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5.1  Disease Prevention Targeting Older People

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

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

5.1.2  Forms of Disease Prevention

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

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

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

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

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

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

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

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

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

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

Part of biological factors, for example, age, gender and race are non-modifiable. 
Biological factors are also associated with changes due to ageing such as the 
decline of physical, cognitive and affective capacities and the comorbidity associ-
ated with chronic illnesses. Instead, behavioural risk factors are at least partly 
modifiable as they are related to behaviour, emotions or daily choices. An example 
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of these is excess alcohol use. Environmental factors as cause of falling take place 
as the interplay of older person’s physical conditions and the surrounding environ-
ment. These can happen both at home and public environment because of, for 
example, poor environment design, slippery floors or poor lightning. The fourth 
risk factors are socioeconomic which are related to social conditions and economic 
status of older population as well as the capacity of the community. These are such 
as low income, inadequate housing as well as limited access to health and social 
care [13].

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

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

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

5.1.2.6  Telecare and Technology
There is growing exploration of the potential role of assistive technology in preven-
tive approaches for older people. Technological innovation offers many ways of 
improving the quality of life and of mitigating some of the risks, and costs, of age-
ing [1, 15]. Technological trends related to older people care and services will be 
discussed later in detail (see Sect. 5.5).

5 Trends and Developments in Health-Care and Social Services
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5.1.2.7  Intermediate Care
According to Melis and colleagues (2004), there is no clear, agreed definition for 
intermediate care [16]. However, in this context, intermediate care describes ser-
vices that are targeted at people who would otherwise face unnecessarily prolonged 
hospital stays or inappropriate admission to inpatient care or long-term care. 
Intermediate care services are provided on the basis of a comprehensive assessment, 
resulting in a structured individual care plan. These services have a planned out-
come of maximizing independence and typically enabling clients to continue their 
lives at home. These services have a planned time period. Typically they involve 
cross-professional working, with a single assessment framework, single profes-
sional records and shared protocols [1]. These services are discussed more in other 
sections of this chapter (see Sects. 5.2, 5.3 and 5.4).

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

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

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

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

5.2  Independent Living and Support and Care at Home

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

5.2.1  Independent Living

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

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

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

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

5.2.2  Homecare Services

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

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

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

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

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

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

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

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

5.2.3  Technical Support

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

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

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

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

5.3  Trends and Developments in Community Care

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

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

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

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

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

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

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

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

Day care is another form of helping older people to carry on living in their own 
environment and at the same time being active. In this type of service, older people 
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have the opportunity to be involved in activities outside their home and also social-
ize with their peers. There are different forms of day care:

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

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

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

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

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

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

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

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

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

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

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

5.4  Trends and Developments in Long-Term Care

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Maintaining an emotional 
balance

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

Maintaining a positive 
self-image

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

Preparing for an uncertain 
future

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

Coping with the nursing 
home environment

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

Developing and maintaining 
social relationships

Match the needs of individual contacts and encourage the 
person with dementia to fulfil several social roles

I. Mikkonen et al.



121

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

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

5.5  End-of-Life Care

5.5.1  End-of-Life Care Legislation in European Countries

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

5 Trends and Developments in Health-Care and Social Services



122

5.5.2  Definition of End-of-Life Care

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

5.5.3  End-of-Life Care Facilities

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

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

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

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

5.5.4  Euthanasia

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

In this section, we try to give a short line-up of several technological applications 
that can help older adults to manage their health and self-management. This list is 
far from comprehensive, since the number of technological solutions is vast and 
new ones are introduced every day. We make a distinction between three important 
domains in which health technology is applied. The first is about monitoring per-
sonal health and early assessment. The second domain is about assisting self- 
management at home and health maintenance. The third is on assisting people in 
(shared) decision-making once they receive care and/or support.

5 Trends and Developments in Health-Care and Social Services



126

5.6.1.1  Monitoring Health and Early Assessment
Since most of the older adults prefer to stay in the comfort of their own homes, 
prevention of calamities and early detection of health of well-being issues is impor-
tant. A wide range of sensor technologies, like infrared, optical sensing, gyroscopes, 
accelerometers, GPS, thermometers, glucometers, EEG and so on, can be used to 
monitor important heath markers. It is possible to monitor heart rate, blood pres-
sure, body temperature, sleep quality and physical activity but also blood glucose 
levels or even brain activity [98]. Many of these health markers can nowadays be 
monitored by technology available on the regular market. Think of body-worn 
devices (wearables like Fitbit®, Jawbone Up™), rings (NFC Smart Ring™) and 
smart garments (like OM Signal). But also certain smartphone technology is used 
[99]: this can be standard hardware in the phone (GPS, gyroscope, microphone) or 
with additional hardware (external sensors or other hardware designed for certain 
medical conditions).

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

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

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

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

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

Wearables and smartphones can monitor a person’s psychical activity patterns in 
and outside the house. Moreover, Ambient Assisted Living (AAL) technology can 
do this, with motion detection in rooms or pressure sensors in floors, beds or toilets 
to detect (deviations in) patterns to signal possible accidents (people that fell or are 
disorientated). However, AAL technology goes a step further than that. Older adults 
can benefit from more active support using apps that manage daily schedules and 
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send reminders for important appointments or activities. This kind of technology is 
called ‘cognitive orthotics’. Social robots, such as Pepper, Zora, TinyBot, etc., can 
be used for the same purposes; a few robots can even provide in some—yet primi-
tive—social interaction. The latest developments indicate that robots will soon run 
errands in the house (fetch the newspaper, help with dressing or eating). It is very 
probable that these new forms of technological assistance at home become more 
regular now that big tech companies invest in personal assistant products like Siri®, 
HomePod™ (Apple®) and Echo (Amazon®). The accelerated development this 
implies could be of great benefit for the older adult population. Besides these main-
stream products, there is also an array of more specific tools that focus on (older) 
people in care situations. For instance, automated medication dispensers (e.g. 
Medido) are rather simple but already a widely used tool to help people to take the 
right pills at the right time of the day.

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

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

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

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

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

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

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

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

5.6.2  Technology Acceptance Among Older Adults

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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