascular and cerebrovascular disease, 

diabetes, osteoporosis and cancer, which are among the most common diseases 

affecting older persons, are all diet-affected. 

 Increasingly in the diet/disease debate, the role that micronutrients play in 

promoting health and preventing non communicable disease is receiving 

considerable attention. 

 Micronutrient deficiencies are often common in elderly people due to a number 

of factors such as their reduced food intake and a lack of variety in the foods 

they eat. 

 Elevated serum cholesterol, a risk factor for coronary heart disease in both men 

and women, is common in older people and this relationship persists into very 

old age. 
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 As with younger people, drug therapy should be considered only after serious 

attempts have been made to modify diet. 

 Intervention trials have shown that reduction of blood pressure by 6 mm Hg 

reduces the risk of stroke by 40% and of heart attack by 15%, and that a 10% 

reduction in blood cholesterol concentration will reduce the risk of coronary 

heart disease by 30%. 

Dietary changes seem to affect risk-factor levels throughout life and may have an even 

greater impact in older people. Relatively modest reductions in saturated fat and salt 

intake, which would reduce blood pressure and cholesterol concentrations, could have 

a substantial effect on reducing the burden of cardiovascular disease. Increasing 

consumption of fruit and vegetables by one to two servings daily could cut 

cardiovascular risk by 30%. 

 

Nutritional needs of older people: 

 

Special attention must be paid to the provision of certain nutrients in the diet of 

elderly people, writes Sheena Rafferty Sheena Rafferty is the senior nutritional adviser 

for  older  people,  Eastern  Health  Board, the nutritional 

requirements of older people are generally similar to the general population. However, 

some nutrients require special attention in older people.   

 

 I) Energy   

Energy requirements decline with increasing age but it is essential that the 

nutrient density of the diet remains the same. An energy intake reduced to less than the 

energy needs of the older person can result in poor nutritional status.  Every person has 

specific energy requirements. Someone who is underweight requires an increase in 

energy intake and conversely an overweight elderly person requires a decrease in 

energy intake.   

 

II) Protein  

The recommended intake is difficult to apply to all older people but a figure of 

0.75-0.8g of protein per kilogram of body weight should meet all requirements. It is 

essential that any older patient with a medical condition requiring an increase in protein 

is provided with an adequate intake.  

 

Good sources of dietary protein include red meat four times a week, fish twice 

a week and poultry once or twice a week. Eggs, cheese and pulses (peas, beans and 

lentils) are other sources of protein which can be used as alternatives.   
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III) Folic acid   

The RDA is 300mcg/day in those over 65 years. A deficiency in folate intake 

can lead to the development of megaloblastic anaemia and macrocytosis. Dietary 

sources of folate include vegetables, liver and kidney. Folate is destroyed by prolonged 

cooking, as well as poor food choice, ie. 'Tea & toast' diet. Low intakes can also be 

found in institutionalised or hospitalised older people. 

   

 It is important to remember that serum levels of B12 decline with age. Many 

cases of low serum B12 are associated with mal-absorption due to gastric atrophy. 

Excess supplementation of folic acid in the presence of vitamin B12 deficiency can 

mask the neurological symptoms of B12 deficiency.  

  

IV) Vitamin C   

The RDA is 60mg/day. As well as helping to increase iron absorption, vitamin 

C aids in wound healing (including pressure sores) and helps to fight infections. Up to 

50% of vitamin C can be lost in cooking and during storage of food.  

 

A glass of freshly squeezed orange juice which contains 40-60mg/ 100ml of 

vitamin C taken daily will achieve the recommended intake. Alternatively drinks which 

are rich in vitamin C such as grapefruit juice, fruit drinks with added vitamin C or 

blackcurrant drinks with added vitamin C can be used. Older people, who are not taking 

these drinks rich in vitamin C, should eat one orange, half a grapefruit, two 

satsumas/mandarins or one kiwi fruit at least three to four times weekly to achieve the 

recommended intake of vitamin C.   

 

V) Vitamin D   

This is often referred to as the sunshine vitamin and the RDA is 7.5g/day. 

Exposure to sunlight is therefore important to promote vitamin D production in the 

skin; 15-20 minutes spent out of doors daily during the spring and summer months 

safeguards against vitamin D deficiency.  

 

As the home bound or inactive older person has reduced exposure to sunlight, 

dietary intake of vitamin D is important. Margarines and milk can be fortified with 

vitamin D and should be included in the diet of the elderly person.  

 

Liver, eggs and oily fish should also be included regularly (once a week each). 

Supplementation with vitamin D to compensate for lack of sunshine may be required 

if a person is confined to indoors for a prolonged period. As vitamin D is a fat soluble 

vitamin excess intake can be toxic. A supplement containing 10mcg daily is adequate 

to supplement the diet if exposure to sunlight is poor and food intake is low.   
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 VI) Iron  

The RDA is 9mg/day. Iron is an essential nutrient in the diet for all age groups. 

The requirement for post-menopausal females is reduced and the mucosal uptake of 

iron is independent of age, therefore iron deficiency anaemia in this group may not 

necessarily be nutritional in origin.  

Low intakes, however, can occur in elderly people living alone, particularly if 

they do not prepare hot meals. To ensure adequate iron intake red meat should be taken 

four times a week. A concentrated source of iron such as black pudding, liver or kidney 

should also be included in the diet once a week. An adequate vitamin C intake is needed 

to ensure sufficient iron absorption.  

  

VII) Calcium   

The RDA is 800mg/day. The main sources of calcium in diet are milk and 

bread. Bone loss occurs as part of the natural ageing process. A low calcium intake in 

elderly people who are housebound or inactive may compound this loss. Physical 

activity is necessary for the maintenance of skeletal structure but ensuring an adequate 

dietary intake of calcium in all elderly people may offer some benefit. 

 The following foods contain 200mg of calcium each:  

* one glass of milk (180ml)  

* 1oz of hard cheese  

* one carton of yoghurt (5 fl oz)  

* 1.5oz of sardines  

* eight thin slices of bread  

* 5-6oz (dessert bowl) of milk pudding   

 

VIII) Dietary fibre  

It is important for an older person to maintain an adequate intake of dietary 

fibre, especially the bulk forming cereal fibre. It is of importance in the prevention of 

constipation and lack of dietary fibre may be a contributory factor to the development 

of large bowel cancer. Fibre intake should be increased gradually as a sudden change 

from a low to high fibre diet can cause diarrhoea, cramps, flatulence and/or 

constipation.  

To increase fibre intake in the diet 100% wholemeal can be used instead of 

white bread. Using wholegrain or high fibre cereal daily can also significantly increase 

the fibre intake. Examples of such cereals include All Bran, Bran flakes, Weetabix and 

Shredded Wheat. Porridge, which is popular with older people, does not contain much 

cereal fibre (except when made from pinhead oatmeal), therefore a dessertspoon of All 

Bran will ensure an adequate intake. 
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IX) Fluid  

Older people are particularly at risk of dehydration due to a diminished ability 

to sense thirst, particularly those of a very advanced age or illness. Adequate fluid 

intake is important. A minimum intake each day of six to eight glasses of fluid is 

required. Additional fluid will be required if the elderly person increases their fibre 

intake.   

 

X) Therapeutic diets   

 Special therapeutic diets may be required for the elderly patient. The common 

types are diabetic and weight reducing diets.  

 When tailoring a therapeutic diet to the needs of the elderly person some points 

need to be taken into account. Any dietary changes should be simple and kept 

to a minimum.  

 At all times remember that you are trying to change the habits of a lifetime.  

 Quality of life is often associated with enjoyment of food; therefore the benefits 

of the diet must be weighed up against the quality of life of the person.  

 A dietician may be available to adapt dietary intake for therapeutic diets in the 

elderly.  

Other factors such as immobility or inactivity often contribute to the condition of the 

elderly person. It is therefore important to account for this. The benefit of physical 

exercise on health has been shown in people in their 90th year, so it is never too late to 

start.  

 

b) Exercise: 

In adults aged 65 years and above, physical activity includes leisure time 

physical activity (for example: walking, dancing, gardening, hiking, swimming), 

transportation (e.g. walking or cycling), occupational (if the individual is still engaged 

in work), household chores, play, games, sports or planned exercise, in the context of 

daily, family, and community activities. In order to improve cardio respiratory and 

muscular fitness, bone and functional health, reduce the risk of NCDs, depression and 

cognitive decline: 

1. Older adults should do at least 150 minutes of moderate-intensity aerobic 

physical activity throughout the week or do at least 75 minutes of vigorous-

intensity aerobic physical activity throughout the week or an equivalent 

combination of moderate- and vigorous-intensity activity. 

2. Aerobic activity should be performed in bouts of at least 10 minutes 

duration. 

3. For additional health benefits, older adults should increase their moderate-

intensity aerobic physical activity to 300 minutes per week, or engage in 150 
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minutes of vigorous-intensity aerobic physical activity per week, or an 

equivalent combination of moderate-and vigorous-intensity activity. 

4. Older adults, with poor mobility, should perform physical activity to 

enhance balance and prevent falls on 3 or more days per week. 

5. Muscle-strengthening activities, involving major muscle groups, should be 

done on 2 or more days a week. 

6. When older adults cannot do the recommended amounts of physical activity 

due to health conditions, they should be as physically active as their abilities 

and conditions allow. 

 

Types of exercises for older adults: 

 There are four different categories of exercise, and participation in all four types 

is necessary for full health benefits.  

 The first two categories, endurance or aerobics and strength training or weight 

lifting, are the ones with which most people are familiar.  

 The second two categories, while not new to the field of exercise, are relatively 

new in that they fall into a separate category with specific recommendations. 

These are balance and stretching or flexibility.  

 The key to fitness is to do all four of the major types of exercise regularly and 

increase the level of intensity over time.  

 Endurance exercises:  

 
With the previously stated goal of a minimum of 150 minutes of exercise per week, it 

is recommended that older adults strive to increase from the minimum goal of 10 

minutes of aerobic increments to longer stretches as well as increasing over time the 
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weekly number of minutes from 150 to 300. Examples of endurance exercises are 

walking, jogging, dancing, and playing tennis. 

 

 Strength training: 

Strength-training or weight-lifting exercises should be performed two to three days per 

week with a rest day between sessions. This rest day doesn’t mean to forgo the other 

types of exercises, just strength training. Strength-training activities should include 

exercises for all major muscle groups (shoulders, arms, chest, abdomen, back, hips, and 

legs). If an elder chooses to strength train on a daily basis, he or she must alternate the 

muscle groups to allow for a rest day. Examples of strength-training exercises include 

lifting or pushing free weights, pulling resistance bands, and using strength-training 

equipment at a fitness centre or gym.  

 

Balance exercises:  

 

Some balance exercises build up leg muscles, while other exercises focus on stability. 

Balance exercises, therefore, fall into two categories. Strengthening exercises that must 

be performed two or more days per week (but not on any two days in a row), whereas 

stability exercises can—and in some cases should be performed daily. Balance 

exercises include strength exercises for the lower body such as back and side leg raises 

and toe stands as well as stability exercises such as heel-to-toe walking and the stork 

pose (standing on one foot with arms held out to the side.) 

 

Stretching/flexibility exercises:  

Stretching exercises improve flexibility but do not improve endurance or 

strength. Despite this, it is suggested that older adults perform stretching exercises after 

they have completed endurance and strength exercises. If they do only 

stretching/flexibility exercises, they must warm up first with gentle movements or slow 

walking. Stretching exercises can be performed daily and include shoulder, upper arm, 

calf, and thigh stretches. 

 

Benefits of exercises to older adults in health promotion: 

 Helps maintain the ability to live independently and reduces the risk of falling 

and fracturing bones. 

 Reduces the risk of dying from coronary heart disease and of developing high 

blood pressure, colon cancer, and diabetes. 

 Can help reduce blood pressure in some people with hypertension. 
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 Helps people with chronic, disabling conditions improve their stamina and 

muscle strength. 

 Reduces symptoms of anxiety and depression and fosters improvements in 

mood and feelings of well-being. 

 Helps maintain healthy bones, muscles, and joints. 

 Helps control joint swelling and pain associated with arthritis. 

 Older adults, both male and female, can benefit from regular physical 

activity.Physical activity need not be strenuous to achieve health benefits. 

 Older adults can obtain significant health benefits with a moderate amount of 

physical activity, preferably daily. A moderate amount of activity can be 

obtained in longer sessions of moderately intense activities (such as walking) 

or in shorter sessions of more vigorous activities (such as fast walking or stair 

walking). 

 Additional health benefits can be gained through greater amounts of physical 

activity, either by increasing the duration, intensity, or frequency. Because risk 

of injury increases at high levels of physical activity, care should be taken not 

to engage in excessive amounts of activity. 

 Previously sedentary older adults who begin physical activity programs should 

start with short intervals of moderate physical activity (5-10 minutes) and 

gradually build up to the desired amount. 

 Older adults should consult with a physician before beginning a new physical 

activity program. 

 In addition to cardio respiratory endurance (aerobic) activity, older adults can 

benefit from muscle-strengthening activities. Stronger muscles help reduce the 

risk of falling and improve the ability to perform the routine tasks of daily life. 

C) SCREENING OF HEALTH OF ELDERLY: 

The world population of older people is on the rise with improved health services. With 

longevity, older people are at increased risk of chronic non-communicable diseases 

(NCDs), which are also leading causes of death among older people. Screening through 

case finding in primary care would allow early identification of NCDs and its risk 

factors, which could lead to the reduction of related complications as well as mortality. 

However, direct evidence for screening older people is lacking and the decision to 

screen for diseases should be made based on co morbidity, functional status and life 

expectancy, and has to be individualised. 
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Screening is an assessment to “identify apparently healthy people who are at increased 

risk of a disease or health condition.” It is aimed to identify people who would be 

benefitted from further assessment. Screening in clinical practice is about case finding 

where the physician takes opportunity to request for a screening test that is more likely 

to result in follow-up as compared to mass screening. Screening should be on a defined 

target population and in the presence of scientific evidence on the effectiveness of the 

screening test. In addition, the overall benefits of screening should outweigh harms. 

a) Screening for high blood pressure 

Hypertension is a common chronic NCD among older people with prevalence ranging 

between 52.0 and 72.0%. Similarly, the Third Malaysia Health and Morbidity Survey 

(2006) reported 74.0% of older people have hypertension. Hypertension is a known 

risk factor for CHD, stroke, heart failure and premature deaths. Treating hypertension 

has been shown to reduce these morbidities in people aged 60–69 years. 

b) Screening for type 2 diabetes 

The prevalence of type 2 diabetes in the European and Asian people aged 60–79 years 

range between 10 and 20.0%. Similarly in Malaysia, the prevalence increases with age 

with the highest proportion of 26.1% in the 60–64 years age group and is the leading 

cause of death. The International Diabetes Federation suggests that older people should 

be regularly examined for type 2 diabetes as it commonly remain undiagnosed until 

complications such as CAD and stroke appear, which is associated with significant 

morbidities and mortality. 

c) Screening for dyslipidemia 

Another risk factor for cardiovascular disease is lipid disorders. High levels of 

cholesterol and LDL-C and low levels of HDL-C are independent risk factors for CHD. 

In Malaysia, the prevalence of dyslipidemia increases with age reaching a peak of 

57.2% (95% CI: 52.3– 62.0) among the 65–69 year old age group. Older people with 

increased level of total serum cholesterol had increased risk of acute coronary events 

when compared with middle aged and younger people. Furthermore, lipid lowering 

drug therapy cause a 30.0% relative risk reduction in total CAD events and 26.0% 

relative risk reduction in CAD mortality in people with abnormal lipid levels. 
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d) Screening for tobacco use 

Tobacco use, in particular cigarette smoking is a leading preventable cause of death 

and results in 6 million deaths annually from cardiovascular diseases, respiratory 

disease and malignancy.  It is a leading cause of chronic NCDs such as CAD and lung 

cancer, and the primary cause of mortality. 

d) Screening for cancers 

Cancer is a leading cause of death in both developed and developing 

nations. Approximately 60.0% of the new cancer cases and 65.0% of the cancer 

mortality occur in the less developed nations. Worldwide, most frequently diagnosed 

cancer based on estimated age-standardised incidence and mortality rate, is breast 

cancer, followed by prostate cancer and lung cancer. The increased burden of cancer is 

attributed to the population ageing and adoption of unhealthy lifestyle such as less 

physical inactivity, unhealthy diet and smoking. From previous recommendations on 

cancer screening in older people, it was proposed to include screening for colorectal 

cancer, lung cancer and breast cancer in women. 

f) Prevention of accidents of elderly: 

When growing old, the physical ability of elderly people gradually wanes, making them 

prone to accidents. It may result in injury, hospitalization, or even loss of self-care 

ability owing to disability. Some measures in preventing home accident, first aid 

measures and how to call for help are: 

 

FALL: 

Cause: Environmental factors, gait instability, impaired vision, etc. 

Prevention: 

 Keep floors free of obstructions. 

 Ensure adequate lighting in household area. 

 Avoid stepping on foldable chair. 

 Keep floor dry. Constantly check floor surface for any wear and tear. 

 Avoid standing on “step” next to windows when posting out bamboo to sundry 

clothing. 

 Place non-slippery mattress on the floor of bathroom. 

 Exercise regularly to strengthen gait and power. 
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 Ensure length of trousers and shirts not being too long. 

 Ensure a balanced gait during walking. Walk slowly. If necessary, use walking 

aids. 

 Use suitable corrective lens to ensure a good vision. 

First Aid: 

1. Don’t panic. Call for help immediately if necessary. 

2. Examine the patient if the airway is clear (e.g. can talk or not); if breathing is 

adequate and circulation is normal (observe colour of the face, depth and rate 

of breathing). 

3. If breathing and circulation are normal, check for any other injuries on the body. 

4. If bleeding occurs, ensure that there is no foreign body in the wound. Apply 

direct pressure to stop bleeding by covering clean gauze on it and add pressure 

on the gauze by your hand. Elevate the injured limb. 

5. If deformity is found on the injured part, do not move it and call for help 

immediately. 

CHOKING: 

Cause: Talk or laugh when eating; size or texture of food not suitable for elderly etc. 

Prevention:     

 Before a meal, chop food into small pieces. 

 During a meal, chew thoroughly before swallowing. 

 Do not talk or laugh during chewing or swallowing food. 

 Ensure the set of denture is in its fixed position and not loose. 

 Be more cautious when taking soft and sticky food. 

First Aid: 

1. Do not panic. 

2. Call for help immediately. 

3. Perform CPR if necessary. 
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ACCIDENTAL POISONING/DRUG OVERDOSE 

Cause: Inadequate knowledge about drugs, non-compliance to prescription,    taking 

other person’s drugs etc. 

Precaution: 

 Never buy or use over-the-counter drugs. Consult doctor when feeling sick. 

 Never take other person’s drugs. 

 Before taking drug, check carefully it is the right drug, taken at the right time, 

through the right route and at the right dosage. 

 Never place different drugs into the same container. Empty containers should 

be disposed of and not to use to store other drugs. 

First Aid: 

1. Do not panic. Call for help immediately. 

2. Examine the patient if the airway is clear (e.g. can talk or not); if breathing is 

adequate and circulation is normal (observe colour of the face, depth and rate 

of breathing). 

3. Perform CPR if necessary. 

4. If the patient is unconscious but the airway is clear, breathing & circulation are 

normal, turn the patient to lateral position. 

5. If the patient is conscious, fed with a large amount of water. But, do not induce 

vomiting. 

6. Bring along with any vomitus and remains of drugs taken when seeking medical 

treatment. 

BURN AND SCALD 

Cause: Carelessness, general disregard of safety, etc. 

Prevention:  

 While cooking, pay extra attention to the stove fire and the cooking utensil. 

Turn the pan handle away from the front and close to the wall. 

 When opening the lid of a cooking utensil, take extra care to the steam. 

 Be careful when handling boiling oil, hot water or soup. 

 If need to hold hot materials, use insulated gloves. 

 Ensure all food and drink is at a reasonable temperature before eating or 

drinking. 
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 All hot objects including an iron or containers with hot matter must not be 

placed near the margin of a table or desk. 

 Test the temperature of water before bathing. 

 Take extra care when using an electric heater in winter time. Never place 

clothing on it for pre-warming. Do not burn charcoal or light fire to keep 

warmth at home. 

 Due to certain diseases, e.g. stroke, diabetes etc., skin senses would be much 

reduced. Take extra care when touching hot objects. 

First Aid: 

1. Do not panic. If necessary, call for help immediately. 

2. Examine the patient if the airway is clear (e.g. can talk or not); if breathing is 

adequate and circulation is normal (observe colour of the face, depth and rate 

of breathing). 

3. If breathing and circulation are normal, examine the burnt or scalded sites. 

4. Rinse the injury site with tap water for about 10 minutes. If the patient feels 

chilled, stop rinsing. 

5. Cover the injury site with sterile gauze. Dress with bandages. 

6. Never apply toothpaste, soy sauce or other ointments on the injured sites. 

7. Do not puncture any blister. 

8. Do not tear off any burned clothing that sticks on the injured site. 

G. PREVENTION OF SUBSTANCE ABUSE AMONG ELDERLY: 

Substance abuse, particularly of alcohol and prescription drugs, among adults 

60 and older is one of the fastest growing health problems facing the country. Yet, even 

as the number of older adults suffering from these disorders climbs, the situation 

remains underestimated, under identified, under diagnosed, and undertreated. Until 

relatively recently, alcohol and prescription drug misuse, which affects up to 17 percent 

of older adults, was not discussed in either the substance abuse 

Because of insufficient knowledge, limited research data, and hurried office 

visits, health care providers often overlook substance abuse and misuse among older 

adults. Diagnosis may be difficult because symptoms of substance abuse in older 

individuals sometimes mimic symptoms of other medical and behavioural disorders 

common among this population, such as diabetes, dementia, and depression. Often drug 
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trials of new medications do not include older subjects, so a clinician has no way of 

predicting or recognizing an adverse reaction or unexpected psychoactive effect.  

 Demographics and Prevalence of substance abuse among elderly: 

Substance abuse problems in older adults are most often associated with the misuse 

of alcohol and over-the-counter (OTC) and prescription drugs. According to current 

estimates, the rate of diagnosable alcohol abuse disorders is 2.75% for older men 

and 0.51% for older women. But upward of 15% of community-dwelling older 

adults have problems with drinking, and up to 20% of older adults misuse a 

combination of alcohol and medications. 

 Physical and Psychological Aspects of Substance Abuse Among Older 

Adults: 

 Substance misuse among older adults is generally different from that of younger 

adults.  

 As people age, their bodies metabolize alcohol more slowly. Therefore, older 

adults have increased sensitivity to and decreased tolerance for alcohol. 

 The misuse of medications is far more common among older adults because they 

have more chronic medical conditions and are prescribed more medications.  

 Adjustments to allow for correct, age-appropriate dosages and information on 

contraindications are often missing in the communication between a prescribing 

physician and the older patient. 

 Interactions between medication and alcohol are of particular concern among 

older adults as they can cause serious medical and psychological problems. 

 Alcohol Misuse and Abuse: 

In older adults, even small amounts of alcohol can have serious consequences. While 

alcohol consumption can have physical and psychological benefits for older adults, it 

can also create danger by causing or complicating medical conditions, producing 

unsafe medication interactions, and increasing falls, confusion, depression, and 

premature mortality. Factors that contribute to alcohol use among older adults include 

changing life roles such as retirement, loss of family and friends, and mental or physical 

decline. Additional factors that make older adults vulnerable to inappropriate alcohol 

use include insomnia, family history of substance abuse, and having a psychiatric 

illness such as depression or anxiety. Men are more likely than women to have alcohol 

problems at later ages. 

Treatment of alcohol abuse: Psychosocial treatments including interventions, such 

as cognitive behavioural therapy and motivational interviewing, as well as supportive, 

non-confrontational approaches and separate groups for older adults are likely to be 

effective. 
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 Peer self-help approaches, such as Alcoholics Anonymous, are often better 

when they are comprised exclusively of older adults. 

 More specialized treatment designed to adapt existing outpatient, 

detoxification, inpatient, residential, and recovery services models are also 

useful approaches for older consumers depending on the level of need.  

 While little research addresses medication interventions for alcohol abuse, 

naltrexone reduces the craving for alcohol and has been shown to reduce 

alcohol relapse.  

 It is critical to understand that there is no one-size-fits-all approach. Treatment 

and other interventions must be tailored to the needs of the individual. 

 Prescription and OTC Medication Misuse 

 

Older adults use prescription drugs nearly three times as frequently as the general 

population, according to a report from the Special Committee on Aging. They 

also purchase nearly three quarters of all OTC medications.  

 Medication misuse includes consuming extra doses, failing to fill prescriptions, 

misunderstanding the physician’s instructions, missing doses, consuming 

medication at the incorrect time, and stretching out medications to last longer. 

 Older adults are particularly at risk of unintentional medication misuse because 

of the simultaneous use of multiple medications and sensitivity to their effects 

due to the aging process.  

 As the body ages, changes in digestion, liver, and kidney function impact the 

way that medications are absorbed and metabolized, creating greater risks of 

physical and mental damage for older adults.  

 Medical factors such as the use of multiple medications and sensory decline, 

psychological factors such as cognitive decline or a mental disorder, and 

cultural and linguistic barriers can impact an older adult’s ability to take 

medication correctly. 

 Many older adults have several physicians prescribing different medications 

who may be unaware of the multiple medications the patients are taking, which 

could lead to dangerous interactions. 

 In addition, some healthcare providers lack training and education about 

working with older adults and therefore may prescribe inappropriate 

medications or dosage. 

Commonly misused prescription and OTC medications include painkillers, anti-

anxiety drugs, sleeping pills, diet aids, and decongestants. Antipsychotic drugs, which 

are commonly and often inappropriately prescribed to older adults with behavioural 

problems, are of particular concern because their continual use leads to problematic 

and sometimes dangerous symptoms and side effects. 
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Treatment: 

            Possible promising programs include hospital discharge programs, prescription 

guidelines for providers, and medication review procedures in settings such as home 

care and nursing homes. Brief informational and intervention sessions represent viable 

and nonthreatening opportunities to provide support and relief. 

3.6 SUMMARY: 

Health promotion is type of healthy behaviour to maintain individual’s health. Health 

promotion among elderly is an important aspect. The components of health promotion 

are nutrition, exercise, prevention of accidents etc. To promote healthy living and 

happiest life style among elderly health promotion is a perfect means. 

3.7 CHECK YOUR PROGRESS: 

I. Objective Type Questions: 

  1. Health promotion is science to 

 a) Promote health b) prevent disease c) prevent disability d) all of the above 

2. Components of health promotion 

 a) Nutrition b) exercise c) screening d) mal nutrition 

3.OTC means 

KEY:   1) d 2)d  3) over the counter drugs 

II. Short answer question: 

1. Explain about role of nutrition role in health promotion among elderly. 

 2. Explain about types of exercises helpful for elderly to promote health 

III. Essay questions: 

1. Describe about the substance abuse among elderly and their prevention to    promote 

health 
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3.8 KEY TERM: 

1. NCD -non communicable disease 

2. OTC - over the counter drugs ( drugs that taken from pharmacy without 

physician prescription) 

3. RDA – requirement of daily allowance 

3.9 REFERENCE AND FURTHER READING: 

1. k.park “ essentials of community health nursing”banarsidar bhanot publishers 

2. www.healthpromotion.in 

3. www.who.int. 
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Unit-4: Legislations, Government policies and Ethics in relation to 

Geriatrics 

 

Learning objectives: 

 

After learning the content, student should be able to 

 To understand various Governmental policies and procedures to protect the 

interest of elderly 

 To understand the role of ethics in Geriatrics. 

 To apply the concept of decision-specific capacity to older adults. 

 To apply legal and ethical principles in the analysis of complex issues related 

to care of  

older adults informed consent, refusal of treatment, and advance directives 

 Define ethics, bioethics, ethical dilemma, and nursing ethics. 

 

Structure: 

4.1 Introduction 

4.2 Demography of Indian Ageing 

4.3 Legislations in Elderly 

4.4 Government Policies For Elderly: 

4.5 Ethics for Elderly 

4.6 Let’s Sum Up: 

4.7 Key Terms 

4.8 Evaluate Your Progress 

4.9 References and Further Readings 
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4.1 INTRODUCTION 

 

Ageing is a natural process, which inevitably occurs in human life cycle. Ageing refers 

to a decline in the functional capacity of the organs of the human body, which occurs 

mostly due to physiological transformation.  Due to ageing the changes in body, mind, 

thought are most common, so, in elderly life they have to face a lot of challenges 

henceforth. Our seniors are our responsibility: Intergenerational equity is a principle of 

natural justice. We should not neglect our elders as a generation which neglects its 

elders and aged commits crime and shall be mate with same fate in their elder years. 

The senior citizens are gifted with knowledge of various sorts, varied experiences and 

deep insights so they constitute a precious reservoir of guidance. Even after being 

retired, most of them are physically and mentally capable of contributing to the 

wellbeing of the society. Hence, given an appropriate opportunity, they are in a position 

to make significant contribution to the socioeconomic development of their nation. 

In today’ s world trend is shifting towards privacy and independence ,unlike the old set 

up where taking care of elders formed part of the tradition and culture. Moreover, due 

to work pressure and competitiveness to survive in the constant inflation, younger 

generation gets too busy to be able to pay attention towards parents who then are left 

to handle their old age single handed. 

 

4.2 DEMOGRAPHY OF INDIAN AGEING 

 

A major shift in the age groups of 80 and above is seen with a substantial increase in 

the number of older persons as a result of a large increase in human life expectancy 

over the years. The demographic profile depicts that in the years 2000-2050, the overall 

population in India will grow by 55% whereas population of people in their 60 years 

and above will increase by 326% and those in the age group of 80+ by 700% - the 

fastest growing group. The increase of demographic ageing process in our country has 

a series of socio-economic problems as well as health problems. There are several 

problems of elderly which are – loneliness, economic dependency, poor health, 

malnutrition etc. 

 

According to Population Census 2011 there are nearly 104 million elderly persons 

(aged 60 years or above) in India; 53 million females and 51 million males. In India, 

the proportion of the population aged 60 years and above was 7 per cent in 2009 (88 

million) and is expected to increase to 20 per cent (315 million) by the year 2050.Due 

to decline in infant mortality and increase in survival rates at older ages in response to 

public health improvements life expectancy at birth in India climbed from 37 years in 
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1950 to 65 years in 2011. By 2050, life expectancy at birth is projected to reach 74 

years. 

In India due to increase in aging population the prevalence rates of chronic conditions 

such as diabetes and hypertension increases. When the population age groups with high 

levels of chronic conditions will represent a much greater share of the total population 

nearly one-half (45 percent) of India’s disease burden is projected to be borne by older 

adults in 2030. The elderly people suffer from dual medical problems, i.e., both 

communicable as well as non-communicable diseases. This is further compounded by 

impairment of special sensory functions like vision and hearing. A decline in immunity 

as well as age-related physiologic changes leads to an increased burden of 

communicable diseases in the elderly. 

 

4.3 LEGISLATIONS IN ELDERLY 

 

Growing Old" is a natural process that every human undergoes in one’s lifetime. It 

basically refers to the decline in the functional capacity that occurs due to physiological 

transformation. Senior citizens are an asset to a society with their pool of varied 

experiences, ideas, knowledge and expertise. Looking at the present scenario, where 

the roots of the joint family system are eroding and with the intrusion of more and more 

number of women in paid employments, the older citizens are facing a lot of difficulties 

in terms of loneliness and social maladjustments. In rural areas where the joint family 

system continues to prevail, the older members are respected more and are considered 

as an integral part of families. 

Most senior citizens are unaware of their rights, either because of illiteracy or lack of 

alertness. Their biggest problems could be subdivided into the following categories - 

The rights of older persons are the entitlements and independence claimed for senior 

citizens (i.e. above 60 years of age). Elderly rights are one of the fundamental rights of 

India. The International Day of older persons is celebrated annually on October 1. 

 

Problems of the aged as follows: 

 

(i) Economic problems include such problems as loss of employment, income 

deficiency and economic insecurity. 

 

(ii) Physical and physiological problems include health and medical problems, 

nutritional deficiency, and the problem of adequate housing etc. 

 

(iii) Psychosocial problem which cover problems related with their psychological and 

social maladjustment as well as the problem of elder abuse etc. 
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International efforts made to protect the interests of old age are: 

 

The U.N. General Assembly on December 16, 1991 adopted 18 principles which are 

organized into 5 clusters, namely independence, participation, care, self-fulfilment, and 

dignity of the older persons: 

 

These principles provide a broad framework for action on ageing. Some of the 

Principles are as follows: 

i. Older Persons should have the opportunity to work and determine when to 

leave the work force. 

ii. Older Persons should remain integrated in society and participate actively in 

the formulation of policies which affect their wellbeing. 

iii. Older Persons should have access to health care to help them maintain the 

optimum level of physical, mental and emotional wellbeing. 

iv. Older Persons should be able to pursue opportunities for the full development 

of their potential and have access to educational, cultural, spiritual and 

recreational resources of society 

v. Older Persons should be able to live in dignity and security and should be free 

from exploitation and mental and physical abuse. 

 

National Efforts made to protect the interests of old age are: 

 

I. Constitutional Protection: 

Art. 41: Right to work, to education and to public assistance in certain cases: The State 

shall, within the limits of economic capacity and development, make effective 

provision for securing the right to work, to education and to public assistance in cases 

of unemployment, old age, sickness and disablement, and in other cases of undeserved 

want. 

 

Art. 46: Promotion of educational and economic interests of elderly and other weaker 

sections : The State shall promote with special care the educational and economic 

interests of the weaker sections of the people…..and shall protect them from social 

injustice and all forms of exploitation. 

 

However, these provision are included in the Chapter IV i.e., Directive Principles of 

the Indian Constitution. The Directive Principles, as stated in Article 37, are not 

enforceable by any court of law. But Directive Principles impose positive obligations 

on the state, i.e., what it should do. The Directive Principles have been declared to be 

fundamental in the governance of the country and the state has been placed under an 

obligation to apply them in making laws. The courts however cannot enforce a 
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Directive Principle as it does not create any justifiable right in favour of any individual. 

It is most unfortunate that state has not made even a single Act which is directly related 

to the elderly persons. 

 

II. Legal Protections: 

Under Personal Laws: 

The moral duty to maintain parents is recognized by all people. However, so far as law 

is concerned, the position and extent of such liability varies from community to 

community. 

 

Hindus Laws: 

Amongst the Hindus, the obligation of sons to maintain their aged parents, who were 

not able to maintain themselves out of their own earning and property, was recognized 

even in early texts. And this obligation was not dependent upon, or in any way 

qualified, by a reference to the possession of family property. It was a personal legal 

obligation enforceable by the sovereign or the state. The statutory provision for 

maintenance of parents under Hindu personal law is contained in Sec 20 of the Hindu 

Adoption and Maintenance Act, 1956. This Act is the first personal law statute in India, 

which imposes an obligation on the children to maintain their parents. As is evident 

from the wording of the section, the obligation to maintain parents is not confined to 

sons only, and daughters also have an equal duty towards parents. It is important to 

note that only those parents who are financially unable to maintain themselves from 

any source, are entitled to seek maintenance under this Act. 

 

Muslim Law: 

Children have a duty to maintain their aged parents even under the Muslim law. 

According to Mulla : 

(a) Children in easy circumstances are bound to maintain their poor parents, 

although the latter may be able to earn something for themselves. 

(b) A son though in strained circumstances is bound to maintain his mother, 

if the mother is poor, though she may not be infirm. 

(c) A son, who though poor, is earning something, is bound to support his 

father who earns nothing. 

According to Tyabji, parents and grandparents in indigent circumstances are entitled, 

under Hanafi law, to maintenance from their children and grandchildren who have the 

means, even if they are able to earn their livelihood. Both sons and daughters have a 

duty to maintain their parents under the Muslim law. The obligation, however, is 

dependent on their having the means to do so. 
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Christian And Parsi Law: 

The Christians and Parsis have no personal laws providing for maintenance for the 

parents. Parents who wish to seek maintenance have to apply under provisions of the 

Criminal Procedure Code. 

 

III. Under the Code of Criminal Procedure: 

Prior to 1973, there was no provision for maintenance of parents under the code. The 

Law Commission, however, was not in favour of making such provision. 

 

The provision, however, was introduced for the first time in Sec. 125 of the Code of 

Criminal Procedure in 1973. It is also essential that the parent establishes that the other 

party has sufficient means and has neglected or refused to maintain his, i.e., the parent, 

who is unable to maintain himself. It is important to note that Cr.P.C 1973, is a secular 

law and governs persons belonging to all religions and communities. Daughters, 

including married daughters, also have a duty to maintain their parents. 

 

Maintenance and Welfare of Parents and Senior Citizens Act, 2007 – It is a 

legislation initiated by the Ministry of Social Justice and Empowerment, Government 

of India and attempts to address the problems of the elderly population of our country 

in various ways. 

 

This Act makes it obligatory for children and their heirs to provide as maintenance a 

monthly allowance to their parents and other senior citizens of the family. It also 

provides a simple, speedy, and inexpensive mechanism for the protection of their life 

and property. Mandate for setting up of old age homes is also included. 

 

Senior citizens who are unable to maintain themselves have a right under this statute to 

make an application to the designated tribunal to effectively claim their maintenance 

amount from their errant children/heirs. 

 

State government has the power under this Act to set up a maintenance tribunal in every 

sub-division that would have the power to decide upon the level of maintenance. All 

appeals from the maintenance tribunal would lie in the Appellate tribunal (established 

at the district level). 

 

The Act caps the maximum monthly allowance at Rs 10,000 per month. The 

establishment of old age homes has significantly taken off, with at least one old age 

home per district 
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4.4 GOVERNMENT POLICIES FOR ELDERLY 

 

The Government of India approved the National Policy for Older Persons on January 

13, 1999 in order to accelerate welfare measures and empowering the elderly in ways 

beneficial for them. The aim of the policy is to provide welfare measures to the elderly 

via various departments as: 

1. Ministry of Social Justice & Empowerment : 

The Ministry of Justice and Empowerment has announced regarding the setting up 

of a National Council for Older Person, called age well Foundation. It will seek 

opinion of aged on measures to make life easier for them. 

 It has announced the National Policy on Older Persons covering all concerns 

pertaining to the welfare of older persons.  The National Policy on Older 

Persons recognizes a person aged 60 years and above as a senior citizen.  

 The Ministry is also implementing following schemes for the benefit of Senior 

Citizens: 

a) The Scheme of Assistance to Panchayati Raj Institutions/Voluntary 

Organisations/Self Help Groups for Construction of Old Age Homes/multi-

service centres for older persons.  Under this Scheme, one time construction 

grant for old age homes/multi-service centre is provided. 

 

b) Construction of old age homes and day care centres for every 34 districts, 

 

c) An Integrated Programme for Older Persons has been formulated by revising 

the earlier scheme of “Assistance to Voluntary Organisations for Programmes 

relating to the Welfare of the Aged”.  Under this Scheme, financial assistance 

up to 90% of the project cost is provided to NGOs for establishing and 

maintaining old age homes, day care centres, and mobile Medicare units and to 

provide non-institutional services to older persons.   

 

d) The Indian government provides housing facilities such as retirement homes 

and recreational or educational centres. These centres provide older persons 

with opportunities to spend their free time doing various activities. Most 

recreational centres have yoga clubs, fitness club, parks, spiritual session, 

picnic, food fests, libraries, art and craft, music classes and indoor games. 

 

e)  It is proposed to allot 10 percent of the houses constructed under government 

schemes for the urban and rural lower income segments to the older persons on 

easy loan. 
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2. Ministry of Rural Development :  

 Under the National Old Age Pension Scheme, Central Assistance of Rs. 75/- 

p.m. is granted to destitute older persons above 65 years.  This Scheme has 

been transferred to the State Plan w.e.f. 2002-03.  

 

 Under the Annapurna Scheme, free food grains (wheat or rice) up to 10 

kg.  per month are provided to destitute older persons 65 years or above. 

 

3. Ministry of Road Transport and Highways : 

 Reservation of two seats for senior citizens in front row of the buses of the State 

Road Transport Undertakings.   

 Some State Governments are giving fare concession to senior citizens in the 

State Road Transport Undertaking buses and are introducing Bus Models, 

which are convenient to the elderly 

4. Ministry of Finance: 

An Old Age Social And Income Security (OASIS) project was launched to 

comprehensively examine policy questions connected with old age income 

security. According to Sec.88B, 88D and 88DDB of Income Tax Act there are 

discount in tax for the elderly persons. The government policy encourages a prompt 

settlement of pension, provident fund (PF), gratuity, etc. in order to save the 

superannuated persons from any hardships. 

 Income tax rebate up to an income of Rs. 1.85 lakh p.a. 

 Higher rates of interest on saving schemes of senior citizens. A Senior Citizens 

Savings Scheme offering an interest rate is 9% per annum on the deposits made 

by the senior citizens in post offices has been introduced by the Government 

through Post Offices in India doing savings bank work.  

 New Pension scheme- This scheme enables an individual to save a certain 

amount through his working life. 

 Life Insurance Corporation of India (LIC) has also been providing several 

schemes for the benefit of aged persons, i.e., Jeevan Dhara Yojana, Jeevan 

Akshay Yojana, Senior Citizen Unit Yojana, and Medical Insurance Yojana. 

    

5. Ministry of Health & Family Welfare : 

 Separate queues for older persons in hospitals for registration and clinical 

examination. 

 This is in addition to the concessions offered to them in the treatment of the 

diseases like cardiac problems, diabetes, kidney problem, blood pressure, 

joint and eye problem. 
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  Enacting legislation for ensuring compulsory geriatric care in all the public 

hospitals. 

 

6. Department of Telecommunications : 

 Faults/complaints of senior citizens are given priority by registering them under 

senior citizens category with VIP flag, which is a priority category.  

 Senior citizens are allowed to register telephone connection under N-OYT 

Special Category, which is a priority category 

 

7. Ministry of Railways : 

 Indian Railways provide 30% fare concession in all Mail senior citizens aged 

60 years and above.  

 Indian Railways also have the facility of separate counters for Senior Citizens 

for tickets.  

 Ramps and for wheel chairs movement are available at the entry to important 

stations.  

 Specially designed coaches with provisions of space for wheel chairs, hand rail 

and specially designed toilet for handicapped persons have been introduced. 

 

8. Ministry of Civil Aviation  

 Indian Airlines is providing 50 per cent Senior Citizen Discount on Normal 

Economy Class fare for all domestic flights to Indian senior citizens who have 

completed the age of 65 years in the case of male senior citizens and 63 years 

in the case of female senior.  

 Air is offering discount to senior citizens of 60 plus on flights to, and. Further, 

Air has now decided to reduce the age of 60 plus. 

 

9. Ministry of Consumer Affairs, Food and Public Distribution  

 Under the Antyodaya Scheme, the Below Poverty Line (BPL) families which 

also include older persons are provided food grains at the rate of 35 kgs per 

family per month. The food grains are issued @ Rs.3/- per kg. for rice and Rs.2/- 

per kg for wheat. 

 Former Prime Minister Atal .Bihari .Bajpai launched ‘Annapurana Yojana’ for 

the benefit of aged persons. Under this yojana unattended aged persons are- 

being given 10 kg food for every month. 
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10. MCD(municipal cooperation of India) : 

 MCD, has opened a separate counter to facilitate the senior citizens for 

submission of property tax bills. 

 A rebate of 30% of the property tax due on the covered space of a building 

up to one hundred sq. mtrs of the covered space has been allowed by the 

corporation in the case of any self-occupied residential building singly 

owned by a man who is 65 years or more in age. 

 

11. Miscellaneous  

 Courts in the country, accord priority to cases involving older persons and 

ensures their expeditious disposal.   

 Under the Old Age Pension Scheme, monthly pension is given at variable rates 

to the destitute old by various State Governments/UT Administrations. 

 Reverse Mortgages- Under such scheme the senior citizen mortgages his 

property to a lender in the capacity of a borrower, the lender thereby makes 

periodic payments to the borrower during his lifetime. 

HELPAGE INDIA: 

 

Help age India is a leading charity in India working since 1978 for disadvantage elderly 

group for more than three decades and is registered under the Societies' Registration 

Act of 1860. The various programs volunteered by help age India are 

 Mobile Healthcare: This unit emphasis upon Mobile Health Unit, Gram 

Chikitsa Centres and Accredited Clinics. The Mobi-Health Unit (MHU) 

consists of a 4 wheeler with customized fabrication done to carry medicines, 

consumables & equipment provides affordable and quality primary health care 

services at the doorsteps of the needy elderly, covering 10 locations per week, 

on a two-shift (morning & afternoon) basis. 

 Cataract Surgeries: n the last 38 years, Help Age India has supported nearly 

9,00,000 surgeries on poor and needy older persons by partnering with nearly 

400 organizations (eye hospitals, trusts, NGOs). 

 Physio-care:  They provides physio-care that is aimed at enabling and 

supporting the elderly to maintain their fitness and mobility level, enhance their 

independence in Activities of Daily Living (ADL) as well as improve their self-

confidence and self-esteem. 

 Cancer Care: Help Age India has been in partnership with number of credible 

and competent cancer hospitals and organisations for carrying out cancer 

treatments which include cancer surgeries, radiation and chemotherapy. 

 Health camps: They organize various generalized and specialized health camps 

in rural as well as urban areas of country. 
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 Disaster Management: Help age India's’ reach out not only to the elderly but 

also to the community at large at times of large scale disasters, providing relief 

with food, clothing and shelter to establishing long-lasting rehabilitation 

programs. 

 Apart from this they provide various Active Ageing Centres, Old Age Homes, 

Livelihood Support ,Elder Help lines, and focus on policy related to research 

issues in ageing 

 

 

4.5 Ethics for elderly 

 

Ethics is a fundamental part of geriatrics. Ethics, or the provision of ethical care, refers 

to a framework or guideline for determining what is morally good (ie, right) or bad (ie, 

wrong). Ethical problems arise when there is conflict about what is the “right” thing to 

do. This dilemma generally occurs when decisions need to be made whether or not a 

medical intervention should be implemented and whether or not the intervention is 

capable of producing any useful result. The answers to ethical questions are not straight 

forward; they involve a complex integration of thoughts, feelings, beliefs, and 

evidence-based data. Ageism can play a strong role in these decisions. Acknowledging 

and acting on the wishes of the older individual are a critical component of ethical care. 

An aging population requires more medical care, but over the past 50 years this care 

has changed from a casual house call to a highly regulated, technological, and 

expensive system of care delivered mostly in medical clinics. The complexity and 

invasiveness of sophisticated medical interventions have led many patients to question 

how much they want life extended if the quality of that life will be compromised. While 

patients struggle with these decisions, managed-care organizations are strictly 

controlling costs by limiting the interventions they will cover. 

 

Some Common terminologies in ethics 

 

According to Wikipedia: 

Ethics or moral philosophy is a branch of philosophy that involves systematizing, 

defending, and recommending concepts of right and wrong conduct.  Ethics is a 

specialized area of philosophy with origins dating back to ancient Greece that mainly 

deals with moral principles.  The ethical principles enunciated by Hippocrates still 

serve as the underpinnings of many of today’s ethical issues in medicine.  Ethics has 

its own language and terminology that are used in very precise ways. 
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Bioethics is the application of ethics to the field of medicine and healthcare. It is 

defined as the application of ethics to matters of life and death.  Bioethics implies that 

a judgment should be made about the rightness or wrongness, goodness or badness, of 

a given medical or scientific practice.  Nurses are concerned about both bioethics and 

ethics. 

 

An ethical dilemma can be defined as an ethical dilemma is one in which a person has 

to choose between two options, both of which are morally correct but in conflict. 

  (1) A difficult problem seemingly incapable of a satisfactory solution; or  

(2) A situation involving a choice between two equally unsatisfactory alternatives.   

Those ethical dilemmas arise when moral claims conflict with each other. 

 

Nursing ethics is a branch of applied ethics that concerns itself with activities in the 

field of nursing. Nursing ethics shares many principles with medical ethics, such as 

beneficence, non-malfeasance and respect for autonomy. 

 Determination of Decision Making Capacity: 

Decision-making capacity implies the ability to understand the nature and 

consequences of different options, to make a choice among those options, and to 

communicate that choice.   

Clinicians assess decision-making capacity, and ascertain whether a person possesses 

a set of values and goals, the ability to communicate and understand information, and 

the ability to reason and deliberate about choices.   

Decision-making capacity is required in order to give informed consent.   

Decision-making capacity may fluctuate over time, as a result of transient changes in a 

person’s ability to comprehend and communicate. 

 

Competency is a legal determination by a judge as to mental disability or incapacity; 

whether a person is legally fit and qualified to give testimony or execute legal 

documents.  The law presumes that all adults are competent and have the decision-

making capacity to make health decisions.  To be considered competent, an individual 

must be able to comprehend the nature of the particular action in question and be able 

to understand its significance. 

 

Older adults with impaired, fluctuating, or questionable cognitive status, including 

those with mild and moderate dementia, retain sufficient cognitive capability to make 

some, but not necessarily all, health-care decisions.  For example, an older person may 

lack the decision-making capacity to consent to a feeding tube while retaining the 

capacity to appoint a child to make decisions for them. 
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 Verification of decision-making capacity 

This is required when a person is refusing or giving consent for treatment and / or 

executing an advance directive.  Verification follows an informed consent model 

and typically includes the following steps: 

1. Ability to voice a choice or preference:  in making health-care decisions this 

is a priority, as the requirement of health-care decisions is that the person should 

choose among different options.  When a person’s ability to choose is in doubt, 

as may be the case with older adults with dementia, it can be verified by asking 

simple questions, such as: “Which do you prefer, red, or green?”; “Which do 

you prefer, tea or coffee?”; “Which is your favourite season, winter or 

summer?”; “Which meal do you like best, lunch or dinner?”  

2. Adequate disclosure:  Information about the diagnosis, nature, and purpose of 

the proposed treatment, risks, and consequences, probability of a successful 

outcome, benefits, and risks, and prognosis of treatment is not instituted must 

be provided in such a way that a person can fully appreciate the information.  

For an older adult, adequate disclosure is dependent on attention to appropriate 

use of eye glasses, hearing aids, and written materials, consideration of time of 

day and complexity of rapidity with which information is given. 

3. Comprehension (understanding) of information:  Decision making is 

predicated on understanding or grasping specific information.  Understanding 

can be verified by: 

• Recall of information.  Asking a person to tell you in his or her own 

words the specific information he or she has been given about a 

treatment or advance directive, or asking a person to differentiate a 

correct statement from an incorrect statement in relation to the 

information that was presented, similar to a true/false question. 

• Manipulating information: Asking a person to manipulate the 

information he or she has been given.  For example, a person signing 

for an amputation should be able to state the functional impairments he 

or she will have as a consequence of the loss of a limb. Older people 

may need more time to demonstrate they can adequately manipulate 

information. 

• Appreciation of the situation: Asking people to contemplate the 

consequences of what will happen should they choose not to agree/ or 

to agree to the treatment.  For example, a person who chooses not to 

execute a health-care proxy should be able to say that he or she knows 
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this will limit family member’s ability to act on their behalf should they 

lose decision-making capacity. 

• Voluntary consent. A person must not be persuaded or coerced in any 

way to accept a treatment or undergo a procedure.  The voluntary nature 

of consent is jeopardized if an older adult feels compelled to comply 

with physician or family expectations, or fails to fully appreciate 

possible alternatives or consequences. 

4. Consistency.  A decision is thought to be valid when it reflects a person’s “true 

or authentic self.”  A person’s choice of the same decision over a period of 

hours, days, and weeks provides evidence that the decision truly reflects the 

person’s preference. 

Principles of ethical issues in geriatric care 

As the old population grows with time the health care professionals faces more ethical 

issues while managing elderly. Some of the ethical principles are autonomy, 

beneficence, non-malfeasance, futility, confidentiality, autonomy. These are some of 

the principles or concepts around which health care practice is wrapped. Let’s have an 

idea about them: 

 

1. BENEFICENCE: Beneficence is the “doing good” theory.  It requires that health-

care providers do well for patients under their care.  Good care requires that the health-

care provider understand the patient from a holistic perspective that includes the 

patient’s beliefs, feelings, and wishes as well as those of the patient’s family and 

significant others. 

 Beneficence, professionals have a duty to act for the benefit of others. The health-care 

professional’s primary obligation is service to the patient and the public-at-large.  The 

most important aspect of this obligation is the competent and timely delivery of care 

within the bounds of clinical circumstances presented by the patient, with due 

consideration being given to the needs, desires and values of the patient.  The same 

ethical considerations apply whether the healthcare professional engages in fee-for-

service, managed care or some other practice arrangement.   

 

2. NON-MALEFICENCE Non-malfeasance involves doing no harm and avoiding 

negligence that leads to harm. 

 Avoiding harm. 

 Implement effective non-hospital treatment when possible (due to 

complications that can arise during hospitalization of elderly patients). 

 Withhold diagnostic work-up or treatment when intervention is unlikely to result in 

meaningful survival or patient well-being. 
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3. FUTILITY OF TREATMENT 

 Treatment should be consistent with the patient’s (clinically realistic) goals. 

 Assess each case individually so as to determine whether treatment would be 

beneficial. 

 Avoid interventions that would not benefit the patient and/or prolong 

suffering. 

 Physician’s role as an educator helps clarify issues. 

 

4. CONFIDENTIALITY 

 Complete and absolute confidentiality is the underlying tenet. 

 Comply with state laws regarding disclosure to public health authorities and 

third parties. 

 

5. AUTONOMY AND INFORMED CONSENT Autonomy refers to one's right to 

control one's destiny, that is, to exert one's will. Obviously, there are limits to how 

freely such control can be expressed, but for geriatric purposes the principal issue 

revolves around whether the patient is able to assess the situation and make a rational 

decision independently 

 A patient has the inherent right of self-determination. 

 A patient has the right to consent and a right to refuse diagnostic work-up or 

treatment. This includes protection from unwanted touching. 

 A patient has the right to be educated on the pros and cons of a medical 

decision. 

 Although patient/proxy may request care in excess of what is considered good 

medicine, individual autonomy should not violate the principle of beneficence 

and force physicians to go beyond appropriate medical intervention. 

 Autonomy ceases when a patient’s request breaks the law or jeopardizes 

public health or safety (eg, smoking in one’s room in a LTC facility). 

 A patient has the right and is encouraged to execute an advance directive. The 

physician’s role as an educator is important in this process. State laws may 

vary. 

  To make autonomous decisions, patients must have capacity pertaining to the 

complexity of the situation. However, the level of capacity may vary as to the 

complexity of the decision (refusing to be turned in bed may require less 

mental capacity than deciding on the pros and cons of a complex operation). 

 Surrogate decision making may be used when a patient’s wishes are unknown 

or unclear or the patient lacks capacity. 
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  Amount of value placed on the principle of autonomy varies with different 

cultures. Some cultures may regularly use a surrogate as the decision-maker 

even if the patient has capacity to decide. 

 

Informed Consent if the person is able to or can: 

a) Can make a choice,  

b) Understand and appreciate the issues,  

c) Rationally manipulate information, and 

d) Make a stable and coherent decision. 

The following age-related changes influence or may impede the process of informed 

consent for older adults: 

 Sensory deficits in hearing and vision 

 Impaired ability to ask a question 

 Both written and verbal information must be presented appropriately with 

opportunities to repeat and clarify content 

 Values and beliefs about making health-care choices (i.e., “let the doctor 

decide”) 

Decision-making capacity that fluctuates or diminished. 

 

6. PHYSICIAN–PATIENT RELATIONSHIP 

 A therapeutic alliance should exist between physician and patient. 

 There should be fidelity, trust, confidentiality, and protection from intended 

harm. 

 Physicians have an important role in educating their patients. 

 Disclose relationships that may impact patient care or decisions. 

 

7. TRUTH TELLING 

 Physicians have a duty to tell the truth and be honest versus incomplete 

statements of encouragement. This should be integrated into good “bedside” 

manner and patient support. 

 Technical terminology should not obscure truth and fact. 

 Communicate an honest estimate of prognosis. 

 

8. JUSTICE: Lastly, justice focuses on fairness in the treatment of others. 

 Distribute resources and treatment in an equitable manner. 

 Be fair and lawful 

 Use objective decision-making processes, not emotional or subjective ones. 
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9. NON-ABANDONMENT 

 Physicians have a duty to uphold the principle of fidelity—not to abandon the 

patient after establishing a therapeutic relationship. 

 A physician may voluntarily terminate care of a patient after the patient/proxy 

has been informed and provided with a reasonable amount of time to make 

other arrangements. The physician may be asked to help with such alternative 

arrangements 

 When there is conflict between a patient/proxy and physician concerning a 

course of treatment, guidance may be obtained through an ethics committee, 

ombudsman, and/or Department of Health. 

 

10. LIMITED RESOURCES 

 Realize that there are limited health care resources. 

 Make decisions and allocate limited health care resources in a non-

discriminatory and objective manner. 

Advance Directives 

The Patient Self-Determination Act (PSDA) of 1990;The Omnibus budget 

Reconciliation Act (OBRA) was signed into law on November 5, 1990.   

One major component of this legislation is the Patient Self-Determination Act (PSDA), 

which addressed the issue of advance directives (AD).  This federal law mandated all 

hospitals, nursing homes, home-health agencies, hospice program, and health 

maintenance organizations (HMOs) participating in the Medicaid and Medicare 

program to:  

1. Provide adult patients with written information concerning their right to make 

decisions about their care;  

2. Ask patients whether they have an advance directive and to record this information 

in the medical record;  

3. Maintain written policies regarding discussions of ad with adults; 

4. To honor advance directives; 

5. To educate patients about advance directives; 

6. To conduct community education; and 

7. To provide care and not discriminate against a patient whether or not the patient 

has executed an advance directive.  

Advance directives allow individuals to exercise control over their bodies and direct 

their health-care in the event they will lack decision-making capacity at the time a 

medical decision needs to be made.  Older adults are more likely to develop impaired 
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decision-making capacity than are younger people.  Thus, advance directives are very 

important documents for older adults. 

 

The two most commonly used Advance Directives are:  

a) Living Wills; and  

b) Durable Powers of Attorney for Health Care (DPOAHC), also known as a 

Health-Care Proxy.  A combination is also used: Advance Health Care 

Directive. 

A Living Will provides specific instructions about the particular kinds of treatments / 

interventions an individual would or would not want to prolong or sustain life.  Living 

Wills are generally used to declare wishes, to refuse, limit, or to withhold life sustaining 

treatment under certain circumstances should the individual lose capacity and become 

unable to communicate. 

 

A Durable Power of Attorney for Health Care (DPOAHC) or Health-Care Proxy (HCP) 

is an individual designated, and who is presumably known and trusted by the patient, 

to make health-care decisions for them should they lose decision-making capacity.  The 

agent or surrogate can interpret the individual’s wishes as medical circumstances 

change.  A surrogate, is one who makes decisions on behalf of another who is unable 

to make decisions for him or herself, can be designated either informally or formally.   

 

In most formal situations, surrogates are court-appointed; they are usually called 

guardians or, in some states, conservators, which is a limited guardianship.  State laws 

and terminology vary widely regarding surrogates, also called proxies or health care 

agents, and the scope of responsibilities and powers accorded to them.  Providers and 

surrogates working with incapacitated people should become familiar with their state’s 

relevant laws and provisions.  Although laws about guardianship vary from state to 

state, a guardian to the person can make medical or personal decisions; a guardian of 

the estate can make financial decisions, and a plenary guardian, can make all necessary 

decisions on behalf of the person. 

 

Advance Health Care Directive.  An Advance Health Care Directive combines the 

features of a Living Will and a Durable Power of Attorney for Health Care along with 

some other options. Some states have a specific advance directive form. 

 

Values and codes of Ethic 

It enrols around three issues: 

 Personal Values 

 Professional Values  
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 Code of Ethics 

Personal values.  Most people derive their values from society.  A person may 

internalize some or all of these, perceiving them as personal values.  Nurses need to 

know what values patients hold about life, family, health, illness, and death.  Nursing 

students should explore their own values and beliefs regarding: 

• Individual’s right to make decisions for self 

• Active and passive euthanasia 

• Blood transfusions 

• AIDS./HIV 

• Withholding fluids and nutrition 

• Cultural perspectives on life, health, death, etc. 

• Spiritual / religious beliefs regarding death, etc. 

 To the extent that nurses hold views in these areas that may make them unable 

to care for patients with different beliefs, nurses should recognize such differences.  In 

such situations, a number of strategies may be important to enable care provision to 

continue including 

 Acknowledge that a problem exists 

 Understand the patient’s perspective 

 Understand your own responses and  

 Negotiate mutually acceptable grounds for continued care. 

 Nurses should identify supports in the community and within their institution 

that will enable patients to obtain the highest level of care, including, if necessary, 

options for transferring patients to other health-care providers if a nurse is unable to 

provide appropriate care while taking into account legal and ethical requirements that 

patients not be abandoned. 

 Professional values are often a reflection and expansion of personal values.  

They are acquired during socialization into the nursing profession via the code of 

ethics, standards of practice, nursing experiences, teachers, and peers. 

 A code of ethics is a formal statement that sets standards of ethical behaviour 

for a group of people.  It is a set of ethical principles that is shared by members of the 

group, reflects their moral judgments over time, and serves as a standard for their 

professional actions.  It is not a static document.  Rather, it is a document of statements 

of values reflecting social and professional change.  The ANA code of ethics for nurses 

emphasized the principle of respect for the life and dignity of patients. 
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4.6 Let’s Sum Up: 

 

It may be conclude by saying that the problem of the elderly must be addressed to 

urgently and with utmost care. There is urgent need to amend the Constitution for the 

special provision to protection of aged person and bring it in the periphery of 

fundamental right. With the degeneration of joint family system, dislocation of familiar 

bonds and loss of respect for the aged person, the family in modern times should not 

be thought to be a secure place for them. Thus, it should be the Constitutional duty of 

the State to make an Act for the welfare and extra protection of the senior citizen 

including palliative care. 

 

Professional rules of conduct and codes of ethics are not hand-cuffs to those who 

provide much needed and loving care to the elderly.  Rather, caregivers who couple 

these rules and codes with and implement the Principals ethical framework will be 

better equipped to confront the ethical issues and dilemmas they are likely to encounter 

in eldercare.  And ethical professional conduct while delivering eldercare will enhance 

the stature and credibility of caregivers within their community and encourage others 

to act in like manner.  Most importantly, in the end, the elders we all serve will benefit 

the most for their quality of life will be improved as we work in their best interest.     

 

In India only one third of the elderly are engaged in the productive work while it is 

significantly higher in the case of men than in case of women. Elderly females were 

more economically dependent either fully or partially. Males were in much better 

condition than females. Since age is associated with increase in physical illness and 

disability, ageing becomes an essential part of the health care delivery system. 

Therefore in-depth studies through multidisciplinary assessment on issues like socio-

economic problems, health, and psychological stress and social security needs of the 

elderly should be done nationwide. 

 

4.7 Key Terms 

 

 Natural justice: The principles of natural justice concern procedural fairness 

and ensure a fair decision is reached by an objective decision maker. A word 

used to refer to situations where audi alteram partem (the right to be heard) and 

nemo judex in parte sua (no person may judge their own case) apply. 

 Life expectancy: Life expectancy is a statistical measure of the average time 

an organism is expected to live, based on the year of their birth, their current 

age and other demographic factors including sex. 



Odisha State Open University, Sambalpur  Page 83 
 

 Physical abuse: Physical abuse can be defined as any intentional act causing 

injury or trauma to another person or animal by way of bodily contact. In most 

cases, children are the victims of physical abuse, but adults can also be victims, 

as in cases of domestic violence or workplace aggression. 

 Directive Principle: The Directive Principles of State Policy (DPSP) are the 

guidelines or principles given to the federal institutes governing the state of 

India, to be kept in citation while framing laws and policies. These provisions, 

contained in Part IV (Article 36-51) of the Constitution of India, are not 

enforceable by any court, but the principles laid down therein are considered 

irrefutable in the governance of the country, making it the duty of the State[1] 

to apply these principles in making laws to establish a just society in the 

country. 

 Retirement homes: A retirement home – sometimes called an old people's 

home or old age home, although this term can also refer to a nursing home is a 

multi-residence housing facility intended for senior citizens. 

 Surrogate decision making: A surrogate decision maker, also known as a health 

care proxy or as agents, called as advocates for incompetent patients. If a patient 

is unable to make decisions or decide for themselves about personal health care, 

someone else must provide direction in decision-making, as the surrogate 

decision-maker. 

 Fidelity: faithfulness to a person, cause, or belief, demonstrated by continuing 

loyalty and support. 

 Euthanasia: Euthanasia is the practice of intentionally ending a life in order to 

relieve pain and suffering. There are different euthanasia laws in each country. 

 ANA code of ethics: American Nurse Association code of ethics, The nurse's 

primary commitment is to the patient, whether an individual, family, group, 

community, or population. 

 Palliative care: Palliative care is specialized medical care for people with 

serious illness. This type of care is focused on providing relief from the 

symptoms and stress of a serious illness. The goal is to improve quality of life 

for both the patient and the family. 

 

4.8 Evaluate your Progress 

 

Answer in your own words: 

Q.1What is the need for regulation of ethics, policies and procedures in Geriatric Care? 

Q.2 what efforts are made by the Government at national and international level to 

protect the interests of the Elderly? 
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Q.3 what do you understand by ethical issues in elderly? Explain the various principles 

of ethics. 

Q.4 what do you mean by Advance Directives? Explain. 

Q.5 Explain values and codes of ethic. 

 

Write Short Notes on: 

1. Age well foundation 

2. Annapurna Scheme & Antyodaya Scheme 

3. Help age India 

4. Bioethics and Ethical Dilemma 

5. Autonomy and Informed Consent 

 

 

4.9 References and further readings and acknowledgements 

 

 Reflections on public policy, ethics, health care, and an aging population 

 http://lawfarm.in/blogs/laws-related-to-old-age 

 https://en.wikipedia.org/wiki/Elder_law_in_India 

 socialjustice.nic.in/write read data/Upload File/dnpsc.pdf 

 http://www.mospi.gov.in/sites/default/files/publication_reports/ElderlyinIndia

_2016.pdf 

 ] Kapp, M.B. (1994). Ethical aspects of guardianship. Clinical Geriatric 

Medicine, 10, 501-512 

 

=0= 

 

 

 

 

 

 

 

 

http://lawfarm.in/blogs/laws-related-to-old-age
https://en.wikipedia.org/wiki/Elder_law_in_India
http://www.mospi.gov.in/sites/default/files/publication_reports/ElderlyinIndia_2016.pdf
http://www.mospi.gov.in/sites/default/files/publication_reports/ElderlyinIndia_2016.pdf


Odisha State Open University, Sambalpur  Page 85 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Odisha State Open University, Sambalpur  Page 86 
 

 

 

 

 

 

 

 

 

 

 

 




