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Foreword

ISO (the International Organization for Standardization) is a worldwide federation of national standards
bodies (ISO member bodies). The work of preparing International Standards is normally carried out
through ISO technical committees. Each member body interested in a subject for which a technical
committee has been established has the right to be represented on that committee. International
organizations, governmental and non-governmental, in liaison with ISO, also take part in the work.
ISO collaborates closely with the International Electrotechnical Commission (IEC) on all matters of
electrotechnical standardization.

The procedures used to develop this document and those intended for its further maintenance are
described in the ISO/IEC Directives, Part 1. In particular the different approval criteria needed for the
different types of ISO documents should be noted. This document was drafted in accordance with the

editorial rules of t

he ISO/IEC Directives, Part 2 (see www.iso.org/directives).

Attention is drawn to the possibility that some of the elements of this document may,be the subject of

patent rights. ISO
any patent rights i
on the ISO list of p

Any trade name u
constitute an endd

For an explanation

htent declarations received (see www.iso.org/patents).

rsement.

shall not be held responsible for identifying any or all such patenttightg. Details of
dentified during the development of the document will be in the\lntroduction and/or

5ed in this document is information given for the conveénience of users and does not

on the meaning of ISO specific terms and expressiohsTelated to conformity 3ssessment,

as well as information about ISO’s adherence to the World Trade:Organization (WTO) prindiples in the

Technical Barriers

International Wor
Association (BDA)
Kingdom, in July 2

eword.html.

to Trade (TBT) see the following URL: www:s0.org/iso/for

kshop Agreement IWA 18 was approvediat a workshop ho
in association with the British Standards Institution (BS
P15.

sted by the British Dental
[), held in Longlon, United
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Introduction

This International Workshop Agreement defines principles, social issues and approaches related
to aged societies in order to address the shortcomings in social infrastructure. The contents of this
International Workshop Agreement, which are supported by the holistic framework of services (see
Clause 4), need to be highlighted on a global platform in order to share knowledge. Countermeasures
to cope with insufficiencies in social infrastructures to adapt to a global ageing society need to be
addressed today.

According to projections based on the UN DESA report on World Population Prospectsl3] by the year
2050, many countries are projected to become super-aged societies, with people aged 65 years or older
exceeding more than one in five of the population.

NOTE

more than
society” (wh
and govern]

[he terms "ageing society” (where more than 7 % are 65 years or older) and_a
|4 % are 65 years or older) are derived from past UN population reports. TH
ere more than 21 % are 65 years or older) is an extension of these terms\Itis u

hent of Japan and is gradually spreading into use in international news-arenas.

ped society” (where
e term “super-aged
sed in the academia

In addition
their agein
includes a
status, culf

developing countries and regions with rapid economic growth will be su
b population over the next few decades. A well-supported infrastructure
comprehensive, holistic view covering diverse generations and their |

bject to changes to
of an aged society
lifestyle, economic
nents, health care

ural backgrounds and much more. As life expectancy.increases, govern
service providers and the community need to addpt to enable membg
to maintain their health and active participation“in society, and to supj
ontinue to live independently as they age. This International Workshop
ts that support certain on-going social changes. It aims to promote fun
e providers and standards bodies, amongothers, of these aspects that wi
ues, but also help to prevent potential future problems.

providers,
generation
people to g
key concep
from servi
existing iss

rs of the younger
bort the desire for
Agreement covers
ther deliberations
[l not only address

This Interrjational Workshop Agreement recoghnizes the wide range of global efforjts to define social
infrastructjure for aged societies and to offer consistent, personalized lifelong care| A common factor
in academifc research and national/intermational guidelines is the promotion of the individual as an
equal partner in controlling his/her Health care. This relates to all aspects of a pergon’s life, including
planning, decision making and day-to-day living, leading to a user-centred approach.|The following five

key principlles have been identified as the core elements for future investment:

a) human|dignity;

b) produdtive ageing;

c) commynity-based services;

d) systen]ization with people at the centre;
e) pursuit of innovation for sustainability.

Guidance on these key principles is given in 3.1.

Consideration needs to be taken in delivering person-centred services. Care needs to be provided
ethically and respectfully, with the flexibility to meet the needs of diverse generations. Both the
individual and the wider society benefit because the individual experiences greater satisfaction with
his/her care and the social infrastructure that supports health care delivery is made more cost-
effective. The focus of this International Workshop Agreement is not to provide clinical guidance, but to
encourage health care service providers to drive for a shift in thinking. Harmonizing the concepts and
methodology internationally will streamline the market environment of providers and users of health
and care services, and build the basis for fair competition and development of related industries.

Establishing a common goal for standardization activities will help to provide life-long support for
aged societies in the most efficient and productive way, by addressing common challenges. There will
be closer examination on where standards can be used to bring about change. There is an increase in
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global awareness of the need for a sound social infrastructure to support ageing populations. There
are already some established platforms for knowledge sharing, but more needs to be done to align the
language used and to outline proven good practices that may influence new behaviour and practices.

This International Workshop Agreement aims to encourage:

— sharing of knowledge and best practices at global level, relating to a gradual increase over time of
aged societies;

— minimizing repetition and duplication of efforts, through the development of common approaches
to the challenges associated with societies that are not able to adapt to an increase in the older
population;

— improved realization and understanding of aged societies for policy makers, providers and the
general publig

— creation of inpovative solutions, across multiple service sectors, that will allow peoplé to remain
within their communities and outside of institutionalized care, where possible 'and for as long as
possible;

— economic bengfits for governments and the general public, through the provision of bettgr products,
services and slystems.

Supporting material to accompany this International Workshop Agreement is available at the following
website: shop.bsigroup.com/iwa18.

vi © ISO 2016 - All rights reserved
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International Workshop Agreement IWA 18:2016(E)

Framework for integrated community-based life-long
health and care services in aged societies

1 Scope

This International Workshop Agreement provides a framework for addressing challenges faced by
societies that have been unable to adapt to an ageing population. It can also be used by stakeholders as
a useful reference at regional or global level.

This Internfational Workshop Agreement addresses health, care and social challengep (including health
care needg, daily living tasks, well-being, combating isolation and keeping safe)§o ensure that the
needs of infividuals continue to be met as they grow older. It also outlines prineiplep related to ethics,
community-based solutions, integration, person-centred solutions and innoyation.

2 Termsp and definitions

For the purjposes of this document, the following terms and definitions apply.

21
communitly
group of people, often living in a defined geographical area, who exhibit some gwareness of their
identity as p group, and who share common needs and’a commitment to meeting them

[SOURCE: WHO Ageing and Health Technical Report, Vol.5[4], modified]

2.2
communitly-based services
communityy-based care

blend of hgalth and social services provided to an individual or family in his/her pplace of residence
for the puifpose of promoting, maintaining or restoring health, minimizing the effpcts of illness and
disability on his/her normal lifestyle

Note 1 to enfry: The term “‘community-based programmes” is also used.
[SOURCE: IFO/TR 14639-2:2014, 2.12, modified]
2.3

dignity
right of indixd

[SOURCE: WHO Ageing and Health Technical Report, Vol.5[4]]

2.4
functional ability
health-related attributes that enable people to be and to do what they have reason to value

Note 1 to entry: It is made up of the intrinsic capacity of the individual, relevant environmental characteristics
and the interactions between the individual and these characteristics.

[SOURCE: WHO World Report on Ageing and Health[5]]

2.5

environments

combination of factors at all levels of services in the extrinsic world that form the context of an
individual’s life, including the built environment, people and their relationships, attitudes and values,
health and social policies, the systems that support them and the services that they implement

© IS0 2016 - All rights reserved 1
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[SOURCE: WHO World Report on Ageing and Health[5], modified]

2.6
health

state of complete physical, mental and social well-being and not merely the absence of disease or

infirmity

Note 1 to entry: Health has many dimensions (anatomical, physiological and mental) and is largely culturally

defined.

[SOURCE: WHO Ageing and Health Technical Report, Vol.5[4]]

2.7

health promotion

ol o and wolotad oot ot o] o] o

rerventions

combination of h
designed to facilit

[SOURCE: WHO Ag

2.8

health system
people, institutio
improve the hea
protecting them a
is to improve healt

Note 1 to entry: Health systems fulfil three main functions: health caredelivery, fair treatment of all

non-health expectat
responsiveness and

Note 2 to entry: A Realth system is usually organized at various levels, starting at the communityj

primary level of he
government level.

[SOURCE: WHO Ag

2.9
healthy ageing

process of develoging and maintaining the functional ability that enables well-being in older

[SOURCE: WHO W

2.10
independence
ability to perforni

b

ation rnall o
Part— et catoh—aha—ferateea ulsulljl_.ut,nulu,u, lJUlAleul R t—ecoRotec—1Hh

ite behavioural and environmental adaptations that will improve or prots

eing and Health Technical Report, Vol.5[4]]

s and resources, arranged together in accordance with established
h of the population, while responding to people’sclegitimate expect]
painst the cost of ill-health through a variety of activities, the primary integ
h

ions of the population. These functions are performed in the pursuit of three g
fair financing.

hlth care and proceeding through the“intermediate (district, regional or provi

eing and Health Technical.Report, Vol.5[4], modified]

brld ReportenAgeing and Health[5]]

aw activity with no or little help from others, including having contr

ct health

policies, to
ations and
nt of which

hnd meeting
oals: health,

level or the
hcial) to the

age

bl over any

nlq"mnnl

assistance required

drathar qun +h cabacityte do mmw"i—lmnn nnn(‘a]‘:
FeRertthaa ty everyt 5

STCTTrToapo™ TO-CroO-CvV Ty oY TCSTIT

[SOURCE: WHO Ageing and Health Technical Report, Vol.5[4]]

2.11

independent living
living at home without the need for continuous help and with a degree of self-determination or control
over one’s activities

[SOURCE: WHO Ageing and Health Technical Report, Vol.5[4]]
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212

integrated care

integrated care services

methods and strategies for linking and coordinating the various aspects of care delivered by different
care systems, such as the work of general practitioners, primary and specialty care, preventive and
curative services, and acute and long-term care, as well as physical and mental health services and
social care, to meet the multiple needs of an individual client or category of persons with similar needs

Note 1 to entry: In this International Workshop Agreement, the scope of integrated care services includes
independence support care services as well as the interface with (but not the inclusion of) medical care. It also
includes independence support care services in the community after medical (curative) care has been delivered
by professionals.

[SOURCE: WHO Ageing and Health Technical Report, Vol.5[4]]

2.13
integrated
continuum
system

health services

of services that are managed and delivered at different levels and/sites| within the health

Note 1 to enfry: Care is provided according to the needs of the individual thfeughout the coufrse of his/her life

th services includes

Note 2 to e
health prom
and curative

[SOURCE:

2.14

integratio
coherent s¢
and clinica

[SOURCE: V

2.15
intrinsic c
composite

[SOURCE:

2.16

lifestyle
set of habit
socializatid

htry: In this International Workshop Agreement, the scopeyof integrated heal
otion services as well as the interface with medical servi€es, but does not include
) services provided by professionals.

VHO Ageing and Health Technical Report, Vol.54], modified]

n
bt of methods and models, on the.funding, administrative, organizationa
levels, designed to create connectivity, alignment and collaboration withi

VHO Ageing and Health Technical Report, Vol.5[41]
hpacity
bf all the physicaland mental capacities of an individual

VHO World Repert on Ageing and Health[5], modified]

s ard jcustoms, influenced, modified, encouraged or constrained by the
n,that carry health implications

medical (preventive

1, service delivery
n the health sector

lifelong process of

[SOURCE: WHO Ageing and Health Technical Report, Vol.5[4], modified]

2.17
long-term

care

range of health care, personal care and social services provided to individuals who, due to frailty or
level of physical or intellectual disability, are no longer able to live independently

[SOURCE: WHO Ageing and Health Technical Report, Vol.5[4], modified]

2.18

personal care
assistance with functions and activities normally associated with body hygiene, nutrition, elimination,
rest and walking, which enables an individual to live at home or in the community

[SOURCE: WHO Ageing and Health Technical Report, Vol.5[4], modified]
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2.19

prevention

action aimed at promoting, preserving and restoring health when it is impaired and to minimize
suffering and distress

[SOURCE: WHO Ageing and Health Technical Report, Vol.5[4], modified]

2.20

programme

organized collection of activities directed towards the attainment of defined objectives and targets
which are progressively more specific than the goals to which they contribute

[SOURCE: WHO Ageing and Health Technical Report, Vol.5[4], modified]

2.21
provider
organization that provides a product or a service

EXAMPLE Producer, distributor, retailer or vendor of a product or a service.

Note 1 to entry: A provider can be internal or external to the organization.

Note 2 to entry: In alcontractual situation, a provider is sometimes called “contragtor”.
[SOURCE: ISO 900p:2015, 3.2.5]

2.22

quality of life
product of the balance between social, health, economic and environmental conditions which affect
human and social fevelopment

Note 1 to entry: It i a broad-ranging concept, incorporating a person’s physical health, psychologicql state, level
of independence, so¢ial relationships, personal beliefs and relationship to salient features in the environment.

[SOURCE: WHO Ageing and Health Technical Réport, Vol.5[4], modified]

2.23
system
network of interd¢pendent components that work together to attain the goals of the complek whole

[SOURCE: WHO Ageing and Health Technical Report, Vol.5[4]]

2.24

systemization
school of thought] evelving from earlier systems analysis theory and advocating that vlirtually all
outcomes are the tesult of systems rather than individuals

Note 1 to entry: It is characterized by attempts to improve the quality and/or efficiency of a process through
improvements to the system.

Note 2 to entry: The term “systems approach” is also used.
[SOURCE: WHO Ageing and Health Technical Report, Vol.5[4], modified]

2.25
well-being
dynamic state of physical, mental and social wellness

Note 1 to entry: It is a way of life which equips the individual to realize the full potential of his/her capabilities

and to overcome and compensate for weaknesses, and which recognizes the importance of nutrition, physical
fitness, stress reduction and self-responsibility

4 © IS0 2016 - All rights reserved
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Note 2 to entry: Well-being is viewed as the result of four key factors over which an individual has varying degrees
of control: human biology, social and physical environment, health care organization (system) and lifestyle.

[SOURCE: WHO Ageing and Health Technical Report, Vol.5[4], modified]

3 Principles and social issues

3.1 Principles

3.1.1 General

Subclauses 3.1.2 to 3.1.6 provide guidance on five principles of solutions to health, care and social

challenges

In order tg
possible an

become frdil, multiple stakeholders of our society (states, local governments) hon-pr

enterprises

3.1.2 Human dignity

Principle:
throughout

Dignity, th

relationshi
accompany

3.1.3

activities.
All individ
opportunit

endeavour
while thosg

3.1.4 Coi

Principle: §

Pr‘Il
Principle:

alatoad to nagod cociaty
ratea+o-gea ey~

establish aged societies where people are able to stay healthy and“ac
d to continue to live in their communities with peace of mind and |dignit

and individuals) should adhere to the five principles described in 3.1.2 to

Multiple stakeholders should hold firmly the ptinciple of respect f
a person’s life.

b core value of human rights, is supported\by an individual’s independ
b with society. Although it is often overlooked due to the physical and m

ductive ageing
ultiple stakeholders should.adapt a productive ageing approach as the bag
pals should be enabled to pursue a healthy life for as long as possib
ies to work and toSparticipate in social activities. At the same time, they

to maintain preductive relationships with the people around them re
people should also help to provide opportunities for them to continue to

mmunity-based services

upport and services such as health care, long-term care, preventive actio

activities of daily life, all of which are necessary for people to be able to fully expd

ageing, the respect for dignity should be-upheld throughout people’s liveg.

five for as long as
y, even when they
ofit organizations,

r human dignity

ence and positive
ental changes that

is of their relevant

le, as well as the
should be able to
rardless of frailty,
be productive.

ns and support for

prience productive

ageing, should be rooted in communities to secure user accessibility and to enhance provider
responsibility and coherence.

Supportand services of this kind are meaningless unless they are easily accessible in daily life. Providers
of the support and services should pursue active engagement with their stakeholders in communities.

3.1.5 Systemization with people at the centre

Principle: The support and services mentioned above should be person-centred and systemized so that
they can be provided efficiently in a seamless and flexible manner in the community, with users of such
services being at the centre of the system. Support and services should be flexible and adaptable to the
varying needs during a person’s life.

Support and services should not be provided in an uncoordinated and inflexible manner divided into
speciality silos.

© ISO 2016 - All rights reserved
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3.1.6 Pursuit of innovation for sustainability

Principle: Individual parts of systems and entire systems of support and services (mentioned
previously) should both be improved by the pursuit of innovation based on evidence, including those
from the salutogenic approach.

NOTE The salutogenic approach, introduced by Aaron Antonovsky, sees health as a movementin a continuum
between total ill health and total health. It puts more importance on people’s resources and capacity to create
health than the classic focus on risks, ill health and disease. It focuses on the ability or “sense of coherence”,
composed of the elements of comprehension, manageability and meaningfulness, enabling the use of resources
available to solve the problem. See Reference [6].

Health and care services and their systems should be continuously innovated to be more efficient
and of better quality at all tlmes ina sustamable manner, supported by new technology and scientific
knowledge, as wellasby v g ged but also
of the younger ge

3.2 Social issupes

3.2.1 General

Subclauses 3.2.2 gnd 3.2.3 outline some of the aspirations for aged societies in the future. They also
cover some of the¢ challenges and barriers to meeting these aspirations that have been| identified.
They are based o1} research undertaken with carers, nurses and members of the general public in the
UK during 2014, 4s part of a framework for standards to support innovation in long-terh care (see
Reference [7]).

3.2.2 Future prpvisions for aged societies

3.2.2.1 Commonh principles
This subclause ouflines some of the aspirations-for aged societies in the future.

There are common} values for provision of'\products and services to aged societies, which are|focused on
providing health and social care needsiin the home. Care and support should:

— Dbe tailored to meet the realistic-wishes of the recipient;
— bearranged in a timely manner;

— be provided ir the home' (where desired and if possible);

— provide flexibrlity over timings for receiving care services;

— be well coordinated by someone who knows the recipient and understands his/her needs;
— be delivered by a team that is trusted by the recipient.

Specific requirements for aged societies tend to increase as a person’s physical and/or mental health
declines. Keeping physically active and avoiding loneliness are fundamental aspects to ensuring well-
being. Communities are an invaluable source of support as the health and care needs of an individual
change. People need to be able to access medical and lifestyle services easily to ensure a continued
positive outlook on life. As personal care requirements increase, the focus often moves towards
accomplishing routine day-to-day living tasks in the home. With cognitive impairments, planning
financial and personal security becomes a greater priority, along with the ever-changing contexts and
technologies surrounding financial transactions and economic changes.

Changes in physical and/or mental capabilities are often predicted by key milestones that result in
greater challenges, such as restrictions on mobility, memory loss or the death of a partner. An increase
in single people (as opposed to couples) or single parent families may encourage greater independence

6 © IS0 2016 - All rights reserved
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for individuals in the future, and people are now becoming more aware of the availability and choice of
long-term care services in the home.

3.2.2.2 Medical needs

The medical needs of an individual are a physical and/or mental condition that requires attention from
health care professionals and medical examination. Assessment of medical needs include the provision
and review of medical prescriptions, examination and diagnosis, such as a comprehensive geriatric
assessment (see Reference [8]). Management of medical problems in acute and chronic conditions are
anticipated in a personal care plan managed by a multidisciplinary team and performed on the basis of
evidence, clinical expertise and the client’s values. Nursing and social care requirements may include
administering medication at the right time and ensuring appropriate equipment and adaptations are
in place.

NOTE Ih some countries, nurses and paramedics are qualified to perform medical précgdures.

People should have opportunities to receive health and social care in settings heyond traditional
surgeries, dlinics and hospitals. These could include:

— “one-sfop” health care centres that are open 24 hours every day of\the week, with no waiting times
and offlering a full range of services;

— drop-ifp centres for health and other community services in shops and pharmaci¢s;
— clinics|in the high street or community centres;
— physiofherapists in leisure centres;

— servicg provisioning from a remote location;

— (wherd possible) services (e.g. podiatry, ophithalmology, dentistry and physiothefapy) in the home.

Aged societies should include support that\is well coordinated across medically qualified professionals.
Improvemgnts will be required to services outside normal working hours, as well as a greater
willingnesg of services to visit the home or other locations.

Systems for making medical_appointments will need to become simpler and renpote consultations
(e.g. via Vojice over InternetProtocol) will need to become routine. Health care prpfessionals should
be able to §pend more time with individuals to assess and review their needs, wish¢s and aspirations.
Consumerd of health care services should be able to undertake regular reviews invplving themselves,
their family, medical @nd care professionals, in order to discuss their overall well-beirjg and satisfaction.

3 h S get up, for example,
either 1nd1v1dually or w1th a thlrd party, and the assoc1ated moving and llftlng of people It can apply in
the home, in an institution or another location (e.g. on a holiday). Personal care needs to fit in with the
cultural norms and attitudes of the family or community. An individual should always have a choice of
carer and should expect consistency and competence.

In the future, there should be greater time provided for carers to spend with individuals, to manage
their needs as defined by them, rather than being bound by the constraints of workload. There should be
flexibility around the times of day for when tasks are carried out (e.g. bathing and eating at appropriate
times). Housing should be developed and adapted so that it is easier to provide long-term care. Support
and counselling should also be available to individuals and those close to them when the need arises.
Digital technologies can play a part in providing services or requesting assistance.

People should be involved in early discussions about preferences for end-of-life care, including the
option of living wills and spiritual support. Professional support should be provided by a consistent
team that can work together. Greater support and counselling should be provided to all in the close

© IS0 2016 - All rights reserved 7
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supportive network of the person who experienced a life changing event, e.g. spouses and offspring for
a sustained period after a loved one has passed away.

3.2.2.4 Daily living tasks

Day-to-day living tasks include activities such as cooking, shopping, housework, laundry, gardening and
transport. Suitable individuals and services need to be provided in order to allow these tasks to be
carried out effectively.

Individuals and carers should not be time-pressured when undertaking these tasks. Where possible,
the wider community could become involved in providing suitable services, and consideration may be
given to the use of “time bank” models for providing care. An example of how such a model could be
applied is if one member of the family volunteers for a certain number of hours of community work,

which can includ

nrovidineg nersonal care thnc or ]nnr]lnn' an ar‘fnnfv groun based on t
T 5T 5 T

he needs of

the community. In
provided for other
tailored to the neeg
larger regions.

Private businesse
daily living tasks
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s should recognize the opportunity for individuals to<outsource son
(e.g. laundry services could be undertaken by supermarkets). Some tasl
tronic means, but any solutions considered would ne€d to be cost-effect
become more aware of the needs of aged societies and offer servicg
led for older people. Communities should offer“better transport option
ing spaces.

ily tasks (e.g. gardening) that are considered important by people, but th

to cater for

he of their
ks could be
ve. Service
bs that are
5, including

ht are often

important in terms of overall care pagkages. These routine tasks shouyld become

iwho want them.

iclusion

it loneliness, it is important to ensure the inclusion of individuals in
hd spiritual activities that'allow them to enjoy their life, as well as allow
ck to the community.if desired. Activities can involve befriending service
ort others across-their community. Older people and their families see t
s so that they enjey life, but cost can sometimes be a barrier.

lude adultswith a right to make their own choices for socializing and
han having certain activities forced on them). In the future, broader activ
o thatthere is something for everybody to enjoy. Leisure centres should

and programmes
currently used by

rdifferent levels of fitness. For those unable or unwilling to participate,

dppropriate

ng them to
5 and a role
he value in

for leisure
ties should
run classes
technology

0
1he digital gaming industry could provide a suitable alternative. Access to

petsis also

regarded as an important aspect of companionship.

It is important to provide companionship and to help people with all of their communication needs,
from physical meetings to remote contact, both inside and outside the home. Family and friends are
often the main source for this support, however, there is a wider role for the community. Businesses
and professionals may need to encourage socializing aspects (e.g. by provision of suitable transport).
Technology is seen by many people as an enabler to bring people together who want to be connected
(e.g. video calls).

3.2.2.6 Keeping safe

Ensuring people are safe inside and outside the home is widely recognized as an important aspect of
safeguarding an aged society against unusual, criminal or adverse events. This includes protection
from violence, man-made incidences or natural disasters.
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In the home, social alarms and closed-circuit television (CCTV) are well known and effective devices for
monitoring and alerting for assistance, should an incident occur. However, these come at a cost, do not
routinely work outside the home and can be set off in error. Some neighbourhoods provide schemes to
prevent unwanted visitors coming to the doorstep, and to keep a watch on each other.

Outside the home, certain technologies have been applied to assist those with cognitive impairments,
but these are not in mainstream use. Commercial organizations now train their staff to become more
aware of societal issues, which demonstrates the start of a move towards tailoring services towards the

needs of so

ciety.

In the future, digital technology could provide a way of integrating information from around the home,

along with

3.2.3

personal data (e.g. location) to ensure that a person is safe and secure.
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3.2.3.3 Maintaining relationships and community involvement

The barriers to maintaining social relationships and involvement in the community can include:

© IS0 2016 -

a lack of concessionary rates;

a lack of facilitation to form new relationships;
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a lack of variety of suitable activities to suit all cultures, interest, levels of education and abilities;

poor transport options and a lack of different environments that can be accessed;

a lack of clarity in identifying suitable activities, particularly for those with cognitive impairments.
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3.2.3.4 Developing the home environment

It is often difficult to adapt existing housing quickly when changes are needed due to the costs. Newly-
built housing does not necessarily take into account the needs of older people, e.g. space to move around
beds and suitable bathrooms. Some products could be better designed to ensure that they will be used
by consumers. In some regions, retirement villages are built, but these are not always available. Newly
developed housing facilities should provide a degree of adaptability to individual needs.

3.2.3.5 Interface with technology

While technology is seen as a benefit in many cases, it is not welcomed by everyone. A lack of user-
friendliness, accessibility and reliability are the main challenges. End-user groups such as the elderly
are often not involved in the development of the products and services they are intended to use. It is

nd not as a

replacement for it

3.2.3.6 Economiic aspects
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3.3 Basicappr

3.3.1 Health an

1
dlIl

d care in relation to ageing

Physical ability declines as people age, as illustrated in Figure 1.

10
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NOTE Image source: OECD Ageing in Citiesl9] and Akiyama H. Concept of Science and

Society[10]. Reproduced with permission.

The verticdl scale of Figure 1 shows the level of independent living. A score of 3 is a
to live inddpendently. As scores drop to 2 or 1, the person’s degree of independence

Figure 1 — Decline of physical ability atnong older people by age

Society in Long Life

state of being able
declines and care

becomes n¢cessary. The horizontal scale is age. The definitions of instrumental activijities of daily living

(IADL) and
concept:

IADL ipcludes, for example, the use of transportation, answering the telephone,
cooking, housekeeping, cleanirig,' medication management, monetary management);

of stair

[IADL d
needed

ADLdi

ADL infludes the most basichuman activities like walking and moving around, g

s, bathing (plus éating, clothing, continence, grooming);

isability indicates the level where ADL can be carried out independentl
with IADl;

Kability indicates the level where assistance is needed with both ADL and

activities of daily living (ADL) disabilities on the vertical scale are based on the following

shopping (plus
bing up a few steps
 but assistance is

[ADL.

Independence¥evels can deteriorate due to diseases such as cerebral vascular illnegses, as well as due
to the progress of age-related frailty. Figure 1 is the outcome of a panel survey of the daily lives of about
6,000 people aged 60 and above, selected randomly nationwide in Japan over a 20-year period between
1987 and 2006. 20 % of males either die of diseases or go into severe levels of long-term care before
reaching 70 years of age. Frailty progress patterns differ slightly between men and women.

The survey also showed that females of all ages had a higher level of social activities in 1999 compared
with 1987. Men, however, showed the reverse trend of becoming less social across all ages. With the
baby-boomers entering their 60s, a great increase in elderly people living alone is expected, and the
dilution of human bonds is a major concern. In total, 80 % of males and females startlosing independence
steadily from their mid-70s.

There are three major actions that need to be encouraged already (see Reference [11]):

a) shift the starting age of deterioration forwards at least 2 or 3 years: the extension of healthy age
and the independence period, enabled by physical and cognitive functions, benefits not only older

people but the community and society as a whole;

© IS0 2016 - All rights reserved 11
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b) create the right infrastructure for the “ageing of the aged population”: as the increase of frail older
people is inevitable, the social infrastructure to embrace and support them should be designed and
constructed, including hard infrastructure (e.g. housing and transportation) and soft infrastructure
(e.g. medical care, long-term care and pension systems);

c¢) implement measures to increase the connectivity within, and coherence of, the community where
members of the post-retirement generation will spend the latter days of their lives.

3.3.2 Healthy ageing

Healthy ageing is the process of developing and maintaining the functional ability that enables well-
being in older age, where the functional ability comprises health-related attributes that enable people
to be and to do what they value. It is made up of an intrinsic capacity of the individual, relevant
environmental characteristics-and the interactions between the individual and these characteristics.
Intrinsic capacity {s a composite of all the physical and mental capacities of an individual, Enyironments
include (from the micro- to the macro-level) components such as home, community, sc@'éty health and

social policies, sodietal attitudes and values, systems that support people and the Egﬂuces provided to
N

?\
K\$
O

them. See Figure 2.

Personal characteris

Genetic inheritan

s

Health characteristics

* Underlfing age-related trends 3
. Heallh[;:lated behaviours, traits and skills \&
« Physiofogical changes and risk factors + O

« Diseasgs and injuries C)\\
« Changgs to homeostasis .

« Broadefr geriatric syndromes @ :

O
O
@' . J

NOTE Image sofurce: W. orld Report on Ageing and Health[3]. Reproduced with permission.

Functionallability

Intrinsic capacity

\<(/ Figure 2 — Health systems and social care

To realize the optimal trajectory of health, by developing and maintaining the functional ability based
on the individual’s intrinsic capacity, approaches need to be considered from three common periods:

— high and stable capacity;
— declining capacity;
— significant loss of capacity.

In each period of this continuum, supportive measures to help achieve this objective can be provided in
three areas as shown in Figure 3 (health services, long-term care and environments).
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urse

iding care can be

approached in four stages. Each stage has o’éjectives that need to be achieved, with certain expected

effects, and

stages of approach are as follows: | c\}r

should have relevant interna'@nal standards in line with established o

N
promotion and preventga’i of lifestyle diseases;

a) health
b) preve

c) care fo
d) care fo

The object
life expect
to live ind

ion of frailty; @

assisting independence;
living imthe community.

ve romoting health and preventing lifestyle diseases and frailty is {

bjectives. The four

o prolong healthy
people of all ages

nE; nd also to develop and maintain functional ability. It aims to enablg

rovement of social

efficiency, including the reduction of costs of medical and long-term care both for the individual and for
the society.

The objective of providing care for assisting independence is to maintain functional ability, and its
expected effect is the minimization of long-term care costs. The ultimate objective of providing care
for living in the community is to improve the quality of life of older people. Its expected effect is the
improvement of long-term care cost efficiency.

The matrix

© IS0 2016 -

in Figure 1 illustrates the concepts described above.
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Table 1 — Objectives and effects for the four stages of approach

Approach to ageing

Objectives

Effects

Health promotion and prevention of life-
style diseases

Prolongation of healthy life expectancy 2

Improvement of social efficiency and
reduction of medical costs

Prevention of frailty (including dementia)

Prolongation of healthy life expectancy 2

Developing and maintaining the func-
tional ability

Improvement of social efficiency and re-
duction of medical and long-term care costs

Independence support care (including
dementia)

Developing and maintaining the func-
tional ability

Improvement of long-term care cost ef-
ficiency

Long-term care in the community (includ-

Improvement of quality of life b

Improvement of long-term care cost ef-

ing dementia)

ficiency

a Influencing factors include nutrition/malnutrition, injury prevention, physical activity, mental activity (life-long learning) and

social connectedness (i

b According to the dg

1o L o ardeiorsac)
T SToT parcretpatony:

finition of the World Health Organization Quality of Life (WHOQOL).

Each of the four sthges of the approach can contain three levels of international standards:

1. social level;

— 2.projects levgl;
— 3.services an]:
See Table 2, as we

The services and

products level.

as the cube in Figure 5 and the matrix in Clause/4.

supported and deffined framework within a given social infrastructure.

Table 2 — Th

Fee levels of implementation in relation to four stages of approach to

products are delivered to facilitate implementation at project level thropgh a well-

ageing

Related level

Approach to ag¢ing

Social level

Projects level

Services and prpducts level

Health promotion and
tion of lifestyle disea

preven-
es

Community-based health sup-
port plan (see Examyple 1).

See social levels'in the matrix

(Clause 4).

See the projects levels in the
matrix (Clause 4)

See the services [and projects
levels in the matifix (Clause 4).

Prevention of frailty (including
dementia)

Community-based health sup-
portplan (see Example 1).

See'social levels in the matrix
(Clause 4).

See the projects levels in the
matrix (Clause 4).

See the services [and projects
levels in the matifix (Clause 4).

Independence suppprtcare

(including dementia)

Community-based care support
plan (see Example 1).

See the projects levels in the
matrix (Clause 4).

See the services [and projects
levels in the matifix (Clause 4).

See social levels in the matrix
(Clause 4).

Long-term care in the commu-
nity (including dementia)

Community-based care support
plan (see Example 1).

See social levels in the matrix
(Clause 4).

See the projects levels in the
matrix. (Clause 4)

See the services and projects
levels in the matrix (Clause 4).

On the social level (see Table 2) two categories of social plans need to be developed. The first category
consists of two stages of community-based health support plans. The second category consists of two
stages of community-based care support plans. See Example 1.

EXAMPLE 1

14

Community-based health support plan
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In Japan, a variety of community-based project plans are built into the activities of local municipalities under
the mandate of the Japanese government, including a health promotion plan, a data health plan, a long-term care
insurance plan and an aged person’s welfare plan. Japan’s community-based integrated care system has been
developed in order to group these plans in a bundle. The five components of Japan’s community-based integrated
care system are: health care, long-term care, prevention, housing and livelihood support services.

The social level is overseen mainly by municipal governments to provide health and care services
needed in the communities. The projects level is carried out mainly by the multiple services providers
based on the needs of the people in the communities. The services and products level is achieved by the
specific services delivered to the people who are in need of them.

Integrated health services provide health checks and guidance, as well as health promotion services
including social participation. Integrated care services provide independence/autonomy support and
social care services in coordination with medical care services. To support these services, a social
infrastructpresystenmwould provide threhrousing; commmurmity; ecomnomy, techmotogy pnd innovation.

The holisti¢ framework of services is shown in Clause 4. Its main service categories are health services,
care servi¢es and social infrastructure. The framework itemizes services lextenisively (but is not
exclusive) gnd it is able to develop continuously into the future. See Figurer4!

Health Services
Health Health dlcal endence
Check Guidance *2 Care Suypport

l e é‘,‘ \ l
Health . '_&. ‘ Social Care

Promotion | —

‘ amal Infrastructure ‘

.

C)\ X Equipment

o, TR

Re-development

Care Services

("“

Figure 4 — Three genres of services: person-centred triangle

The cube in Figure 5 (comprising three levels by four stages by three genres) is a cabinet to organize
the services (currently more than 40) listed in Clause 4. The services are a continuum that needs to be
linked and integrated seamlessly to optimize efficiency and effectiveness.

In Figure 5, the three-level approach and four stages of ageing depicted on the top face and the side
face of the cube, respectively, as well as the relationship between these two dimensions, are a graphic
illustration of the content of Tables 1 and 2.
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3.3.4 Guidance
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— upholding the
— focusing on ag

— conducting th
for sustainabi

With respect to th
need to be develoy

a) standardizati
frailty screen

“The Cube”

A. Three-level Approach

1, Social Ie;ﬁi
2. Projects/lﬁel /

(Specific services are stated in
Section 4. Holistic framework of services.)

Figure 5 — The cube

for maintaining the quality of services

ble the quality of health and care services to be maintained and improved
overarching five principles;

hieving the four objecti¥es in Table 1;

e Plan-Do-Check-Aet(PDCA) cycles at all three levels of implementation for
ity.

e management of the health and care services system, three categories o
ed basedamnthe three-step concept of the PDCA cycle:

n of specific activities such as criteria establishment (health screeni
ing/criteria, comprehensive geriatric assessment, evaluation criteria o

innovation

[ standards

hg criteria,
| long-term

care) (see Exa

2]
¥

b) programme development (health promotion programme, independence support programme, long-
term care programme);

c) assessment of the outcome by data utilization (health data, frailty data, ADL data, care data).

These standardization efforts are repeated in cycles of “criteria establishment - programme
development - assessment - criteria review” along the lines of the PDCA cycle (see Table 4).

EXAMPLE 2 Evaluation of long-term care

In order to provide care efficiently and effectively to elderly people requiring long-term care, predetermined
criteria need to be established, based on which the degree of necessary long-term care can be specifically
measured and the amount and categories of appropriate long-term care to be provided can be judged.

16
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In Japan, for example, each aged person in need of long-term care is officially evaluated on the basis a five-grade
system authorized by the government, each grade indicating the total amount of long-term care within which
necessary care services are appropriately mixed and provided. By using this kind of system, it is possible to
measure the effect of provided care on the improvement of long-term care need. It also makes it possible
to measure and quantify how much physical labour has been successfully substituted by information and
communications technology (ICT) and/or robots developed and used for providing such care.

Table 3 gives an example of the criteria for long-term care levels as established by the Ministry of Health, Labour
and Welfare in Japan, based on the “one-minute time study” method resulting from 48-hour observations of
3 500 patients in care-providing institutions.

Table 3 — Criteria for long-term care levels

Long-term care level Criteria

Support re luix Ta L StarrdardtimeT cquil TU 10T I0NGB-tET NI CAI € dSsessed dt 29 T oT TmoTe, buttesstiram33 min, or equivalent

Support required 2 Standard time required for long-term care assessed at 32 min or more, but less than'5{ min, or equivalent

Care leyel 1 Standard time required for long-term care assessed at 32 min or more, but less,than 50 min, or equivalent
Care leyel 2 Standard time required for long-term care assessed at 50 min or more, butJess than 7( min, or equivalent
Care leyel 3 Standard time required for long-term care assessed at 70 min or morg, butless than 90 min, or equivalent
Care leyel 4 Standard time required for long-term care assessed at 90 min or.more, but less than 10 min, or equivalent
Care leyel 5 Standard time required for long-term care assessed at 110 mifxor'more

Table 4|— Four stages of approach to ageing and the criteria-programme-assessment cycle

. Cycle
Approarh to ageing —
Criteria Programme [Assessment
Health promption and pre- Health screening criteria Health promotion criteria Outcomg¢ by data utilization
vention of lifestyle diseases (health ¢lata)
Prevention df frailty Frailty screening €riteria Health promotion criteria Outcomg¢ by data utilization
(frailty dlata)
Independende support care |Evaluationcriteria Independence support pro- |Outcomg¢ by data utilization
gramme (ADL data)
Long-term cqre in the com- |Long-teérm care criteria Long-term care programme |Outcom¢ by data utilization
munity (care dafa)
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Five Principles: 1. Human dignity 2. Productive ageing 3. Community-based services
4. Systemization with people at the centre 5. Pursuit of innovation for sustainability

A. Three-level Approach

¥ ridging silos
1.5 Irﬂ | L
aclgevs / LY/ A Innovation approach

i Criteria approach

*  3genres

life expectancy
2. Improve the A,
functional ability %

3. Improve CloL

CHECR\<$ bo

‘ainjandiseyyul jenos ‘g |0
" Was aied pajesdapu| T

NPO/NG()

Commun ity
Family

Program app roach

Social connectedness

(Specific services are stated in

Sectioh 4. Holistic framework of services.) Social costefficiency
Assessment approach
¥

O
Figure 6 — The cube, t{lgﬁarinciples and the PDCA cycle

o
4 Holistic framework of serv@é's

O
4.1 General @

In the delivery of holistic @h and care services to any society, consideration should be given to the
as how the range of services are connected to each other. This [framework

needs of individugls, a
includes a variety| o ices relevant to health and care in aged societies. It shows the dliversity of
service sectors inyolveéd, many of which will be catering to a wide range of age groups.

A non-exclusive list of services is given in 4.2, 4.3 and 4.4, as well as a matrix of the inter-relationship
between specific services of the holistic framework of services and the three levels of approach and
four stages of ageing.

4.2 Integrated health services

Integrated health services include the following:

— health check and guidance services;

— health check and guidance services on non-professional level;
— health check and guidance services by professionals;

— “data health” project;
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— health guidance services based on health information;

— health care data trust services;

— health check devices;

— health promotion services;

— walking support services;

— sleep care services;

— exercise/fitness services;

— dietand dietary support services;

— oral cafe services;

— beauty|services;

— tourisip services;

— social participation;

— job mafching, volunteer/part-time work;

— hobbiel, community activities.

Table 5 provides a matrix of the inter-relationship betweén health check and guidane
of approach and four stages of ageing.

three level

Table 5 — Health check and guidance services

IWA 18:2016(E)

e services and the

Level of ap-
proach

Stage of ageing

Health check and
guidance services
on non-profession-

al level

Health check
and guidance
services by
professionals

“Data health”
project

Health

guidance
services based
on health
information

Health check
devices

1 Social level

1 Prevention of
lifestyle disease

N

1 Social level

2 Prevention of

frailty N

C)V

&

1 Social level

3 Indepen
support

1 Social level

~
m
@’nunity

2 Projects level

1 Prevention or
lifestyle disease

2 Projects level

2 Prevention of
frailty

2 Projects level

3 Independence
support care

2 Projects level

4 Long-term
care in the
community

3 Services and
products level

1 Prevention of
lifestyle disease

3 Services and
products level

2 Prevention of
frailty

3 Services and
products level

3 Independence
support care

3 Services and
products level

4 Long-term
care in the
community

© ISO 2016 - All rights reserved

19



https://iecnorm.com/api/?name=e197e82f0fffc39a472967cd9afec0bd

IWA 18:2016(E)

Table 6 provides a matrix of the inter-relationship between health promotion services and the three
levels of approach and four stages of ageing.

Table 6 — Health promotion services

Level of . Walking Sleep care | Exercise/ fit- Dietand die- Oral care | Beauty ser- Tourism
Stage of ageing| support . . tary support . - .
approach . services |nessservices . services vices services
services services
. 1 Prevention of
L Sl el lifestyle disease
1 Social level 2 P_revention @
frailty
g 3 Indep TdteTeE
1 Social level support Fare ;b
N
4 Long-tprm
1 Social level |carein the .(19
communfity D
2 Projects 1 Preverttion of ™
level lifestyle disease k\?‘
T~
2 Projects 2 Prevention of \“
level frailty ’5\
2 Projects 3 Independence Q
level support fare <D
2L Q \y
2 Projects ong-tprm \
level care in the 0\
communfity 5\
2 SErTiiEEs 1 Preverftion of
and products |, . D . .
lifestyle disease
level
Rics 2 Prevention of
and products . D D . . . . D
frailty
level
3 Services
and products gulgggff El;rince . D . . . . D
level i
3 Services 4 Long-tprm
and products |care in the D . . .
level communfity f‘
Table 7 provides g matrix (ofithe inter-relationship between social participation and the thrlee levels of
approach and four|stages.of ageing.

Table-7—Seeial

Level of approach

Stage of ageing

Job matching, volunteer/part-
time work

Hobbies, community activities

1 Social level

1 Prevention of lifestyle disease

1 Social level

2 Prevention of frailty

1 Social level

3 Independence support care

1 Social level

4 Long-term care in the com-
munity

2 Business/project level

1 Prevention of lifestyle disease

2 Business/project level

2 Prevention of frailty

2 Business/project level

3 Independence support care

2 Business/project level

4 Long-term care in the com-
munity

3 Services and products level

1 Prevention of lifestyle disease
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Table 7 (continued)

IWA 18:2016(E)

Level of approach

Stage of ageing

Job matching, volunteer/part-
time work

Hobbies, community activities

3 Services and products level

2 Prevention of frailty

3 Services and products level

3 Independence support care

3 Services and products level

4 Long-term care in the com-

munity

4.3 Integrated care services

Integrated care services include the following:

— indepephdence support services;

— welfar¢ equipment providing services;

— care/communication robots;

— home ICT;

— conting¢nce care services;

— toiletinjg and bathing services;

— care fopds and delivery services;

— living qupport services (watching, counselling;housekeeping, etc.);

— indepehdence/rehabilitation assistance care services;

— guardipn of adults;

— long-tegrm care services;

— house visitation services;

— day sefvices;

— short sftay services;

— small-4cale, multi-functional at home care services;

— periodjc/on=going visits by a long-term care provider or nurse.

Table 8 provides a matrix of the inter-relationship between independence support services and the

three levels of approach and four stages of ageing.
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Table 8 — Independence support services

Welfare . . Care | LiVingsup- Independ-
. Conti- Toilet- food port services h d
Level of Sta f equip- Care/ com- H . d oods tchi ence/ reha- | Guard-
ge o R ome | nence ing an (watching/ et L .
. ment munication . and de- . bilitation ian of
approach ageing C . ICT care bathing | . counselling/ .
providing robots . X livery assistance adults
. services | services . housekeep- .
services services ing) care services
. 1 Prevention
lle‘S,glmal of lifestyle
disease
1 Social |2 Prevention
level of frailty
1 Social 3 Independ-
level ence sup- .
port care
. 4 Long-term
lle\S/Zlc ial care in the r\@ .
community r\Q
1 Prevention -V
2 Pro- . O -
jects level ofllfestyle '\b
disease S
2 Pro- 2 Prevention . &‘
jects level | of frailty (.\
2 Pro- 3 Independ-
jects level enc&te sup- * ‘ ‘ Q ) ¢
port care AQ
2 Pro- 4 Long-term \Y
jects level care in the . D D § . D
community
3 Servic- . %]
1 Prevention ‘Q
eigggcts of lifestyle g\'
ﬁavel disease . O)
A\
3 Servic- )
esand 2 Prevention \O
products |of frailty \&
level KW
. AN
2;:;310 3 Independ- N C)
products | 7¢€ SUP" ° . ¢ ¢ °
level port care
zss:;‘élc' 4 Long-term|
roducts | €are in the D . D D
f) 1 community
eve a
Table 9 provides almatrix of the inter-relationship between long-term care services and the three levels

of approach and four stages of ageing.

Table 9 — Long-term care services

Periodic/
Small-scale, ongoing visits
Level of ap- . House visitation . Short stay ser- | multi-functional going
Stage of ageing N Day services . by along-term
proach services vices at home care .
. care provider or
services
nurse
. 1 Prevention of
L Sl el lifestyle disease
1 Social level 2 P_reventlon o
frailty
1 Social level & Lol emidiames
support care
1 Social level DT
in the community
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