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2. INTRODUCTION:

CONTINUING EDUCATION PROGRAMMES FOR HEALTH CARE PROVIDERS IN 

COMMUNITY-BASED HEALTH CARE FOR OLDER PERSONS : A FRAMEWORK

FOR THE 21ST CENTURY

Eighteen of the twenty countries in the world with the highest percentages of older people are in the European 
Region of the World Health Organization. In those countries, between 13-18% of the respective populations 
is 65 years old. Among these, the fastest growing age group are those persons 80 years old or above.

The WHO Regional Office for Europe (WHO/EURO), recognising the needs of this population group has set 
a target (Target 5) specific to Healthier Ageing in the new health policy document for Europe HEALTH21 -
Health for All in the 21st Century 1:

By the Year 2020, people over 65 should have the opportunity of enjoying their full health 

potential and playing an active social role. 

In particular:

- there should be an increase of at least 20% in life expectancy and in disability-free life 

expectancy at age 65 years.

- there should be an increase of at least 50% in the proportion of people at age 80 years 

enjoying a level of health in a home environment that permits them to maintain autonomy, self-

esteem and their place in society.

Health care for older persons in the community, which enables senior citizens to manage their health in order 
to stay as long and as well as possible within their own environment, yields gains in both health and well-being
outcomes as well as financial benefits.  Unfortunately, many health care providers lack the overall
competencies to provide older persons with such inter-professional care. 

To achieve this Target Member States will need to make a major philosophical shift in their approach to older 
persons especially if they wish to ensure that their health care needs are addressed and met.  This will 
inevitably require action on a range of fronts and levels including adoption of an intersectoral and a
multisectoral approach. For example, public policies in relation to transport, the environment, housing, etc. are 
"older person friendly" and facilitate the achievement of the older person's fullest potential for as long as 
possible.  Public policies will also need to ensure that older persons have access to affordable health and food. 
Facilitating access to leisure facilities will be also be a key factor in ensuring the promotion of health as well as 
the prevention of ill health for older persons. But improving public health policies will not alone solve the 
problem, as important is the need to reconfigure existing health services as well as develop new ones in line 
with the needs of older people along the whole health illness continuum paying special attention to prevention, 
rehabilitation and palliative care which would allow older persons to stay in their own homes if they so wish or 
another place of their choice for as long as possible.
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Just as health services need to be changed, so too must the educational preparation of health care providers 
who work with older persons if comprehensive and effective care is to be delivered. This can only be 
achieved if such providers have access to appropriate educational and training programmes led by competent 
trainers which provide them with the necessary competencies to ensure that they treat older persons and 
informal carers as partners in care, build on their strengths, facilitate their autonomy, recognise their
weaknesses and where possible help them to overcome deficits.

In many European countries today, those providing health care for older persons are not recognised as 
requiring specialist education. Where courses are established for the health care providers there is often limited 
access to them and they are a developmental model. They are often based on a medical model and are 
hospital-rather that community based. Such courses rarely take account of the preventive and rehabilitative 
needs of older persons in the context of their families and communities or make reference to the social
determinants which have a bearing on health. 
Building on more recent research in the field, WHO/EURO established a multiprofessional Working Group 
representing key health care provider groups involved in community-based health care for older persons (e.g. 
a physiotherapist, a gerodontologist, geriatric doctors, social workers, a general practitioner, a psychologist, 
an occupational therapist, a palliative care expert, nurses) and not least a consumer. The Working Group 
composition (see Membership list above) also took some consideration of representation from the wide 
geographic spread of the WHO European Region. The group met in Geneva, Switzerland, from 30 October 
to 1 November 1999 to report about educational programmes required by health care providers to deliver 
co-ordinated and competent community-based health care for older persons.
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3. CONCLUSIONS AND RECOMMENDATIONS

The following recommendations are addressed to various target groups.

A. Recommendations for health care providers

� to strengthen the "therapeutic" effect of their care for older persons by using the
approach of Community-based Health Care for Older Persons and by assessing the 
outcome of this approach;

� to give priority to Community-based Health Care for Older Persons in their own
continuing professional development;

� to ensure that an interprofessional team approach is taken to the delivery of Community-
based Health Care for Older Persons and that the contribution of each of its members is 
recognised as being equally important.

B. Recommendations for Gerontologists and Researchers

� to provide valid and relevant research data on issues regarding older persons of direct 
concern to other health care providers and, in particular, mechanisms for detecting 'at 
risk' older persons.

C. Recommendations for institutions providing educational Programmes  for health 

care providers

� to determine, through a review of their institutional goals, priorities and strategies, the 
extent to which they adopt or promote the recommendations of this Report 

� to adjust educational objectives to professional profiles and teaching/learning methods
and evaluation processes of ongoing educational programmes for health care providers 
to underscore the importance of community-based health care for older persons and of 
the required appropriate education for its implementation.

� to ensure that staff trained in teacher training programmes for community-based health 
care for older persons have the competencies required by the Programme to deliver 
quality care to older persons.

� to co-ordinate and co-operate with health care institutions to facilitate older person 
centred care.

� to grant academic qualifications recognised by the European Credit Transfer System, to 
health care providers on satisfactory completion of an educational programme for
community-based health care for older persons, wherever appropriate.

� to give priority to financially supporting research in the field of community-based health 
care for older persons.
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D. Recommendations for health care institutions

� to facilitate opportunities routinely for older persons and their informal carers to
communicate their concerns to health care providers.

� to provide incentives for health care providers to engage in community-based health 
care for older persons.

� to establish the professional profile of each type of health care provider in the
community-based health care team in order to facilitate the creation of teams, efficient 
interprofessional collaboration, clarity the respective contribution of each team member 
and promote accountability.

E. Recommendations for WHO Collaborating Centres concerned with care of 

older persons 

� to establish quality indicators to measure and compare the process and outcomes of 
educational programmes in community-based health care for older persons.  These 
indicators should be disseminated to all parties concerned.

F. Recommendations for the health care industry

� to increase research on the quality of their client information and education, and in
particular for older persons, in relation to drugs, appliances and  ensure that marketing 
staff are familiar with the approach of community-based health care for older persons.

� to sponsor research in health promotion and prevention for older persons.

G. Recommendations for third party payers

� to recognise the community-based health care for older persons approach and in
particular the preventive activities of health care providers, within their reimbursement 
schemes for insured older persons.

H. Recommendations for the media

� to improve the quality of information related to, or of relevance for, older persons and 
put a quality assessment mechanism in place to evaluate the same.

I. Recommendations for WHO European Member States

� to endorse the approach of this Report, ensure strategies and targets for its promotion 
and implementation and support educational institutions for implementation of
educational programmes to this end.

� to invite associations of senior citizens together with policy-makers to determine
strategies and targets in respect of Community-based Health Care for Older Persons.

� to provide periodic feedback to the WHO on the implementation of educational and 
training programmes for health care providers in community-based health care for older 
persons.
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J. Recommendations for WHO

� to encourage its European Member States to develop a plan of action to introduce 
Community-based health care for older persons in their respective countries.

� to identify and designate centres of excellence/WHO Collaborating Centres in
Community-based health care for older persons, on the basis of established WHO 
quality criteria.

� to promote the exchange of experiences and examples of good practice through
networks and research on Community-based health care for older persons.
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4. GENERAL CONSIDERATIONS

4.1 PURPOSE OF THE REPORT

The purpose of this Report is to propose a framework for educational programmes for health care 
providers. From this framework one can develop local continuing education programmes for health care 
providers in Community-based Health Care Programmes for Older Persons.

Such programmes will:

(a) facilitate health care providers to acquire the competencies needed to work in partnership with 
older persons to develop and manage their potential as long and as well as possible and to 
accompanying at the end of life;  and 

(b) assist families and informal carers to acquire the competencies they need to support older persons 
towards this end.

4.2 PREPARING INSTITUTIONAL ENVIRONMENT FOR THE FRAMEWORK

The orientations called for in this framework are challenging and will require a willingness to change on 
the part of many and on a range of levels.  WHO's experience, however, continues to show that it is 
possible to overcome major obstacles to change.  What will be important is the careful choice of change 
strategies. These strategies should be specific to each institutional environment.  It will be necessary to 
offer guidance and teacher training programmes to staff in order to facilitate change.

4.3 THE POTENTIAL AND ACTUAL CONTRIBUTION OF HEALTH CARE PROVIDERS IN COMMUNITY-

BASED CARE FOR OLDER PERSONS

The health care needs of older people are complex. In response the WHO European Region has more 
than five million nurses, almost half as many medical doctors and other health professionals including 
home helpers and care assistants, physiotherapists, occupational therapists, psychologists, nutritionists, 
dentists, pharmacists, social workers. The actual and potential contribution of this health care provider 
group in the care of older persons is poorly recognised.  This contribution can be maximised when such 
professionals work in teams. There is evidence, however, that when they do exist, interprofessional 
teams often do not function efficiently.
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4.4 EXISTING EDUCATIONAL PROGRAMMES

Specific educational programmes for community-based health care of older persons are rarely
described in the literature. This results in a lack of access to the required professional competencies. 
Access by all health care personnel to efficient educational programmes in this field, with an
interprofessional approach, would make a significant contribution to the well-being of older persons.

4.5 THEREPORT'S TARGET AUDIENCE

The recommendations contained in this Report are addressed not only to those in charge of education 
and training but also to the responsible Ministries or Government Departments, health care providers 
and consumers, health insurance companies, the health care industry and the WHO Regional Office for 
Europe as well as the media.

4.6 THECONCEPT OF COMMUNITY-BASED HEALTH CARE FOR OLDER PERSONS

Community-based Health Care for Older Persons springs from the fields of Geriatrics and Gerontology, 
aspects of which together allow for a comprehensive approach to meeting the needs of older persons.

Gerontology is a multidisciplinary field which takes a scientific approach to all aspects of ageing (e.g. 
health, sociological, economic, behavioural, environmental, etc.); it aims not only to extend the life span 
but also to minimise the disabilities and handicaps affecting older persons.

Geriatrics is a branch of gerontology and medicine that is concerned with the health of the older person 
in all its aspects (e.g. preventive, clinical, remedial, rehabilitative and continuous surveillance).

Community-based Health Care for Older persons is not meant to exist in isolation from the primary care 
level and/or from the functioning geriatric institutional network and/or from the palliative care network.

The recent and limited development of Community-based Health Care services for Older persons 
responds to several factors such as an expressed wish from older persons to stay in their home 
environment as long as possible and the increasing number of older persons excluded from the health 
care system.
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4.7 SPECIAL PROBLEMS OF OLDER PERSONS AFFECTING THEIR WELL-BEING

Health21 suggests that "health policies should prepare people for healthy ageing by means of
systematically planned promotion and protection of their health throughout life". The goal is to promote 
not only the overall health and quality of life but also to prevent the special problems which affect the 
well-being of older persons. These problems will vary according to the particular culture and socio-
economic circumstances of the older person.  However, these problems will generally fall into the 
following categories : physical, psychological, social, and spiritual.

Several studies i have been completed which have identified problems from the perspective of (a) older 
persons, and (b) health care professionals. Lists of these problems are provided as examples in Boxes 
A and B below.

BOX A: Examplesii of problems affecting the well-being of older persons 

• Decrease of specific vital functions at the end of life.
• Beliefs having a negative impact on health.
• Denial or lack of preparation for the ageing process.
• Decreased self-esteem, feeling of loss (e.g. of rights).
• Decreased vital instinct, lack of desire to live, lack of motivation.
• Disharmony in the family / inappropriate relocation / change in civil status (e.g. loss of 

spouse, mourning)).
• Undesired isolation / loneliness 
• Partial loss of autonomy in activities of daily living (e.g. personal hygiene,
time management, management of financial affairs).
• Inappropriate or under-nutrition, including insufficient fluid intake.
• Sensory impairment.
• Impaired control in intestinal and urinary functions.
• Impaired respiratory function.
• Decreased mobility (e.g. falls / insufficient physical activity).
• Pain / suffering (all causes, chronic / terminal) and other symptoms.
• Loss of financial autonomy.
• Insufficient integration into society, paucity in social exchanges.
• Depression (all causes).
• Toxicodependance (e.g. medications, alcohol)
• Dementia (e.g. loss of thought processes, memory impairment),
• Physical and psychological disabilities linked with cerebra-vascular,  tumoral, osteo-

articular, cardiovascular and pulmonary, and/or  metabolic diseases.
• Stress related to sexual functions

i In Planification d’un programme de formation continue en santé communautaire pour les personnes âgées. Revue Médicale 
de la Suisse Roamande, 120,  283-290, 2000
ii No strict priority order implied
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Box B : Examplesiii of problems of Poor quality of care and other determinants 
having a negative impact on the health of older persons

• Abuse & neglect  and insufficient action against exclusion. 
• Insufficient quality of pain relief procedures (not only for cancer in older persons); 

resistance to select opioids by lack of knowledge of its action; lack of expertise in the 
domain of palliative care in general.

• Co-ordination and communication difficulties among members of the care teams 
(including social care) and with the health network.

• Failure in communication between healthcare providers and older persons. 
• Insufficient attention paid to representations of older persons.
• Lack of  continuity in home care services.
• Postponing the moment of discussing the theme of death with a older person.
• Insufficient quality of home care (including self-care, lack of compliance due to older 

person's attitude or to insufficient competence of care provider specially in the end of life 
period) (non only in the case of cancer of older persons ).

• Prescribing «heroic»  treatments in order to prolong life at all cost
• Insufficient action against dependencies (medications, alcohol, etc).
• Insufficient action in  promoting end of life self determined life directives ('living will') and 

their application.
• Insufficient action in immunisation coverage and preventive actions in general.
• Insufficient action in help to foster families and informal carers
• Insufficient action in providing (access to) information concerning health and social 

services, or about human rights and administrative regulations.
• Insufficient support systems and supervision of health personnel leading to risk of 'burn 

out'.
• Negative consequences of institutionalisation.
• Insufficient mechanism for detecting 'at risk' older persons.
• Low social status of older persons out of the economic circuit
• Lack of political interest for this age group and effect of 'ageism'
• Insecurity resulting from architectural design and / or environment
• Inadequacy of courses provided by Universities for this age group.
• Poverty and anxieties arising from poverty.
• Insufficient economic incentives to attract professionals to geriatric services

iii No priority order implied



EUR/ICP/DLVR 020402 -  Page 13

5. COMMUNITY-BASED HEALTH CARE FOR OLDER PERSONS

5.1 THESTRUCTURE

Community-based Health Care services for Older Persons implemented by an interprofessional 
team ideally includes the following elements:

• organised quality home-care
• short hospitalisation in case of acute health/social crisis
• organised day care
• collaboration with other older age care services.

5.2 THEPURPOSE

Community-based Health Care Services for Older Persons are designed to help:

-the older person to retain responsibility for as long as possible in the management of their own health;
-the older person, their family and friends to be active partners with health care 
-the older person by providing psycho-social and spiritual support and assistance with the management 
of disabilities;  and
-the older person to cope with ageing, disease, disability and death.

5.3 THEPROCESS

Community-based Health Care Services for Older Persons:

� Is a process which aims at maintaining the older person in his/her own environment in optimum 
conditions and socially integrated;

� Is a process which stimulates partnership between members of the interprofessional health 
care team with the older person and informal carers including families.

� Networks with the community and community services;  and
� Is integrated into the continuing care process.

5.4 THECONTENT

Community-based Health Care Services for Older Persons includes activities of awareness raising
campaigns, information, education, health promotion and disease prevention.
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6. TYPES OF PROFESSIONALS IN THE HEALTH CARE TEAM

Different types of health care providers are engaged are varying degrees in the care of older 
persons. These health care providers are usually either generalists or specialists: nurses, medical 
doctors, dieticians, dentists, pharmacists, physiotherapists, psychologists, social workers,
occupational health therapists, home helpers, care assistants, chaplains, and chiropodists.

Other categories of personnel and organisations play an important role in the care of older persons. 
They include the very active network of associations concerned with citizens, specialists in adult 
education, health insurance specialists, legal advisors and elected officials at all levels.

This interprofessional team concept2 is essential. The health team members should respect and 
acknowledge the contribution of each other and work towards a common goal. The team members 
should benefit from group educational activities focused on the team approach.

Quality team work implies the presence of a team leader selected according to his or her role in the 
team and according to the older person's main problems (possibly a rotational role within the 
team), regularly organised meetings of the team members, joint assessment, periodic review of 
individual patient records including shared care plans describing progress or deterioration of the 
older person, decisions taken by the team in consultation with the older person and tasks 
performed by each member of the health team.

7. INFORMAL CARERS

Informal carers include spouses, partners, offspring or other persons within or outside of the family 
nucleus, who have a close bond to the older person. The older person in partnership with the 
principal health care provider should be assessed as one unit in order to predict an outcome. 

It is essential to identify the principal carer and to assess this carer's resources in terms of attitude 
towards the older person (e.g. compatibility, responsiveness, supportiveness); physical fitness, 
mental resilience, other demands of the carer (e.g. employment conditions, family commitments, 
etc.); type and amount of support available to the carer; risk of burn out; etc. 

Once this joint assessment is undertaken, in partnership with the informal carers to ensure their full 
understanding of the older person's condition, only then can an attempt be made to predict an 
outcome. The informal carer should be assured that the health care team is prepared to offer 
assistance when required (including respite care at short notice), to the appropriate level of
institutional care. Likewise, should the informal carer require respite, this should be facilitated.

8. RECOMMENDED APPROACH

Educational programmes should be tailored to the needs of each of the involved categories of 
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carers in order to improve the capacity of the health care team members to work together either at 
the primary care level or in more specialised services. The approaches presented in this Report 
could serve as a reference for Educational Programmes for Health Providers of Community-based
Health Care of Older People and are in line with the approach of the WHO recommendations on 
improving the quality of care.

Over the past decade, increased efforts have been made to encourage health professionals in the 
WHO European Region to improve the care of older persons. To achieve this aim, health care 
providers should benefit from appropriate educational programmes which include long-term
management of older persons. It is not usual, however, that aspects of psychosocial and spiritual 
support for older persons are included in these programmes and this should be rectified. The 
methodology of the programmes are also rarely formalised and programmes rarely validated.

8.1 FUNDAMENTAL VALUES AND BELIEFS

Three basic values should form the ethical foundation of these educational programmes:
• health as a fundamental human right;
• equity in health and solidarity in action between and within all countries and their inhabitants;

and
• participation and accountability of individuals, groups,   institutions and communities for

continued health development.

In order to translate these values into educational practice, programmes should:
•  help professionals to strengthen their human qualities such as empathy and tolerance, which older 

persons have a right to expect;
•  encourage sound ethical practice (e.g. discrete practice);  and
• assist professionals to design services to which older persons have equal access, irrespective of 

gender, ethnicity, colour, sexual orientation, social status or language.

Every human being irrespective of his/her personal or social attitudes merits respect.  Furthermore, 
autonomy is a very important factor of well-being and is essential in safeguarding the dignity of the 
individual.  Every effort should be made to foster it as long as possible. Educational programmes 
which emphasise the autonomy of older persons as a central focus are particularly commendable.
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8.2 BASIC EDUCATIONAL PRINCIPLES

In order to provide members of a team with competencies that enable them to plan, implement 

and evaluate high quality activities in the service, educational programmes such as those presented 
as examples in this Report (see 15.4; 15.5; 15.6) are based on two principles. 

1. Focus on older persons' needs: The programmes outlined as examples are derived from how 
older persons can cope with life events. They describe expected outcomes for care of older 
persons and specify the competencies to be mastered in relation to the delivery of care. 

2. Focus on learners' needs: to ensure the quality of the educational process the programmes 
outlined as examples follow basic educational principles of relevance and efficiency.

These examples should serve as models that health care providers can adopt.  Such model
programmes may need to be adapted to local needs and circumstances but should not contradict 
the basic principles. Care providers and educational specialists can then perform periodic
evaluations by use of the above principles.

8.3 RECOMMENDED GUIDELINES

Education and training should be based on:
- the promotion of healthy lifestyles for older persons (relevance); and
- the implementation of the educational science for health care providers (efficiency).
- a holistic, person focused approach. 

Programmes should take into account : 
- the older person's resources: bio/psycho/social/spiritual/sexual/economic;
- the older person's health beliefs and socio-cultural perceptions;
- the subjective and objective needs of older persons, whether expressed or not;
- the older person's daily life and interaction with the psycho-social environment, implicating the 

older person's family and other close relatives and friends as much as possible;
- the necessity to reactivate the older person's adaptive capacity to cope with health problems,
- that care is a continuous process which extends from health promotion and the prevention of 

disease and disability, to terminal care;
- that care must be structured, organised and systematically provided to each older person in a 

variety of ways;
- that care is interprofessional and multidisciplinary and will require intersectoral networking;
- that it includes an evaluation of the learning  process and its effects; and
- that the older person may need time to learn how to manage long-term care. 

9. THE REQUIRED COMPETENCIES OF HEALTH CARE PROVIDERS
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They should be able to:
• communicate empathetically and effectively with older persons;
• adapt their professional attitude towards older persons and the ageing process;
• work with individual older persons, their families and social groups;
• recognise the special needs of older persons, taking into account the older person's emotional 

state, their experience and their understanding of their own condition and shared care plan;
• help older persons to reactivate adaptive strategies to cope with new life events, life crises and 

factors that interfere with their well-being;
• facilitate older persons in managing their own lifestyles and shared care plan by using health, 

social and economic resources available to them;
• develop, select and use age appropriate educational tools in care of older persons and in their 

learning process, taking into account the educational, psychological, spiritual and social
dimensions of long-term care;

• search for and apply relevant existing gerontological knowledge into practice.
• evaluate the outcome of education for its therapeutic effects (clinical, biological, psychological, 

educational, social, economic) and make the indicated adjustments periodically;
• adapt their actions in accordance with those of the other team members;
• evaluate and improve their own performance as health care providers.

10. RESPONSIBILITY FOR THE PLANNING AND IMPLEMENTATION OF EDUCATIONAL

AND TRAINING PROGRAMMES

The planning and implementation of educational and training programmes should be the responsibility of Co-
ordinators for these programmes. The co-ordinators should be selected on the basis of previous professional 
experience.

The competencies of these educational programme co-ordinators should include the following. They should be 
able to:
• plan and implement educational programmes for Community-based Health Care for older persons;
• adapt the educational programmes to various situations to make them as relevant as possible to the local 

health care services;
• assist in organizing activities of a health unit in which care, educational, psycho-social and spiritual support 

of older persons are integrated;
• develop, select, test and apply age appropriate educational methods and tools; 
• design and implement protocols for research in Community-based
•  Health Care for older persons, and in particular formative and certifying evaluation;
• participate in the training of health care providers in Community-based
• Health Care for older persons;  and
• promote policies for Community-based Health Care for older persons at the organisational level.
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11. ELEMENTS OF THE EDUCATIONAL PROGRAMME

The planning of an educational programme for health providers who provide for care of older persons should 
include:

• establishing guidelines, together with the learner, for organising their own learning;
• facilitating the identification of relevant health service problems;
• facilitating the identification of personal objectives;
• assigning adequate learning time to each identified problem;
• providing learners with valid self-evaluation instruments;
• selecting relevant learning sites;
• providing learning resources;
• assessing periodically and adjusting the programme as required; and
• putting in place a system of accreditation for the programme.

Figure 1 – Network of basic educational principles for the learner

12. HUMAN AND MATERIAL RESOURCES

The necessary human and material resources must be planned to ensure cost-effective care and 
educational programmes.

In conventional educational programmes, human resources would include teachers (a network of
experts) and, ideally, a training co-ordination team
In a person-focused system, the older person is a learning resource.
In learner-centred programmes, the health care providers in training become an important resource. 
They should be encouraged to work in small interprofessional groups as well as in pairs to provide 
feedback to each other.

Their employers should also be considered as a resource, as they should, in principle, be able to 
indicate the competencies that are required of their staff. Employers have a role to play with respect to 
ensuring financial resources. It is in their interest to contribute to the funding of education and training 
programmes in view of the benefits resulting from more competent staff. 

Other sources of budget support, apart from learning fees, would include continuing professional
development budgets, financial contributions from Ministry of Health funds, health insurance outlets, the 
health industry, and foundations and non-governmental organisations.



EUR/ICP/DLVR 020402 -  Page 19

13. SUMMARY OF CONSIDERATIONS FOR THE EDUCATIONAL PROGRAMME

• Educational programmes in Community-based Health Care Services for Older Persons should be 
based on WHO recommendations3 and those made by organisations for older persons.  Health care 
providers should be equipped to assist older persons and become their partners in the protection of 
their well-being.

• Programmes should be problem-based and emphasis should be put on active learning.
• Educational programmes should include direct practical experience with older persons (older

person-focused education) as an important part of learning.
• Professional profiles of health care providers in Community-based Health Care Services for Older 

Persons should be defined as a basis for the planning of educational programmes.
• Participants should be acknowledged as professionals and help to strengthen their human qualities 

such as availability, discretion, tolerance, respect and empathy as is expected of them by older 
persons.

• Participants should be evaluated on the basis of individual projects in order to verify not only if they 
have the required level of competence but also whether they are aware of their own professional 
limitations and whether they are open to change, resistant to stress, willing to seek advice and 
whether they show a sense of responsibility and reliability in their work.

• Participants should demonstrate their ability to work efficiently as team members

These basic educational considerations are interrelated.  Continuing professional development, with an 
older person-focused approach which is designed to help older persons manage their condition and a 
learner-focused approach emphasising active learning, should benefit not only the participants but also 
their employers as it should make their services more efficient.

14. SUGGESTED EXAMPLES OF ABILITIES TO HELP HEALTH CARE PROVIDERS

IDENTIFY NEEDS AND PRIORITIES OF OLDER PERSONS

The following is a list of examples of a combination of abilities, attitudes and interests that may
contribute and enable older persons to manage their lives well and to maintain their autonomy, by 
making independent decisions.  It is a check-list designed to assess the priorities and the needs of, and 
with, older persons by health care providers and, if there are any, their carers.  This is the first step in 
the construction of an educational programme for health care professionals in order to enable them to 
prepare a team care plan for the individual older person. 

14.1 DAILY LIVING ACTIVITIES

Personal care:
Examples: performs body and oral hygiene with regularity; goes to the toilet every day and urinates 
regularly; dresses and undresses.
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Eating and drinking:
Examples: has food at home, in fridge or cupboard, etc.; prepares a
simple meal/drink; eats without assistance; absorbs sufficient and balanced meals.

Mobility
Examples: gets up safely from floor, bed, chair, etc.; moves in, out and around house
safely; moves safely in familiar external environments. 

Home management
Examples: launders clothes, cleans the home

14.2 HEALTH SELF-MANAGEMENT

Psychological
Example: expresses, shares opinions and feelings

Spiritual
Example: considers issues around life and death

Communication
Example: expresses own needs and expectations from the health care services.

Self-care
Examples: takes an active part in the management of one's own health/welfare; makes a positive 
assessment of one's own life; adapts to personal physical, material, social and human losses; organises 
own life as a senior person; makes arrangements to facilitate restorative sleep periods (day and/or 
night).

Prevention
Examples: recognises the need for help, asks for it, trusts health care providers (and uses auxiliary props 
including domestic pets); adjusts alcohol consumption and suppresses the use of tobacco); seeks 
information about the ageing process, prevention, health problems, own care plan and/or treatment; 
obtains periodic health check-up, vaccinations etc. and follows the care plan (educated compliance).

Self-advocacy
Examples: expresses one's opinion (positive and/or negative) concerning care obtained from health care 
providers and social workers;  asks for a second opinion in case of disagreement between health care 
providers.

Dependence/Independence
Examples: accepts, in case of need, home care services or eventually placement in care centres; uses 
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community medico-social services (day care, etc.); gets fitted with appropriate prostheses in case of 
sensory or functional disabilities (vision, audition, dental, equilibrium).

14.3 PAIN, ABUSE AND NEGLECT

Examples : 

• expresses degree of pain (physical), in order not to let it become too severe before asking for / 
accepting to take medications.

• expresses any ill-treatment to trusted persons.

14.4 AUTONOMY IN DECISION-MAKING

Examples:
• manages own budget, fills in income tax forms, keeps an agenda, etc.
• constructs projects and elaborates realistic strategies to implement them.
• defends own rights as a citizen, own needs, freedom of action.
• fills in a request for placement in  nursing home (as  precaution and when needed).
• decides/proposes/accepts that the moment has come for a placement in nursing home as a last 

solution.
• writes own life directives (living will) expressing own wishes.

14.5 ACTIVE SOCIAL LIFE AND CULTURAL ACTIVITIES

Social interaction

Example: remains socially active and develops new interests.

Intergenerational contacts

Examples: cultivates own family relations
Leisure and relaxation
Examples: goes to the cinema, watches television programmes etc.

Conviviality

Examples: eats out with other people regularly

Active social role:

Examples: gets actively involved in associative organisation (laic or church)
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15. EVOLUTION OF OLDER PERSONS' ATTITUDES

It is the responsibility of the health-care provider to recognise and anticipate the older persons'  evolution 
stage of attitude, and to act accordingly, when an older person is confronted with sudden or unusual life events
(such as the process of ageing, an illness or an accident).  .
Before old persons become competent self-managers of their long-term care with the help of health-care
providers they are likely to go through the following attitudinal stages, indicating a gradual adaptation of 
attitudes to their evolving condition. 
Compliance implies in return that health care providers are NOT over-prescribing.

The older person confronted with a sudden life event4:

• shows surprise or pays little attention when told about the consequences of the event
• speaks of the event in a detached manner
• is hostile but wishes to know more about the way the situation may evolve and complies more 

or less with a care plan proposed by the health care team
• asks for the least inconvenient type of solution 
• is sad when talking  about the future and is not yet aware of how to cope
• indicates willingness to co-operate and asks for help in coping
• makes specific and appropriate requests to the health-care provider or the family
• takes some liberties with the follow-up actions without much concern but also without being 

careless
• acknowledges her/his present state of health
• recognises that the situation may have quite serious consequences
• adheres confidently to the idea of self-managing the proposed solution
• expresses the belief that the benefits of the care plan and follow-up action far outweigh the 

constraints
• changes life-style in accordance with the evolving situation,  talks openly and without

embarrassment about what needs to be done
• adheres to agreed upon care plan as a daily routine
• adjusts the agreed upon actions in case of another life crisis.

16. EDUCATIONAL PROGRAMMES FOR HEALTH CARE PROVIDERS IN 

COMMUNITY-BASED HEALTH CARE FOR OLDER PERSONS

16.1 DETERMINING THE NUMBER OF PARTICIPANTS

The number of participants should be established based on the actual human and financial
resources available.
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Programme A, for example, is highly labour/human resources intensive.  It requires a fairly large 
health team (from physicians to health care assistants, registered nurses, dieticians, dentists, 
psychologists, psychiatrists, physiotherapists, occupational therapists, sociologists and educational 
specialists).  As the educational programme is old-person focused, the size of the Community-
based health care service for older persons is a limiting factor if that service is intended to be used 
as a training facility. Aged older persons must be protected and not be exposed to too many 
observers at one time.

Enthusiasm alone cannot ensure the efficiency of an educational programme. Careful planning by 
competent managers is essential to their success.

Programme B (9 modules) and to a lesser extent Programme C are also labour intensive because 
proper attention should be given to each participant's progress.  Each individual project must be 
carefully evaluated. Teaching staff need time to provide feedback and guidance to each participant.
Whether such educational approaches are older person focused and learner-centred or only
learner-centred, experience has shown that their efficiency depends on the application of basic 
management rules (careful planning, regular monitoring and high validity evaluation).

16.2 DETERMINING THE DURATION OF EDUCATIONAL PROGRAMMES

The duration of the following illustrative programmes is based on multiple criteria (such as estimated 
level of difficulty in achieving the objectives, time availability of participants and staff, institutional 
rules, academic requirements, resources).

16.3 DESCRIPTION OF THE CONSTITUTIVE ELEMENTS OF A ‘DEGREE EDUCATIONAL PROGRAMME’

The key elements of several programmes are presented below as examples. They are directly 
linked with the preceding examples of abilities of older persons (see section 13).
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A 'degree' is obtained by participating to modules of various length over a three year period, 
starting with:

- Programme A: an Introduction Certificate (or other name) may be awarded after an
observation/awareness/introduction period of two weeks;

- Programme B:a Planning Certificate (or other name) may be awarded after a planning period of 9 
one-week modules; 

- Programme C: a University Degree (name of 'degree' depends on the rules of each country) may 
be awarded after a one year implementation period of work in a professional milieu.

The 3 types of 'degrees' imply an increasing level of professional competence. The name of each 
'degree' should be decided according to local rules.

16.4 PROGRAMME A

General overview

Programme A5 is a full-time two week course (70 hours) planned for health professionals
interested in learning or improving an older person-focused, learner oriented approach to
Community-based Health Care for Older Persons.

Process

The participants spend two weeks full-time in a Community-based health care service for older 
persons. They are guided by the Service staff and given the opportunity to observe directly or 
through a two-way mirror, or by viewing video-tapes of live sessions, the daily group activities of 
older persons in the Day Care and or the Short Stay (max. 3 or 4 nights) unit. (See Table 1, page 
25). They also observe individual home care activities in older persons' homes and are given the 
opportunity to discuss selected cases with the Service health care staff and with older persons. 
They take part in clarification sessions (briefing and debriefing) with different members of the 
Service staff.

Admission requirements

Participants (health care providers with "x" years (to be specified) of professional experience) must 
be able to understand and speak the same language as the one of the older persons.
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Course learning objectives

Participants will be able to:
• define the specific elements of Community based health care for older persons.
• describe the advantages and limitations of such an approach;
• identify resources for implementing such an approach in their own environments, and recognise 

also the constraints and obstacles in doing so.
• draft personal plans of action to introduce/reinforce Community based activities for older

persons relevant to their own circumstances in order to become a catalyst.

Distribution of participants' active learning time

Observation of care and education of older persons 25%
Group work with teaching or health care staff 40%
Individual work 35%

Evaluation

Each participant receives feedback from formative evaluation at the end of each week.  A
certificate is awarded for satisfactory completion of the course. This certificate (or a demonstration 
of the same level of competence acquired by professional experience) is a requirement for
admission to Programme B if a participant wishes to follow Programme B.

Weekly programme of service activities 
performed by health care providers for older persons 

throughout the entire 7-day week 

• Home care (assessment team activities)
• Respite beds short stay care 
• Ambulatory consultations: psycho/occupational/physiotherapy, nutrition, social services
• Day-care groups (for example: adequate nutritional status practice; copying with loss of

independence and mobility; alcohol, drug and other substance abuse; optimal pain relief and 
palliative care; human rights problems such as abuse and neglect; mobility and falls prevention; 
swimming pool balneo-therapy; Tai-Chi; memory exercises, other preventive care).

• Day care: group discussions on selected health problems;
• Administrative work; and
• Research activities, participation in meetings, congresses.

Table 1

The functioning of a site where such activities are performed is a required resource for the 
implementation of Programmes A and B, in addition to the use of other sites whether formal or 
informal, where relevant learning activities could be organised.  When such activities are not 
implemented in real life, course organisers may decide to use written vignettes or video recorded 
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situations to assist learning.

16.5 PROGRAMME B 

16.5.1. Module 1: Learning how to construct a learning contract

Objectives - At the end of this module participants should be able to:

• differentiate a teacher-centred from a learner-centred educational approach.
• select competencies they lack in order to care for older persons (see paragraph 8)
• formulate learning objectives (including an acceptable level of performance)
• select an evaluation method to measure the achievement of an objective
• select a learning method (including problem-based learning) to reach an objective
• construct a valid evaluation tool

Key  concepts and Methods

The concept of Community geriatrics
Teaching / helping to learn
Efficacy, efficiency, validity
The 3 domains of competence (intellectual, motor, interpersonal communication)
Educational objectives, observable and measurable
Group dynamic
Complimentarily of the Tyler / Rogers / Mager / Piaget approaches
The system approach
Problem-based learning
Learning in a professional context
Group learning (facilitation-clarification-interaction-confrontation)

Educational methods. Participants will :

1. watch and analyse video recording of older person's individual or group activities
2. classify educational approaches (teaching/learning)
3. select competencies according to their own needs
4. select efficient methods of learning
5. select evaluation tools according to the degree of validity of the  tools

Evaluation

Construct a learning contract (for Programme B)

Prerequisite level 

(cf. Admission criteria) 
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16.5.2 Module 2: Understanding older persons, taking account of their means of 

coping and communicating with them in order to adapt one's own professional 

behaviour

Objectives - At the end of this module, participants will be able to:

• identify the specificity of old age situation and the older person's methods of coping with his situation and 
'care plan';

• indicate how to change from a 'disease-centred' to an 'older person-centred' approach including health 
promotion and preventive action;

• manage older persons by means of a bio-psycho-social and spiritual approach;
• recognise and adapt to the older person's health and disease beliefs and their relation with their 'care plan';
• adopt appropriate measures and attitudes to help the older person to cope with difficulties;
• select the attitudes that favour communication and practise active listening of the older person;
• assess an older person's emotional state and hold support talks with older persons individually 
• moderate a group discussion centred on 'care plan' compliance (older persons, family members etc.);
• define different expected profiles of competence and attitudes expected from an older person (keep in 

'records');
• construct instruments to assess older person's gain in performance; and
• integrate this approach in a multi-professional and interdisciplinary model

Key concepts and methods

Community Geriatrics / Health education / Therapeutic education
Specificity of acute diseases / specificity of chronic diseases
Representations and beliefs, Biomedical model / bio-psycho-social model
Multi-professional approach / Interdisciplinary approach
The process of care
Reconstruction of the older person's history by the health-care team
Process of Mourning 
Negotiation of older person's objectives between the older person and the health-care team

Educational methods. Participants will :

1. analyse the interactive process of actual cases (case analyses, problem solving)
2. analyse critically the key-concepts under study
3. apply in practice the bio-psycho-social dimension of care in relation to the specific characteristics of an 

older person

Evaluation

To perform a critical analysis of actual professional situations with print, audio or video materials
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16.5.3 Module 3: Formulating a 'care plan' with the older person and keeping 

compliance in mind

Objectives - At the end of this module, participants will be able to:

• formulate with an older person objectives to be reached by a care plan
• conduct an individual session to construct a 'care plan'
• assess the level of understanding of the 'care plan'
• recognise and deal with the difficulties related to the older person's adherence to the 'care plan'
• plan the follow-up for the short and medium terms
• construct instruments to collect data about compliance to the 'care plan'
• evaluate periodically the compliance to the 'care plan'
• use older person's errors to select ways of avoiding relapses

Key concepts and methods

Directive vs. interactive education & communication
Hierarchy of 'problems' and Care plan
Older person and care provider communication
Evaluation of level of older person's understanding (informed consent)
Interactivity and problem-solving
Relevance & efficiency; concept of  validity in  measurement of performance
Long term effectiveness markers (quality of life)
Planning by objectives,  classification of older person-centred objectives
Constructing a 'care plan' with an older person and the concept of Compliance
Observation of older persons on the basis of specific criteria
Moderating group discussions
Designing formative evaluation

Educational methods

Participants will:
1. observe and analyse a video-tape recordings of discussion with older persons about the 

construction of a 'care plan'
2. recognise and analyse different types and attitudes of interpersonal communication
3. simulate construction of a 'care plan' and recommendations responding to a variety of older 

person situations
4. construct instruments to measure the level of compliance to 'care plan'
5. reconstruct the steps of the above process, taking into account basic concepts of interpersonal 

communication, instructing and prescribing

Evaluation

1. Perform a critical analysis of actual professional situations with written, audio or video materials
2. Construct instruments to collect data about compliance to 'care plan'
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16.5.4 Module 4: Assisting older persons to manage daily life problems (autonomy, 

mobility, adequate nutritional status) 

Objectives - At the end of this module, participants will be able to assist older persons in:

a) daily activities:

• motivate them to wash themselves (including oral hygiene and proper clothing), to (safely)  get out of bed / 
arm chair, 

• incite them to go regularly to the toilet. 
• train them to eat independently (with adapted tools if needed)

b) adequate nutritional status

• train them to prepare (and eat) an adequate nutritional intake (quantity and quality) (solid and liquid - even 
without thirst) and to fill in their refrigerator according to their needs (b.1) and eliminate spoiled  contents 

• motivate them to limit their consumption of alcohol  and suppress tobacco 

c) mobility

• train them to get up from the floor, to use mobility aids / to  use a  telephone or alarm to call for help
• incite them to adapt their behaviour to their environment, to accept to modify their environment (at home, 

to suppress unsafe obstacles: carpets, furniture and make changes facilitating  transfer: wall bars, etc.) 
• motivate them to perform regularly adapted physical activities ( walking, gymnastic, home bicycle, 

shopping, utilisation of public transports, etc.) 
• incite them to adopt (or avoid) corporal positions which diminish  (augment) pain 
• prevent risks linked with venous insufficiency (contention stockings, lower limbs elevation) 

Key Concepts and methods

Independence  (and loss of) in (Basic, Instrumental) activities of daily living
Ageing, disease, trauma, disabilities, impairment, handicap, 
Independence and autonomy
Comprehensive assessment, home assessment
Nutritional status, needs, under-nutrition, malnutrition, support
Immobility, balance (loss of) and gait disorder; falls  prevention, safe environment

Educational Methods

The Participants will
1. observe and analyse concrete cases (real or video-recorded)
2. practice exercises of communication with older persons
3. simulate advice giving related to a variety of older person situations
4. construct instruments to measure the quality of health behaviour

Evaluation

1. Perform an analysis of actual professional situations with written, audio or video materials
2. Construct instruments to collect data about compliance to therapy
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16.5.5 Module 5: Organising remedial activities related to most common disabilities

Objectives - At the end of this module, participants will be able to:

• motivate older persons to take an active part in the management of their own health and well being 
• help them assess the current state of their health and 'accept' the loss or decrease of physical, material, 

social and human assets and be proud to be a 'senior person'.
• incite them to recognise the need for assistance, ask for it and trust teams of healthcare providers in 

order to manage their own health
• incite them to accept home care services and to utilise the network of medico-social services in the 

community (Day care, clubs, etc.) as well as informal carers
• incite them to express / defend their needs, their expectations from the social and care system
• incite them to express / share their worries ( emotions, fears, concern about the «Last Judgement», «the 

taboo of death») and conflicting values both in spiritual and/or religious terms
• incite them to express their opinion (positive and / or negative) concerning care provided by personnel 

from social and health departments
• inform them about the ageing process, promotion of health, prevention of disease, common health 

problems and about their own concerns and 'care plan' 
• incite them  to obtain periodic check-ups,  vaccination etc. and to follow their 'care plan' (compliance) 
• incite them to get early prostheses  for sensorial disabilities (vision, hearing, mastication) 
• advise to do ' memory exercises'

Key Concepts and methods

Coping style, self-esteem
Expression of personal values and life style choices
Acceptance of the ageing process and gradual loss of performance
Self care, prevention and anticipation
Recognition of basic physical, emotional, communication and social needs

Educational Methods

The Participants will
1. observe and analyse concrete cases (real or video-recorded)
2. practice communication exercises with older persons
3. simulate advice giving related to a variety of older person situations

Evaluation

1. Perform a critical analysis of actual professional situations ( written, audio or video materials)
2. Construct instruments to collect data about compliance to therapy
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16.5.6 Module 6: Relieving pain and insuring quality palliative care 

Objectives - At the end of this module, participants will be able to:

A - In relation to relieving chronic pain:
• identify signs suggesting the existence of pain in an older person, including persons with cognitive 

impairment.
• propose and explain how to use a 'pain assessment ruler'
• incite older person to express their degree of physical pain so as not to let pain become too intense 

before asking  / accepting a medication 
• select medications adapted to the type of pain and prescribe in sufficient quantity.
• incite older persons to collaborate with healthcare providers in order to obtain an optimal pain relief.

B - In relation to managing palliative care:
• identify far advanced and terminal situations and provide appropriate care in accordance with living will.
• communicate with, and inform, older persons (and informal carers) about their status.
• incite them to express their opinion (positive and / or negative) concerning palliative care provided by 

health personnel.
• incite them to express 'suffering' originating from psychological or spiritual causes 

Key Concepts and methods

Definition(s) of the complex words 'pain' and  palliative care
Beliefs & representations regarding pain in old age
Epidemiology of 'pain'
Pain assessment / self-evaluation and WHO ladder of analgesic treatment
Pain control (pharmacy-and non pharmacological)
Principles of palliative care
Use of Visual Analogic Scale and other tools 
Interpretation of older persons' accounts of painful conditions
Involving informal carers in pain control
Prescription of analgesics (doses / interval) 
Home assessment of pain control

Educational Methods

The Participants will
observe and analyse concrete cases (real or video-recorded)
practice exercises of pain control with older persons
simulate advice giving related to a variety of older person situations involving pain

Evaluation

1. Perform a critical analysis of actual professional situations with written, audio or video materials
2. Construct instruments to collect data about optimal pain management
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16.5.7    Module 7: Respecting the rights and wishes of older persons and fighting abuse 

& neglect 

Objectives - At the end of this module, participants will be able to:

• inform older persons how to defend their rights as a citizen, according to their needs and freedom of 
action

• assist them to decide / propose / accept the moment has come for placement in a 'nursing home' willingly 
and as a last resort 

• assist older persons to present a request for placement in a 'nursing home' 
• assist older persons to write their 'biological will' according to their wishes, organise their right of 

inheritance (will), help them to organise their own funeral ceremony.
• assist older persons in the management of their budget, income tax returns, keeping an agenda, organising 

their distractions (music, theatre, clubs, excursions, etc.)
• identify and diagnose signs suggesting cases of abuse and neglect
• take preventive measures in order to avoid cases of abuse and neglect
• construct a file relating each case of abuse & neglect
• denounce all cases of abuse and neglect to relevant authorities
• advise older persons to ask for a second opinion in case of doubt or disagreement with the advice given 

by healthcare providers 

Key Concepts and methods

Rights, laws, cultural background and living will
Autonomy and independence
Assessing judgement capacity and decision making process or dependent older persons
Epidemiology of abuse & neglect / risk profile of victims and abusers
Protective & preventive measures in the community and in nursing homes
Psycho- socio-economic and relational networks of older persons
The decision making process
Free-choice process and ethical considerations

Educational Methods

The Participants will:
1. observe and analyse concrete cases (real or video-recorded)
2. simulate advice giving related to a variety of age person situations involving their rights and wishes 

(including for their living will)
3. write their own living will
4. practice exercises of identification of abuse & neglect in interview with older persons

Evaluation

1. Perform a critical analysis of actual professional situations with written, audio or video materials
2. Construct instruments to collect data about abuse & neglect and human rights abuse
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16.5.8 Module 8: Helping to avoid moral solitude due to insufficient integration in 

society

Objectives - At the end of this module, participants will be able to:

• assist older persons so that they do not suffer from withdrawal and muteness 
• incite older persons to maintain links with their  relations ( family and close relatives) and use 

their help while avoiding burn out 
• incite older persons to  «concretise their dreams» by maintaining intellectual activities: health 

promotion groups (occupational - physiotherapy), defence of human rights, day care services, 
nature discovery, travels, UNI-3, etc. 

• assist older persons to construct projects & elaborate realistic strategies to implement them 
• propose older persons means to share with others their «intellectual talents», to remain available 

to help younger generations and be a living witness of the past, to remain socially active, by
transmitting their experience, (as volunteers or not, in their professional line or not) and to 
develop  new and enriching centres of interest.

• reinforce older persons' need for self-respect, to respect someone else perspective and the 
point of view of other age groups .

Key Concepts and Methods

Social isolation: a problem or a solution
Factors related to social isolation
Social isolation and moral solitude
Protection of privacy
Individual tutoring / group workshops
Reinforcement of social network both intra- and inter-generational
Identification of interests and talents
Development of individual potentialities

Educational Methods

The Participants will :
1. observe and analyse concrete cases (real or video-recorded)
2. practice exercises of identification of mental solitude in interview with older persons
3. simulate advice giving related to a variety of older person situations involving the management of 

their well being

Evaluation
1. Perform a critical analysis of actual professional situations with written, audio or video materials
2. Construct instruments to collect data about moral solitude and social isolation
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16.5.9 Module 9: Planning a personal Community based health care project

Objectives -  At the end of this module participants will be able to :

• identify among the learning objectives selected during Programme A Introduction module 
(paragraph 15.4) those they have achieved partially or not at all.

• determine why this happened (poor time-planning, inefficient learning methods etc.)
• prepare a plan of home-work in order to learn what is still missing
• prepare a plan of action for putting into operation (during the 3rd year) the newly acquired 

competencies

Key concepts

Formative evaluation / self auditing
Validity, objectivity, feasibility
Effectiveness and efficiency

Educational methods. Participants will :

1. select instruments that measure competencies with validity
2. compare entry and exit competencies
3. select efficient methods of learning
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PLANNING OF A FIVE-DAY MODULE

(PROGRAMME B)

DAY 1 DAY 2 DAY 3 DAY 4 DAY 5

08.30-
09.00

Welcome and 
review of module 

objectives

Feedback and 
synthesis

(by participants 
and staff)

Feedback and 
synthesis

(by participants 
and staff)

Feedback and 
synthesis

(by participants 
and staff)

Individual
feedback by staff 
about objectives

and …
09.00-
10.00

Personal
feedback and 

…

Group discussion 
about specific 

difficulties
observed in 

practice

Presentation of a 
second key 

concept
(by staff)

Observation and 
analysis of role-
play or action in 

real situation
(by participants)

…

10.00-
10.30

BREAK

10.30-
12.00

…
formative
evaluation
(by staff)

…

Observation and 
analysis of 
problems

(documents)
(by participants)

Group discussion 
in connection with 

second key 
concept

Individual
observation and 

analysis of 
problems

(document) & 
plenary session

…
plan of work

…

12.00-
14.00

LUNCH

14.00-
15.30

…
concerning work 

following
 …

Presentation of a 
first key concept

(by staff)

Observation of an 
old person’s 

interview (video 
document)

(by participants)

Introduction of 
personal synthesis 

work (plan)
(group

discussion)

…
until next module 

…

15.30-
16.00

BREAK

16.00-
17.30

…
previous module

Practical
exercises in group 
regarding first key 

concept

Group discussion Impact on real 
practice (planning 

a project)
(by participants)

Evaluation of the 
module

(by participants 
and staff)
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16.6 PROGRAMME C

By the end of the second period participants had prepared a plan of action based on  the newly acquired 
competencies in order to introduce changes in their practice and / or service. This plan has been approved by 
the teaching staff.

The third period is a supervised on-the-job training phase of one year duration (with a working load of 2 days 
a week for 28 weeks) during which the plan of action will be implemented. 

Participants will remain under close supervision by the programme teaching staff, obtain on-request
consultations and feed-back on  2 intermediate reports. 

A final end-of-study Report will complete the certifying certification process.

Objectives of the supervised on-the-job training phase:

1) Implement a Community based health care plan of action relevant and adapted to their professional milieu 
including older person care, education and socio-psychological support.

2) Participate to the organisation of Community based health care activities in their professional milieu.

3) Select, construct, test and/or use educational methods, tools and techniques facilitating the efficient 
functioning of the Community based health care process.

4) Plan and implement an evaluation of the quality of implementation of the action plan.

Evaluation

The 2 intermediate reports will describe the process of implementation of the action plan, eventual difficulties, 
as well as proposed remedial actions etc.

A final end-of-study Report will describe which objectives have been reached; for those that have not been 
reached unforeseen obstacles and constraints will be described; it will also describe objectives which had not 
been included in the plan of action but were reached and why they were added. 

17. BIBLIOGRAPHY : AN EDUCATIONAL TOOL

Knowledge-base (example)

A problem-based active-learning educational approach requires that learners are given the 
responsibility to search for the contributing knowledge they need to deal with the problems. This is 
why the proposed educational programmes do not include lectures, which in conventional 
programmes provide such a knowledge base. A nucleus of basic knowledge is proposed below_ in 
List No 1.  References «for further reading», which should be available in the library of the training 
centre, are proposed in List No 2.
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List No. 1: Basic Knowledge

OLMARI-EBBING Maya, RAPIN Charles-Henri, Years to relish, Geriatrics in Geneva, Interdisciplinary 
Topics in Gerontology, Basel, Karger, 1999, vol.30, 
AGEING, in Health care in transition. WHO Newsletter for Nursing, Summer /Autumn 1998, Vol 2 Issue 2, 
WHO, Copenhagen
CONI N. et al. Lecture Notes on Geriatrics, 4th ed., Blackwell, Oxford,1993
Health of the Elderly. Expert committee report. WHO, Technical report series No 779, World Health 
Organization, Geneva, 1979
Health, lifestyles and services for the elderly, Public health in Europe No 29, WHO, Regional office for 
Europe, Copenhagen, 1989
Guilbert J-J., Educational handbook for health personnel, WHO. offset publication No. 35, 6th edition, 
World Health Organization, Geneva, 2000
Learning together to work together for health WHO. Technical report series No. 769., Geneva, 1988
Intersectoral Action for health, World Health Organization, Geneva,1987.
Drugs for the Elderly, second edition, WHO Regional Publications, European Series, No. 71, 1997
Symptom relief in terminal illness. World health Organization, Geneva, 1998
Assessment to fractures risk and its application to screening for post menopausal osteoporosis. WHO, 
Technical report series No.843, World Health Organization, Geneva, 1994
Epidemiology and prevention of cardio-vascular diseases in elderly people, WHO, Technical report series 
No .853, World Health Organization, Geneva, 1995
Budtz-Jörgensen E. et al. Oral health problems in the elderly. Interdisciplinary Topics in Gerontology, Basel, 
Karger, vol 30, 1999.
Educational imperatives for oral health personnel: change or decay? Technical report series No794, WHO, 
Geneva, 1990
Fillit H.M & Picariello G, Practical geriatric assessment, Oxford University Press Oxford, 1998
J.S.Goodwin, Geriatrics and the limits of modern medicine. NEJM, vol.340, p.1283-85, 22/4/99
Ian Philp, Easy care,(SISA) Sheffield, UK, 1997
etc.

List No. 2 'Further Reading' : is to be prepared by each training centre and focusing on local 
needs, practices, culture etc.
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18. INDEX & GLOSSARY

This Glossary of technical and educational terms used in this Report represents the views of the members of 
the Group and do not necessarily have the same validity outside the context of this Report.

The definitions were taken from the following sources :

-Targets for Health for all. WHO/EURO. Copenhagen 1985
-Glossary in Therapeutic patient education - WHO. 1998
-The journal of prosthetic dentistry, vol. 81, Number 1, January 1999
-Educational Handbook for health personnel . WHO. 6th ed. 2000
-The use of ICIDH in rehabilitation, Council of Europe, Strasbourg 1989.
-International Classification of Impairments, Disabilities and Handicaps (ICIDH). A manual of classification
relating to consequences of diseases. WHO, Geneva, 1980.

Note for final editing : the page indexing for each term will need to be done when final editing is 

completed. (like in Euro report on Therapeutic Patient education 1998)

Thank you

********************

A

Abuse & Neglect: any type of episodic or recurrent physical violence, sexual and psychological abuse, 
violation of rights, material and financial exploitation, intentional or unintentional lack of care or inadequate 
care, including inadequate pain relief, non respect of old person rights and physical or chemical restraint; 
occurs across all socio-economic, racial and religious groups and reported to affect up to 10% of people over 
age 65. (a.k.a Ill treatment, mistreatment)
Active learning: learning in which the learner is active and gradually becomes responsible for his own 
learning.
Activity (educational): what a learner does in order to acquire or improve a given competency with the 
(direct or indirect) help of a teacher ; preferably on the basis of a contract between teacher and learner.(see 
contract)
Activity (professional): group of acts and tasks (with a common purpose) performed by an individual. It 
corresponds to Intermediate learning objectives.
Advance directives : see Directives
Attitude: the internal disposition reflected by one's behaviour with respect to persons, events, opinions and 
theories.

B

Behaviour:  the manner of conducting oneself in relation to one's environment
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C

Care: In the context of this report the word CARE is not limited to mean  an action made only by health 
professionals. Any action done by an individual or a group of persons, formal or informal, for the well-being of 
an older person. It should be understood in a wider manner as for example, 'Take CARE of yourself'' or 'I 
should give more CARE to my health'. 
Care plan: description, in the individual 'older person records', or 'personal records' , of the agreement 
reached between an older person and healthcare providers on what the older person is expected to do, with 
the help of healthcare providers, in order to manage his disease. It includes a description of the progress or 
deterioration concerning the older person, of the decisions taken by the team members and of the tasks 
performed by each member of the team.
Certifying evaluation: A judgement based on measurement or assessment of learner performance used to 
justify decisions regarding advancement in the educational process, award of an academic qualification, credit 
or other certification of competence.
Change strategies: see strategies.
Chronic diseases: diseases which cannot be cured but which may be controlled by the (:::) cumulative effect 
of medications, physical therapy, psychological support and therapeutic patient education. (The term Chronic 
disease is synonymous with long term disease)
Chronic pain: type of pain which can have a major impact on the quality of life. It affects physical and 
emotional well being  and is often inadequately treated.
Chronic pain management: see Palliative care 
Communication: a process by which information and feelings are exchanged between individuals through a 
common system of language or signs
Competency: (or competence) The professional ability required to carry out certain functions. Recognised 
aptitude to perform a specific act. Competence is a potential which is realised at the moment of performance
Competency profile: see Professional profile.
Compliance: the way in which a old person follows a 'care plan'. Includes regularity of controls and visits to 
health care facilities
Constraints: fixed factors (social, political, cultural, financial, technical), imposed by the environment on a 
given system, which cannot be removed and which influence the achievement of the objectives. See also 
obstacles
Contract (educational): description of an agreement reached between a student and a teacher on 
competencies to be acquired by the student with the help of the teacher.
Contract (with older persons): description of an agreement reached between an old person and healthcare 
providers on what the old person is expected to do, with the help of healthcare providers, in order to manage 
his disease and 'care plan'.
Coping: skill and way of attempting to meet, adjust, adapt in order to overcome personal problems, 
difficulties and challenges.
Cost: an amount to be paid for something. It refers not only to money but may also refer to pain, grief, effort, 
loss in quality of life, etc. 
Curriculum: Group of educational activities, to be experienced by a student, designed to achieve selected 
learning objectives.



EUR/ICP/DLVR020402 - Page 40



EUR/ICP/DLVR 020402 -  Page 41

D

Dental geriatrics: the branch of dental care including preventive and curative measures for the aged person.
Directives: (self determined life directives or 'living will' or ‘advance directives’ ). Written text expressing 
the way a person wishes to be treated when approaching death. 
Disciplinary approach: educational process implying that learners acquire knowledge in different disciplines 
(anatomy, psychology, etc.) relevant to health problems to be solved.
Disability: any restriction or lack (resulting from an impairment) of ability to perform an activity in the manner, 
or within the range considered normal. 

E

Education: action or process facilitating the formation and development of a person's intellectual, sensory-
motor and affective characteristics
Educational diagnosis: first step of the educational process, it is a systematic, comprehensive, iterative 
collection of information by the healthcare provider concerning the old person's bio-clinical, educational, 
psychological and social status. This information is to serve as a basis for the construction of an individualised 
care plan
Educational objectives: see learning objectives
Educational needs assessment:  see Educational diagnosis
Effectiveness: capacity to produce the desired result
Efficiency: capacity to produce the desired result at the least cost
Empathy:  the capacity to participate in another person's feelings
Evaluation:  A judgement of value, based on measurement; in education it is the basis for decision-making

F

Formative evaluation: a judgement of the progress or gains made by the learner. The teacher must not use it 
to make a certifying evaluation.
Function (professional): a broad area of competencies, group of activities (with a common purpose) that a 
person performs to fulfil his role in society. It corresponds to General Learning Objectives.

G

General learning objectives: correspond to professional functions
Geriatrics: see page ...
Gerodontics: the care of dental problems of ageing persons (also spelled geriodontics
Gerodontology: the study of the dentition and dental problems of ageing persons
Gerontology: see page ...
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H

Handicap: disadvantage for a given individual resulting from an impairment or disability, that limits or prevents 
the fulfillment of a role that is normal (depending on age, sex, and social and cultural factors) for that individual.
Health beliefs: whatever ideas or conceptions old persons may have about their state of health or disease.
Healthcare provider: (or Health personnel) all persons involved directly or indirectly in health care tasks 
(promotive, preventive, curative and rehabilitative) within the health system. For example, in reference to 
Community Geriatrics it refers to nurses, medical doctors, dentists, physiotherapists, occupational therapists, 
pharmacists, nutritionists, chiropodists, pedagogues, psychologists, ethic & law specialists, etc.
Health care provider education: educational process helping health care providers acquire the 
competencies relevant to their professional profile
Health demand: the extent to which a type of health care or service is demanded by the old person or the 
population
Health needs : the extent to which a type of health care or service is needed, as judged by health 
professionals, with due consideration of the health of the population. Felt needs are those needs which 
correspond to demands
Health team: a group of people who share a common goal and common objectives, determined by old 
persons' needs, to the achievement of which each member of the team contributes, in accordance with his/her 
competencies, and in co-ordination with the functions of others.
Home care : see page ...
Home helpers : persons providing domiciliary assistance in support to daily life activities
Home visitors : see Home helpers
Human Rights: recognition of the inherent dignity of all members of the human family and of their equal and 
inalienable rights (14 December 1948 Universal Declaration). Article 25 refers specifically to welfare, health 
and old age.

I

Impairment : any loss or abnormality of psychological, physiological, or anatomical structure or function
Ill treatment: see abuse & neglect
Impairment : any permanent or temporary loss or abnormality of psychological, physiological or anatomical 
structure or function at the level of a tissue, organ, limb or functional system.
Implementation: putting a programme into action; doing the work to be done
Implementation plan : outline of activities expected to achieve defined objectives.
Informal carer: see page ...
Intermediate learning objectives:  see activity (professional).
Inter-professional approach: a process helping members of a multi-professional team to share common 
goals
Intersectoral approach: educational process whereby learners take into consideration the health sector and 
all other sectors of social and economic community development and organisation, having an impact on health.

L
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Learner centred approach: an educational process which puts the learner in the centre of the picture. It 
describes what he intends (or is intended) to learn (i.e. learning objectives), relevant learning activities and self-
evaluation instruments
Learning: a process resulting in some modification, relatively permanent, of the way of thinking, feeling, doing 
of the learner
Learning Objectives: statement which describes what a learner should be able to do at the end of, and as a 
result of, a learning period which he could not do beforehand. (Also called educational objectives). They can 
be general, intermediate or specific corresponding respectively to a professional function, activity or task.
Lecture : in its conventional form, a lesson given orally by a teacher, with virtually no active student 
participation
Level of performance (acceptable): criterion of a specific learning objective-(see specific learning 
objective).
Life directives: see directives
Life style: a person's particular way of life ; habits used to cope with life and ease social contact; shaped by 
patterns of interpersonal interaction and social learning that interrelate with and are determined by the social 
environment.
Living will: see Directives.
Locus of control: (psychological theory - Rotter, J.B., 1954) Refers to the amount of personal control over 
the environment which individuals believe they possess. «I can anticipate difficulties and take action to avoid 
them» (internal locus of control). « I think people are the victims of circumstances beyond their control» 
(external locus of control)

M

Malnutrition: see nutritional deficiencies
Management: the actions necessary for the preparation of plans, their implementation, the evaluation of 
results and the re-planning stage
Medical chart: see Older person chart
Motivation: what causes a person to act in a particular way
Multi-professional education: learning activities, with interaction as an important goal, shared by learners of 
/ from different health professions during certain periods of their education.

N

Networking: action of working together, in order to be more efficient, concerning members of different 
professions.(see also team work)
Nutritional deficiencies: unbalanced nutritional status (mainly protein and caloric insufficiency) often resulting 
from impaired masticatory function or associated with age related physiological and / or pathological as well as 
psychological changes, social isolation, economic limitations leading to increased morbidity and mortality due 
to reduced autonomy, decreased body strength, falls, fractures and complications, chronic pain and more over 
poor quality of life. High incidence among old persons.

O
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Objective: in management terms, a statement of purpose or a condition / situation desired in some stated 
future
Objectives (learning): see learning objectives
Objectivity: the extent to which independent and competent examiners agree on what constitutes an 
acceptable level of performance.
Obstacles: impediments which must be overcome to achieve objectives. In contrast to constraints, obstacles 
can be removed, bypassed or overcome. See also constraints
Older person: person over 65 years of age.
Older person based education: an educational process during which the old person is one of the essential 
learning resources.
Older person centred approach: a process which puts the old person at the centre of the picture. It is 
concerned with old persons opinions, concepts, ideas, feelings as well as their biological status. This approach 
should not be used only for elderly or chronic old persons. All individuals deserve it.
Older person-centred education: see therapeutic patient education.
Older person's chart: usually called «medical chart» by doctors, «nurses chart» by nurses and «dental chart» 
by dentists. It is a collection of information (usually on paper), reported by health care providers, concerning 
the old person, including main complaint, history, physical and other findings, laboratory results etc. In an 
inter-professional older person-centred approach each older person should have a single chart in which the 
periodic contributions from all healthcare providers concerned are recorded.(see also care plan)
Older person's competencies: see educated old person profile
Older person education: see therapeutic patient education
Older person profile: a list of actions the old person should be able to perform in order to manage his health 
and 'care plan' and prevent avoidable complications while maintaining or improving his quality of life.

P

Palliative care : active total care of patients whose disease is not responsive to curative treatment. Control of 
pain, of other symptoms, and of psychological, social and spiritual problems, is paramount. The goal of 
palliative care is achievement of the best quality of life for patients and their families.
Performance: Accomplishment of an act (task). Individual result obtained in carrying out a task, depending 
largely on level of competence and on motivation.
Prerequisites: conditions, including experience and competencies, which must be present before a task can 
be performed.
Prerequisite level: level of competence required from a learner in order to start an educational activity.
Problem (health): difference between current and desired health conditions, or between actual and expected 
results which causes concern to the old person or the population as a whole
Problem based learning: a process whereby a learner uses, right at the beginning of the learning activity, a 
problem as a stimulus to discover what information is needed to understand and facilitate the resolution of the 
problem
Problem solving approach: see problem based learning
Professional profile:  a list of functions and activities corresponding to a given profession. Also called job 
description.
Profile: see professional profile or educated old person profile
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Prognostic test: test designed to predict readiness (or probable degree of success) to learn.
Programme (educational): a series of planned and co-ordinated educational activities a learner is to go 
through with the assistance of teachers

R

Record: (see Older person's chart)
Reformulate:  to express in other terms what a person said
Relevance: Quality of being appropriate and consistent to the object pursued. In this Report it is the quality 
of conformity with the health needs of the old person.
Religious support: spiritual aid given to a person by another person (lay or clerical)
Representations (health-socio-cultural): beliefs held by persons concerning their health and its 
determinants
Resources: the sum of total manpower, money, facilities, technology, legislation and materials, (supplies and 
equipment) available for rendering a service
Respite beds : beds reserved for short term stay in case of psycho-social crisis, pain management and / or 
short duration acute situations in order to avoid admission in a hospital.

S

Self evaluation: process through which a learner obtains directly information on his progress and/or gain in 
competence (see also formative evaluation)
Self-management: the actions taken by a old person in order to manage his 'care plan' and prevent 
complications.
Skill (professional): a learned ability to perform an act competently. It can be an intellectual skill, an 
interpersonal communication skill or a practical skill.
Specific educational objectives: directly derived from a professional task and having the following qualities : 
unequivocal, feasible, observable and measurable. Well formulated it should include : the act describing the 
expected competence expressed by an active verb; the content specifying the subject in relation to which the 
act is to be performed ; the conditions describing the resources available to perform the act ; the criterion 
defining the Acceptable Level of Performance.
Spiritual support: see religious support 
Spirituality: point of view common to religions that asserts the reality of a non material spiritual world ;
relating to God.
Strategy: approach(es) to solve a problem by achieving stated objectives while taking account of resources, 
obstacles and constraints.
System approach: considers the elements of a problem as an interdependent whole.

T

Task, professional: describes a measurable action derived from the segmentation of a professional activity
Teacher-centred approach: in traditional education, a process describing what the teachers are doing 
(number, length and content of lectures) in opposition to the learner-centred approach.
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Teaching: interactions between teacher and learner, under the teacher's responsibility, in order to bring about 
expected changes in the learner's behaviour.
Teamwork: process including co-ordinated action in order to solve problems, carried out by two or more 
persons jointly, concurrently or sequentially, formally or informally. It implies commonly agreed goals; respect 
for, and a clear awareness of others' roles on the part of each member of the team; adequate human and 
material resources; effective leadership and provision for evaluation. ( see also Networking)
Teamwork competence: the ability to work as colleagues rather than in a superior-subordinate relationship.
Therapeutic patient education: educational activities, essential to the management of any health conditions, 
managed by health care providers duly trained in the field of education in order to help individuals (or a group 
of individuals and their families) to self-manage their life events and 'care plan' in order to prevent avoidable 
complications while keeping or improving their quality of life. What is specific about it is to bring an additional 
therapeutic effect to what is expected from all other actions ( nursing care, pharmacological, physical therapy, 
etc.)

V

Validity: the extent to which an  instrument measures what it is intended to measure.
Vignette: short description of a scene, incident or situation used to trigger a discussion

--------------------------------------
i Health21 – Health for all in the 21st Century. European Health for All Series No.6. World Health Organization, Regional 
Office for Europe. Copenhagen, 1998
i Learning together to work together for health. Report of a WHO study group on multiprofessional education of health 
personnel: the team approach. Technical Report series No 769. World Health Organization. Geneva.1988
i see also WHO Educational handbook for Health personnel, Offset series No 35, 6th edition. World Health Organization, 
Geneva, (reprint 2000)
i adapted from Anne Lacroix, in Therapeutic patient education. Report of a WHO working group. World Health Organization. 
Copenhagen. 1998
i adapted from a Geneva University Medical School continuing education program on Therapeutic patient education 
(Professor J-P. Assal)
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Abstract   (169 words)

The aim of Community Based Health Care for Older Persons (CBHCOP) is to help senior citizens to manage 
their health in order to stay as long and as well as possible within their own environment..  Unfortunately, many 
health care providers lack the overall competencies to provide older persons with such inter-professional care. 
The regional Office therefore convened a multi professional group of heath care providers and of educators to 
prepare a document specifying the content of relevant educational programmes. The group comprised
representatives in the field of medicine, nursing, gerodontology, physiotherapy, occupational therapy, nutrition, 
psychology, social work and a representative of older persons from countries of the European region. The 
document defines the concept of CBHCOP, specifies the different skills that older persons should conserve 
with the help of health care providers and the content and structure of several educational programmes of 
increasing complexity. It recommends actions to be undertaken by health care institutions and educators,
countries and WHO as well as health industries and insurance and the media

1 Health21 – Health for all in the 21st Century. European Health for All Series No.6. World Health Organization, Regional 
Office for Europe. Copenhagen, 1998
2 Learning together to work together for health. Report of a WHO study group on multiprofessional education of health 
personnel: the team approach. Technical Report series No 769. World Health Organization. Geneva.1988
3 see also WHO Educational handbook for Health personnel, Offset series No 35, 6th edition. World Health Organization, 
Geneva, (reprint 2000)
4 adapted from Anne Lacroix, in Therapeutic patient education. Report of a WHO working group. World Health 
Organization. Copenhagen. 1998
5 adapted from a Geneva University Medical School continuing education program on Therapeutic patient education 
(Professor J-P. Assal)
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