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Preface

Much of the Asian and Pacific region is inexorably and rapidly becoming older, along
with the rest of the world.  What is popularly known as the “greying” or ageing of
populations is changing the face of the region and challenging traditional thinking.

The number of older persons (people aged 60 and over) in Asia as a whole will more
than double from 322 million in 2000 to about 705 million in 2025.  While the total
population of Asia is projected to grow by 1 per cent a year during that period, the
population aged 60+ will be growing by 3.1 per cent.  As a consequence, the proportion
of older persons in the population will increase from less than 9 per cent to nearly 15
per cent.

Governments, non-governmental organizations (NGOs), community groups, families
and individuals of all ages and cultures are rediscovering and seeing “the past” in different
ways in an effort to adapt to new challenges and realities.  Population ageing will require
difficult public policy decisions regarding pension age and contribution, health care, social
security, labour markets and the provision of social services.  The types of choices that
societies will make in the near future will affect long-term national development and the
quality of life of their members, especially in the later years of life.

The present publication aims to address major policy implications of population
ageing in Asia and the Pacific and review successful cases in developing national policies
and programmes on ageing.  The publication is divided into four parts.  Part one discusses
the social and economic consequences and policy implications of ageing in Asia and the
Pacific.  Part two presents the approach followed by the Government of Australia in
developing the national policy and strategy in meeting the challenges of ageing.  Part
three examines the case study of HelpAge India in providing support to older persons in
emergencies while the last part, Part four presents the case study of the Tsao Foundation
in Singapore in developing an integrated system of community-based care for older
persons.

The publication has been issued by the Emerging Social Issues Division of the
ESCAP secretariat.  The financial support of the Government of Macao, China towards the
preparation of Part one of this publication is hereby gratefully acknowledged.
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I.  THE CONTEXT

One of the most challenging demographic phenomena of the twenty-first century is
the ageing of the world’s population.  Asia and the Pacific will become home to the
largest proportion of older persons in the next 30 years.1  It is projected that there will be
more than 1 billion people aged 60 and above by the year 2025, and nearly 2 billion by
2050, of which three-fourths will live in the less-developed world.  China, with the largest
population in the region, is expected to house 300 million elderly people by the middle of
the next century (ESCAP, 1999a).  At the same time, the region is also experiencing
dramatic changes in the broader environment brought about by economic development.
Urbanization, industrialization, migration, and most recently, globalization, are causing
changes in family structures and intergenerational support of older persons.  There is
evidence that informal support systems are breaking down in some countries.  However, in
some other parts of the region, like Hong Kong, China; Malaysia; the Republic of Korea;
Singapore; Taiwan Province of China and Thailand; family support systems are adapting
more positively to these changes (World Bank, 1994).  This study discusses some of the
consequences of population ageing and juxtaposes the issues raised with recent research
that has informed policy decision-making.  As Knodel and Debavalya (1992; 1997) have
repeatedly advocated, policy-making needs to be based on solid empirical evidence rather
than casual impressions and preconceptions.  Depending on the country’s level of
economic development, many different types of concerns are raised for Governments
in Asia and the Pacific.  Most Governments are faced with the immediate task of poverty
alleviation among older persons.  In more developed countries, such as Japan, the
Republic of Korea, and Singapore, the emphasis is on the provision of services to older
persons (although poverty alleviation continues to remain a concern for certain subgroups
of older persons).

Over the past two decades, the majority of the countries in Asia and the Pacific have
experienced a decline in fertility rates and an increase in life expectancy.  These
demographic realities have created an irreversible shift in the age structure of populations in
Asia.  Pro-natalist policies in Singapore and Malaysia have received meagre support.
Countries in which Catholicism and Islam are predominant, e.g., the Philippines and
Malaysia respectively, continue to have higher fertility rates (Phillips, 2000).2  As Kinsella
(2000) notes, decreases in mortality have assumed greater importance in contributing to
population ageing.  Increases in life expectancy in Taiwan Province of China, Singapore and

1 In this study, “older persons” refers to those individuals aged 65 and above, unless otherwise noted.

2 However, within these countries, among certain ethnic groups, fertility rates are falling among certain
ethnic groups, e.g. among the Chinese in Malaysia and Singapore, and these particular groups are
ageing rapidly.
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Japan, underlie the rapid increases in the proportion of oldest-old in these populations.
In the 1950s, Japan’s life expectancy at birth was 59.6 for men and 63.0 for women and in
1996 it increased to 77 for men and 83.6 for women (Maeda and Ishikawa, 2000).
As such, the proportion of the oldest-old is the most rapidly growing population in Asia.3

By 2030, the two oldest Asian countries will be Singapore and Japan.  Japan can expect 28
per cent of its population to be aged 65 and above in the year 2030, whereas Singapore will
have at least 19 per cent of its population above the age of 65 by the year 2030 (Chan,
1997; Maeda and Ishikawa, 2000; Teo, 1994).

One of the foremost concerns regarding population ageing in Asia is who will take
care of these older individuals, both economically and socially.  Increases in old age
dependency ratios, defined as the number of older persons aged 65 and over per working
person (aged 15-64), could mean that fewer working-age population will be available to
support older persons in the future.  Asian societies, with their long traditions of filial piety,
have continually propagated the notion that familial care of older persons is paramount.
State or formal care only becomes a necessity if familial care is insufficient or unavailable.
The ongoing debate regarding state versus familial responsibilities for older persons
continues in most Asian countries.  At present, the family continues to be the main provider
of care to older persons in Asia, and most Governments promote this.  Some argue that
the modernization process, i.e., the movement from an agricultural-based economy, indus-
trialization, and globalization, lead to a deterioration of familial support to older persons.
Demographically speaking, decreases in fertility in many Asian countries will translate into
fewer children available to support elderly parents.  However, increases in education and
income levels may mean that these children are more capable of providing financial
and emotional support to parents.  For example, in Taiwan Province of China, increases in
daughters’ education have been shown to have a significant effect on the amount of
financial transfers daughters make to their parents.  Daughters with higher educational level
are more likely to transfer bigger amounts of money to their own parents (Lee, Parish and
Willis, 1998).

Gender and cultural aspects of ageing have great importance in Asia.  Owing to the
longer life expectancy of females, it is expected that in the coming years, the majority of
older persons will be women.  Older females are often disadvantaged socially and
economically as a result of gender discrimination in many patriarchal Asian societies (Chow,
1997).  Older females are more likely to be poor, widowed and unemployed, compared to
older males.  Elderly women often assume a role of being care-givers in their families,
aggravating their access to meagre resources and increasing their susceptibility to care-giver
burden.  Gender discrimination and cultural interpretations of ageing are intimately related.

3 The “oldest-old” is defined as those older persons aged 75 and above (World Bank, 1994).
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Indeed, Asia’s complex cultural landscape needs to be appreciated when studying the impact
of population ageing.  Asian cultures differ with regards to critical components of the
ageing process, e.g., gender preferences and fertility levels.  Cultures also vary in the
interpretations of the ageing process and thus, in the way they view older persons.
In cultures where older persons are considered repositories of religious teachings and
beliefs, e.g., among the Malays in Malaysia and Singapore, the probability that their social
status is preserved is higher.  Acceptance of older persons and allowance for their
integration into wider society is a direct outcome of cultural perceptions of what it means to
grow old.  In cultures where negative perceptions of ageing predominate, older persons are
more likely to be isolated and the incidence of elderly suicide is higher.

In a move that highlighted the appreciation by Governments in the region for the
need to address policies for older persons, ESCAP members and associate members adopted
the Macao Declaration and Plan of Action on Ageing for Asia and the Pacific in 1999
(ESCAP, 1999a).  Under this Plan, four immediate tasks are to be taken up by the
Governments, in view of the importance of population ageing for national social and
economic development.  These tasks are: (a) understanding of the issues and implications of
population ageing; (b) preparation for an ageing process that is productive and fulfilling; (c)
development of a national infrastructure for ageing and an enabling environment; and (d)
delivery of essential services.  The Plan of Action addresses seven major areas of concern
relating to ageing and older persons: (a) the social position of older persons; (b) older
persons and the family; (c) health and nutrition; (d) housing, transport and the built
environment; (e) older persons and the market; (f) income security, maintenance and
employment; and (g) social services and the community (ESCAP, 1999b).  By 2001, many
countries and areas in Asia and the Pacific had established national policies on ageing, e.g.,
China, Indonesia, Malaysia, Philippines, Republic of Korea, Singapore and Thailand
(Phillips, 2000).

The social and economic consequences of ageing are wide-ranging and this study
reviews some of these issues.  The specific areas covered include:

• Formal schemes available for financial support of the older persons

• Informal support: living arrangements and intergenerational transfers

• Labour force: work, retirement, and consumer protection

• Health

• Social integration and community support

• Gender differences in ageing

• Conclusions and recommendations.

Ageing in Asia and the Pacific: Socio-economic Consequences and Policy Implications
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II.  FORMAL CARE OF OLDER PERSONS

As Governments in Asia and the Pacific reassess their formal programmes for older
persons, or seek to develop new ones, certain key issues need to be taken into account.  The
major difficulty lies in fine-tuning the amount of formal support Governments should
provide.  On the one hand, the provision of formal care for older persons, whether it is
economic (social security or pension schemes), physical (built environments/nursing homes),
or social (community programmes), will to some extent, replace functions performed by the
family.  The availability of social security incomes to older persons may lessen the amount
of financial support received from family members.  Indeed, this has been seen to be true in
the United States of America and Peru (Cox and Jimenez, 1992; Schoeni, 1992).  Work by
Goodkind, Truong and Bui (1999) on the old-age security system in Viet Nam suggests that
in the northern region, where pensions are most prevalent, parents are less dependent on
their children, financially.  In Singapore, the propensity to rely on familial support decreases
with the availability of formal sources of support (the Central Provident Fund).

The availability of services for older persons may reduce the care provided by the
family.  Nursing homes may replace physical care provided by family members.  The
availability of living environments that are elderly-friendly may lessen the probability of
intergenerational co-residence.  Social programmes organized by communities, e.g., volun-
teer programmes in which older persons are allowed to participate, may lessen the amount
of time an older person spends in intergenerational interaction within the family.

The World Bank (1994) has provided a number of reasons why Governments might
want to be cautious regarding the implementation of formal programmes.  As mentioned
above, formal programmes may “crowd out” or lessen family support of older persons.
Formal programmes also need to be instituted in an economic and social environment that
can be supportive of such programmes.  In an uncertain economic arena, e.g., one that
lacks infrastructure or legislation, the implementation of social security or alternative
programmes are more likely to fail.  In many Asian countries, as social security plans now
exist, workers are often able to evade contributions but manage to qualify for benefits and
savings are often not indexed for inflation, thereby, recipients receive lower payments than
anticipated.

However, the need for formal programmes as a safety net for older persons is clear as
the stability of informal arrangements is questionable in periods of rapid economic change.
Informal arrangements, such as family support of older persons, may be decreasing in many
countries in Asia and the Pacific.  However, the evidence is mixed.  The effects of
urbanization, migration and globalization have created a situation in which most young
adults migrate away from, and therefore live apart from, their older parents.  Increasingly,
certain rural areas are becoming constituted of mainly older persons, for example in India
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and Nepal.  Attitudes are changing as well.  In Japan, the percentage of adult children
living with older parents appears to be on the decline, whereas in the Taiwan Province of
China, fewer daughters-in-law share meals with their husbands’ parents (Martin, 1990).  In
other countries, we see less change over time.  In Thailand and Singapore, intergenerational
transfers remain at very high levels.  As Knodel and others (1992) have shown, filial
support remains high in the face of rapid economic development.  Urban youth still expect
to live with and support their older parents.  Deep-seated social norms concerning the moral
obligation of children to support their parents still prevail today.  Similarly, in Singapore, 85
per cent of older parents live with at least one adult child and majority of them cited that
their adult children are their main source of financial support.

Whether family support remains high or is decreasing, the implementation and
extension of formal programmes as a safety net for older persons is necessary.  Formal
programmes that “crowd in” family support of older persons are ideal.  These types of
programmes encourage familial support of older persons, rather than replace it.  Various
government incentives are offered as rewards for caring for ageing parents.  For example, in
Singapore, priority housing and tax incentives are provided to adult children who live with
older parents.  Alternatively, normative sanctions such as a lack of filial piety are used to
rebuke those children who choose not to care for their parents.

Governments in Asia and the Pacific are keen to avoid the crowding out of family
support of older persons as they evaluate social security policies to support their burgeoning
elderly populations.4  The World Bank recommends a gradual implementation of formal
systems, however, the final informal/formal mix that each country decides upon will have to
take into account the unique needs of the country.  Most Asian countries do not have
adequate social security systems in place.  Asher (1996) notes that social security systems
in the Philippines and Indonesia are inadequate and under-funded, leading to an uncertain
economic future for current and future older persons.  In addition, only a small proportion
of older persons are covered by formal systems in most countries.  Singapore stands out as
an Asian country with a well-developed social security programme, the Central Provident
Fund (CPF).  However, estimates show that by 2003, the net balance of members’ accounts
(after withdrawal for housing investments, and other schemes) will no longer meet the
minimum balance required (currently set at 80,000 Singapore dollars).  Only two thirds of
the current older population in Singapore are covered by CPF and the majority continues to
depend on their families for economic support (Chan, 1997).  The recent Asian economic
crisis has had detrimental effects for many savings plans in Asia, decimating the invest-
ments of many older persons.

4 The 1994 World Bank report, Averting the Old Age Crisis, provides an excellent summary of the types
of formal schemes that exist to support individuals in old age in developed and developing countries.
The report also cautions against totally replacing informal/familial support with formal support.

Ageing in Asia and the Pacific: Socio-economic Consequences and Policy Implications
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III.  INFORMAL CARE OF OLDER PERSONS

Familial care of older persons is often described as informal care in most of
the literature on ageing.  Informal care can be divided into two main categories, living
arrangements and intergenerational transfers.  There is a pervasive concern within Asian
Governments that the social status of older persons may decline in the future and that this
will result in less intergenerational support for older persons (Martin, 1990; Mason, 1992).
Various Governments, such as the Governments of Malaysia and Singapore, have attempted
to pre-empt this possible decline in intergenerational support by instituting social policies to
encourage familial support of older persons.  The Government of Malaysia provides tax
incentives for in-home care of sick older persons (DaVanzo and Chan, 1994).  Singapore
has instituted a Parental Maintenance Act, which allows older parents to sue their children
for economic neglect.5  In general, the changing social status of older persons is extremely
difficult to measure.  At this point in time, evidence of these policies is only suggestive of
changing values between generations.  Researchers and policy makers also look towards
changes in living arrangements and levels of intergenerational transfers in order to gauge
levels of family support to older persons.

A.  Living arrangements

The majority of older persons in the region co-reside with at least one adult child.
In countries and areas such as Indonesia, Singapore and Taiwan Province of China, over
70 per cent of older persons (aged 60 and above) co-reside with at least one child (see
table 1).

The opportunities for this cohort of older persons to co-reside are greater, since
they have relatively large numbers of children available to live with.  In most Asian
countries, the percentage of older persons living alone is relatively low, being less than
10 per cent.  The situation that elderly persons live with a spouse only is the second
most common form of living arrangement in Asia.  The prevalence of this type of living
arrangement may increase given increases in life expectancy and changing values

5 The number of cases that have been brought to the Parental Maintenance Tribunal Court range from a
high of about 145 per year to 100 per year.  In cases where child abuse can be proven, adult children
are no longer required to support their elderly parents economically.  This law has had far-reaching
effects.  In 1999, an adult male stabbed his sister to death near the court after the sister had requested
him to support their elderly father.  In general, Singaporean older persons are less willing to air their
difficulties in public, except in severe cases.  As such, the Parental Maintenance Tribunal has not seen a
large number of cases.
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favouring independent living.  In survey work for Singapore, older persons report reliance
on their spouse as paramount for physical and emotional support.  Living alone, or with
a spouse only, may increase in the future, as lower fertility levels mean fewer children
available to live with.  Some evidence of this trend is shown in the case of Thailand (see
table 2).

Table 1.  Availability of children and living arrangements among older persons
in Indonesia, Singapore and Taiwan Province of China

Living arrangement Indonesia Singapore
Taiwan Province

of China

Average number of children 4.2 4.8 4.3
Per cent without any surviving children 3.4 4.4 3.2
Per cent living alone 5.3 6.2 6.7
Per cent living with spouse only 12.3 9.6 15.1
Per cent living with child (and others) 70.0 79.7 74.0
Per cent living in other arrangement 12.4 4.3 4.1

N 1 725 1 981 3 648

Source: Chan, Frankenberg, and Ofstedal (2001).

Note: The data are from individuals (aged 55 and above) in 1993 (Indonesia), 1995 (Singapore), and
1996 (Taiwan Province of China), who were interviewed in the first and second rounds of the
survey.  To match the surveys in Singapore and Taiwan Province of China, the analytical file
generated from the Indonesia data set contains one randomly selected older person/respondent
per household.

Table 2.  Selected indicators of living arrangements among
 persons aged 60 and above in Thailand

Type of living arrangement 1986 1994 1995

Among all older people:

Per cent childless 3.5 3.5 4.4
Per cent living alone 4.3 3.6 4.3
Per cent living only with a spouse 6.7 11.6 11.9

Among older people with at least one child:

Per cent living with a child 79.7 75.4 74.2

Source: Knodel, Chayovan, Graisurapong and others (2000).

Ageing in Asia and the Pacific: Socio-economic Consequences and Policy Implications
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1.  Living arrangements and well-being of older persons

In initial conceptualizations of social support for older persons, living arrangements
were thought of as a determinant of older persons’ well-being.  Older persons who lived
with at least one adult child were thought to be better off, or better provided for, compared
to older persons who lived alone or with non-relatives (DaVanzo and Chan, 1994; Martin,
1989; Martin and Kinsella, 1994).  More recent conceptualization, however, is more subtle
as described by Hermalin (1997).  In this revised model, living arrangements are taken as a
“determinant of the dimensions of well-being rather than primary measures”.  As such,
social support from non-co-resident kin has begun to receive more attention.6  Therefore,
although it is tempting to interpret the generally high rates of co-residence in Asia as
evidence that adult children are adequately providing for their older parents, several
researchers have emphasized that co-residence is a far more nuanced phenomenon (Martin,
1989; Ofstedal, 1995; Hermalin, 1997; Knodel and Saengtienchai, 1999; Knodel and others,
2000; Beard and Kuhnharibowo, 2001).  The fact that an older person shares a residence
with a child is not an evidence in and of itself of a net flow of resources from child to
parent, nor that co-residence reflects the parent’s needs.

For some households, co-residence may occur simply because a couple’s children
have only begun the transition to adulthood and have not yet established their own homes –
something they are eventually likely to do.  Moreover, co-residence has the potential to
benefit children as well, both financially (household expenses can be shared) and in other
ways (i.e., childcare).  Evidence from Malaysia, the Philippines, Singapore, Taiwan Province
of China and Thailand shows that grandparents are actively engaged in caring for their
grandchildren (Chan, 1997; Hermalin, Roan and Perez, 1998; Ngin and DaVanzo, 1999).
Even if shared living arrangements provide net benefits to the older persons, co-residence is
no guarantee that their physical and emotional needs are adequately met (Chen, 1991), nor
does a lack of co-residence necessarily imply that such needs are not met, particularly when
children live just next door to, or very near, their parents.  Several analyses document this
phenomenon of “quasi-co-residence” in the rural areas of Malaysia, the Philippines and
Thailand (Knodel and Chayovan, 1997; Ngin and DaVanzo, 1999; Ofstedal, Knodel and
Chayovan, 1999).  Children do not have to live with, or next door to, their parents to play
an active role in their welfare (Martin, 1989; Chen, 1991; DaVanzo and Chan, 1994).
Furthermore, older persons may prefer the increased privacy made possible by separate
living arrangements.

Hermalin (1998) notes the need to take into account the fact that changes in living
arrangements need not necessarily mean a decline in the well-being of older persons.
He argues that a distinction between “form versus function” has to be made.  In the future,

6 See special issue of the Asia-Pacific Population Journal on living arrangements and social support of
older persons in South-East Asia, 1997.
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older persons may be more likely to live alone (perhaps owing to an increased value of
privacy) and at the same time, receive adequate support from children living elsewhere.
This underscores the importance of studying the nature of intergenerational support from
children living elsewhere.

2.  Changes over time in living arrangements

In part, the initial focus on living arrangements resulted from the lack of data on
intergenerational support with non-co-resident kin in Asia.  More recently, the availability of
detailed data on social support exchanges has facilitated research on the exchanges between
older persons and non-co-resident children (Knodel and Chayovan, 1997; Natividad and
Cruz, 1997; Truong and others, 1997; Chan, 1997).7  Much of the research on living
arrangements in the developing world has focused on Asia and mostly examined living
arrangements from the parents’ perspective (Martin, 1989; Chen, 1991; Chang, 1999;
DaVanzo and Chan, 1994; Cameron, 2000; Knodel and others, 2000).  This focus reflects
theories of social change which suggest that modernization will fundamentally alter the
older person’s role in family life, eroding their status and potentially their well-being
(Cowgill, 1972, 1974; Cowgill and Holmes, 1972).

Recent empirical work, however, suggests that such a crisis is not imminent and that
shared living remains common in a number of South-East Asian countries (Knodel and
Debavalya, 1997; Hermalin, 1997).  For example, in the Philippines, Singapore, Thailand
and Viet Nam, surveys conducted in the mid 1990s revealed that among the population aged
60 and older, between 69 and 85 per cent share residences with children (Knodel and
Debavalya, 1997).  In the Philippines and Thailand, over 90 per cent of the older population
lives either with, or in close proximity to, a child (Ofstedal, Knodel, and Chayovan, 1997).
The Republic of Korea provides a possible exception to this pattern, wherein the percentage
of persons aged 60 or older who live with a child has declined from 78 per cent in 1984 to
54 per cent in 1994 (Kim, 1999).

For both generations, shared living arrangements have the potential to fill important
functions.  Moreover, co-residence is, and for the foreseeable future will remain to be,
the predominant living arrangement of older persons in Asian countries.  Consequently,
understanding the correlates of living arrangements and documenting changes in them over
time are important objectives (Knodel and Debavalya, 1997; ILO, 1997; Knodel and others,
2000).  Recent work by Chan, Frankenberg, and Ofstedal (2001) uses panel data
for Indonesia, Singapore and Taiwan Province of China to examine changes in living

7 These studies can be found in a special issue of the Asia-Pacific Population Journal (December) 1997.
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Table 3.  Living arrangements at baseline and over time

Wave 1 Rate of                Wave 2
Totals transition

Co-resides Does not
Wave 1–›2 with child co-reside

(1) (2) (3)  (4)
(Percentage) (Percentage) (Percentage) (Percentage)

Indonesia Wave 1

1993-1997 Co-resides with child 75 –› 87 13
(n=1673) Does not co-reside 25 –› 19 81

Percentage transitioning 16
by Wave 2

Totals, Wave 2 66 34

Singapore Wave 1

1995-1999 Co-resides with child 89 –› 86 13
(n=1827) Does not co-reside 11 –› 20 80

Percentage transitioning
by Wave 2 13

Totals, Wave 2 80 20

Taiwan Province Wave 1
of China Co-resides with child 76 –› 84 16
1996-1999 Does not co-reside 24 –› 22 78
(n=3648) Percentage transitioning

by Wave 2 17

Totals, Wave 2 66 33

Source: Chan, Frankenberg, and Ofstedal (2001).

Note: This table includes only those respondents who had at least one living child at baseline.

arrangements over time.  As table 3 shows, there is remarkably little change in living
arrangements between survey periods (4-6 years); less than one fifth of older persons transit
either into co-residence with an adult child, or out of co-residence with an adult child.  The
conclusion is that living arrangement patterns appear remarkably stable, at least during the
two survey periods involved.
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Government policies in both Malaysia and Singapore serve to promote
intergenerational co-residence in a variety of ways.  Both countries offer tax incentives to
adult children who live with their parents.  In Singapore, adult children are offered priority
housing and better housing choices if they choose to co-reside with an older parent.
Indeed, Singapore has the highest co-residence rates, compared to its South-East Asian
neighbours, which may be partially an outcome of these incentives.  Given the diverse
cultures in Asia and the Pacific, the ageing process will no doubt have different meanings
and implications for each ethnic group.

3.  Cultural differences

Cultural differences also affect living arrangements and should not be underestimated
in government policies for older persons.  One important cultural difference is the extent to
which gender preference predominates in a particular culture (DaVanzo and Chan, 1994;
Martin, 1989; Martin and Kinsella, 1994; Mehta, Osman and Lee, 1992).  Reductions in
family size owing to falling fertility make it more difficult for older persons to satisfy their
gender preferences when it comes to selecting a child to live with, or to receive support
from.  Ofstedal, Knodel and Chayovan (1999) have found distinctive patterns and varying
levels of flexibility across countries with respect to the gender of co-resident and married
children, but only modest gender patterning in the provision of financial and material
support, and exchange of visits.8  Their analysis is particularly valuable in that it provides a
comparison of two types of family systems.  In East Asia, the patrilineal/patriarchal systems
exist which stress the responsibility of sons (and their wives) for caring for older parents.
In South-East Asia and the southern tier of South Asia, the more flexible bilateral systems
exist.  In such bilateral systems, daughters play an equally or more important role compared
to sons.  Therefore, falling fertility rates will have different implications for elderly support
depending on the cultural context considered.

4.  Determinants of living arrangements

Kin availability and economic resources play a large part in determining which older
persons will co-reside with an adult child.  Although co-residence is common in most Asian
countries, households in which two generations of adults live together represent a mix of
situations.  In some households, co-residence is likely to be a product of parental needs that
have emerged as they have aged, such as poor health.  In other households, co-residence
more likely reflects the continued presence in the household of children who are in the
process of becoming adults, and who may well eventually move out.  While indicators of
parental need are by no means irrelevant to the phenomenon of co-residence, it is difficult
to conclude that parental needs are the primary determinants of whether older adults share

8 Previous research in the United States have found that there are sharp gender differences in care-giving
by adult child; daughters tend to be central for daily and routine care of older parents, whereas sons are
the main managers and providers of material assistance.
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living arrangements with their children.  Life course characteristics of the children are just
as important.  For example, Beard and Kunharibowo (2001) report that in Indonesia, the
interests of the younger generation, rather than older persons, are often the primary
motivation behind co-residence.

In addition to examining the characteristics of older persons and their adult children,
macro-level variables, such as housing size and cost, need to be taken into consideration.
Indeed, it is in these areas that government policies would have most immediate effect.  In
Japan, for example, tradition dictates that the eldest son lives with his parents.  However, in
urban areas, the two generations tend to live separately; 41 per cent of older persons live with
adult children in urban areas compared to 62 per cent in rural areas.  Maeda and Ishikawa
(2000) suggest that the limited size of housing in urban areas may be contributing to this
pattern of independent living.  On the other hand, higher housing costs in urban areas can
promote co-residence.  For example, in Malaysia and Singapore, higher housing costs in
urban areas promote co-residence (DaVanzo and Chan, 1994; Chan, 1997).  These results
suggest that government policies targeting housing size and cost may have implications for
the patterns of living arrangements, depending on the cultural context.

B.  Intergenerational transfers

Intergenerational transfers form the second component of informal support for older
persons.  Such transfers include money, time (housework help, physical care, transport), and
material goods.  As mentioned above, it is often assumed that children and older persons
who live together are supporting each other.  However, as Natividad and Cruz (1997) state
in their paper on social support exchanges among Filipino older persons, support from non-
co-resident children indicates the extent to which these non-co-resident children maintain
their “obligation” to care for older parents.  In the Philippines, there appears to be an active
exchange of monetary and non-monetary support between older parents and non-co-resident
children.  We see evidence of this in other countries as well.  In Singapore, Taiwan
Province of China, and Thailand, older persons appear to be active participants in exchange
networks with non-co-resident kin, often providing childcare and housework help and
receiving monetary and non-monetary transfers.

Table 4 shows types of support, including co-residing with at least one child, that older
persons aged 60 and over receive in four Asian countries and areas.  A large majority, over
80 per cent in Singapore and Thailand, of older persons receive material support from a
non-co-resident child.  Similarly, in the Philippines, over 90 per cent of its older population
receive monetary support from a non-co-resident child, probably reflecting the large
proportion of children who work in urban areas, or overseas.  Contact with non-co-resident
children is extremely high in Thailand.  This is probably due to the fact that children tend to
live close to older parents in rural areas.  In the more urbanized countries like Singapore and
Taiwan Province of China, 55 per cent and 84 per cent, respectively, of older parents see
their children weekly.  These data suggest that even though children do not co-reside with
elderly parents, there are still significant flows of support between the two generations.
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Table 4.  Support from children for older persons, 60+, with at least one child,
in selected countries and areas

Taiwan Province
Source of support Singaporea Philippinesb Thailandc of Chinad

(Percentage) (Percentage) (Percentage) (Percentage)

Co-reside with at least one child 85 70.4 70.9 69.0

From any child:
Food, clothing 84.5 63.3 89.2 12.2e

Money 84.6 94.1 87.0 –
Emotional support – 18.8 – –

From non-co-resident children:
Daily contact 8.8 14.1 80.6 26.2
Weekly 54.7 6.6 88.8 83.8

Source: Chan (1999).

Notes: a 1995 National Survey of Senior Citizens, Singapore.
b 1996 Philippine Older Persons Survey.
c 1995 Survey of the Welfare of the Elderly in Thailand.
d 1996 Survey of Health and Living Status of the Elderly in Taiwan Province of China.
e This includes material support.  The low percentage of parents receiving material assistance

from children may reflect question wording in the survey.  Eighty six per cent of older
persons reported not needing assistance.

What is emerging from recent research in the ageing field is that families are remarkably
adaptable, and co-residence with an adult child need not necessarily be the sole source of social
support for older persons.  In addition, changing characteristics of older persons over time, e.g.,
increases in education and income, may lead to changes in their preferences and ability to
co-reside with, or live separately from, adult children.  The needs of an older individual, and
the types of support they receive, do not remain static over time.  Research on intergenerational
support has advanced dramatically with the recent availability of panel data.  Recent analysis
of such data for Indonesia has shown that the factors which are positively associated with
co-residence at one point in time, e.g., marital status of older persons and educational level, are
not relevant when investigating whether these older persons continue to live with their children
over time (Frankenberg, Beard, and Saputra, 1999).  Thus, it should be cautioned that results
derived from cross-sectional studies alone may be misleading.

Social support of older persons carries political implications in most Asian societies.
Governments have to make decisions in terms of resource allocation towards various age
groups in society.  As Rappa (1999) illustrates, government policies influence social support
for old age through public policy process and the institution of laws regarding familial
support.

Ageing in Asia and the Pacific: Socio-economic Consequences and Policy Implications
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IV.  LABOUR FORCE, WORK, RETIREMENT AND
CONSUMER PROTECTION

A.  Labour force, work and retirement

The process of economic development in Asia and the Pacific has numerous
implications for the labour force participation of older persons.  The changing nature of
technology and the increasing growth of the formal sector will significantly affect the type
and length of employment for older persons.  In countries with larger urban sectors, older
persons are less likely to be employed.  For example, in the Philippines and Thailand, two
thirds or more of men aged 60 to 64 are in the labour force, compared to slightly more
than half in Singapore and Taiwan Province of China.  Except for the Philippines,
participation rates for women decline faster with age than for men in most Asian countries
and areas such as Singapore, Taiwan Province of China and Thailand.  The Philippines is
quite distinctive in that there is a very gradual decline with age in labour force activity for
both men and women (Hermalin and Chan, 2000).  Overall, the labour force participation of
older males is declining with industrialization in most Asian countries (ESCAP, 1999a).  As
formal pension plans become more available, mandatory retirement may increase the
dependency rate of older persons.  Indeed, in developed countries, the trend has been
towards earlier retirement.

As individuals in developed societies are beginning to retire at earlier ages, official
retirement ages are gradually being increased in many Asian countries.  Asian Governments
have been motivated to extend retirement ages due to expected large increases in
dependency ratios.  Dependency ratios are expected to at least double between 1995 and
2050 in most member countries of ESCAP (excluding Afghanistan, Bhutan, Lao People’s
Democratic Republic, Maldives, Nepal and New Zealand).  Bangladesh, China, India,
Indonesia, Singapore and Thailand are expected to see their aged dependency ratio increase
to more than three times the current levels (ESCAP, 1999a).  Responses to these projected
increases in the dependency ratio have been mixed among countries.  Some countries have
opted to increase retirement ages.  For example, in the Islamic Republic of Iran, there is a
proposal to increase the retirement age by ten years, from 50 and 45, to 60 and 55, for men
and women respectively (Inductivo and Zhu, 2000).  Singapore increased the official
retirement age from 60 to 62 on 1 January 1999, with the intention of gradually increasing
it to 67 years.  Changes to delay retirement have also occurred in Japan (Ogawa, 1994).
Other countries, however, continue to have younger retirement ages, e.g., 55 in India,
Malaysia and Sri Lanka.

Apart from increasing retirement ages, several countries have opted to increase
pensionable ages.  In Australia, Japan, the Republic of Korea and New Zealand, pensionable
ages are being increased to age 65 (Inductivo and Zhu, 2000).  Policy makers in many

16



Asian countries closely follow these trends and their potential consequences, as they try to
anticipate the labour force patterns under way and the effect these changes may necessitate
in their own social security programmes.  Governments need to balance competing interests.
At one level, there is the expectation that as more workers move into the modern sectors of
the economy, family support will lessen and more formal systems of support will be
needed.  In addition, there is the pressure to create new jobs for the large cohorts entering
the labour force, leading to a desire for earlier retirement among older workers (Hermalin
and Chan, 2000).

Government policies regarding work and retirement need to be sensitive to cultural
and gender differentials in the propensity to work and retire among the older persons.  The
role of cultural effects, in addition to economic and policy dimensions, is seen in the
differential labour force behaviour of women in the Philippines, Singapore and Taiwan
Province of China.  In Chinese societies, until quite recently, it was uncommon for married
women to work outside the home and this injunction is reflected in Singapore and Taiwan
Province of China, where a large proportion of women have never worked.  At the opposite
end of the spectrum, the greater gender equity on this dimension is revealed in Thailand,
and to a lesser extent, in the Philippines, where the number of women who have never been
employed is at a lower percentage.

B.  Consumer protection

As older persons grow in strength in numbers, they will increasingly become the
target of private sector marketing of goods and services.  The Macao Plan of Action
recognizes that older persons are a special group of consumers, with many of the required
goods and services provided by the private sector.  As such, the Plan recommends that
governments should protect the rights of older persons as consumers, as provided for in
the United Nations Guidelines for Consumer Protection.  It was recognized that private
sector initiatives were important market mechanisms responding to the needs of older
consumers, and that Governments should facilitate the development of that market
(ESCAP, 1999a).

Several countries in the region have begun to educate older persons with regards to
their rights as consumers.  For example, the Philippine Plan of Action for Older Persons,
1999-2004, promotes the use of multimedia to increase awareness among older persons and
their families regarding their rights as buyers and users of commodities and among
producers and manufacturers of goods regarding the specialized needs of older persons.  In
the Republic of Korea, the Government is monitoring the development of “silver industries”
that cater to the needs of older persons to ensure that consumer rights of older persons are
maintained (ESCAP, 2001).

Ageing in Asia and the Pacific: Socio-economic Consequences and Policy Implications
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V.  HEALTH CARE SERVICES

Health care systems in Asia and the Pacific are facing tremendous pressure to cater to
the growing number of older persons.  The fact that the proportion of the oldest-old (aged
75 and above) in the population is growing the fastest means that the provision of long-term
care is an immediate necessity.  Generally, people’s health begins to deteriorate dramatically
around age 75 and above and chronic illnesses predominate among this age group (Leung
2000).  Too often, the idea that the family or community will take care of older persons
translates into little investment in long-term and primary health care services.  The provision
of health care services is a key concern among Governments in Asia and the Pacific.
In conjunction with the provision of services, the issue of health care financing demands the
attention of policy makers in the region.  As the age structure of the population shifts and
an increasingly large proportion of individuals are elderly, the cost of financing health care
will increase in importance at the national level.

A.  Health services

As countries develop, they undergo an epidemiological transition from early periods
wherein infectious diseases are the main cause of death to later periods where lifestyle or
chronic diseases predominate.  However, as pointed out by Phillips (2000), the transition
need not necessarily be unilinear as seen in some Asian countries where outbreaks of
infectious diseases occur periodically.  As the region continues its development endeavour,
the rise of prevalence of chronic diseases will generate the need for a different type of
health care, i.e., long-term care.  Long-term care (LTC) can be defined as an institutional
care which includes nursing homes, hospitals, hospices and community and home care
services (Phillips, 2000).  Unfortunately, such LTC is very expensive and availability is also
limited.  Furthermore, it is mainly provided for by the private sector, and is often of
substandard quality (Leung, 2000).

Table 5 shows the percentage of older persons in Hong Kong, China who are on the
waiting list for LTC by type of chronic illness.  Other constraints to the provision of LTC
include a lack of integration among government ministries and low public acceptance rates
of LTC as an alternative to family care (Phillips, 2000).

The answer may be a multi-pronged approach, as suggested by Phillips (2000), which
involves the development of primary care teams, incentives for health promotion rather than
treatment and public education.  LTC needs to be comprehensive, affordable and accessible.
As Asian Governments realize that they can no longer depend on the family as the main
provider of LTC, they need to focus on ways of financing and regulating LTC in their
societies and communities (Leung, 2000).
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This restructuring of health care services has been carried out in some Asian
countries already.  For example, Japan has decentralized the provision of health care
services to the local government level.  Local Governments are tasked to decide upon the
admission of older persons into homes for the aged or nursing homes.  Moreover, all local
Governments are also required to devise long-term health care plans for older persons
(Ishikawa and Maeda, 2000).  A special task force set-up within the Ministry of Health
and Welfare tackles the development of a comprehensive public health care service.
However, Japan continues to face a serious shortage of LTC institutions (Ishikawa and
Maeda, 2000).

Singapore has also recently revised its policies to provide and enhance health services
to older persons.  The Government of Singapore guarantees its citizens an access to
affordable basic medical services.  A large part of the basic care is provided in subvented
hospitals that are hospitals receiving government subsidies.  These hospitals provide
subsidized wards and services to cater to middle and low-income Singaporeans, as well as
unsubsidized wards for those who want better service and can afford to pay the full cost of
the service.  These sub-vented hospitals are to be set-up at the community, in secondary and
tertiary levels, to provide the patients with the varying levels of care they need.  Civic
organizations will be encouraged to run subvented hospitals to offer the public a wider
choice of medical services.

Table 5.  Percentage of older persons in need of long-term care
by type of chronic illness

Infirmary waiting Care and attention
Diagnosis list home waiting list

(Percentage) (Percentage)

Hypertension 22.5 28.4
Stroke 43.1 21.5
Diabetes 12.0 20.1
Arthritis 15.7 14.1
Dementia 24.8 14.1
Other fractures 6.8 7.0
Fracture hip 7.5 5.2
Parkinson’s 7.5 2.6
Blindness 3.0 3.4
Amputation 1.5 0.4

Source: Ngan and others, 1996 in Leung (2000).
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B.  Health care financing

In some Asian countries, such as Japan, the Philippines and Thailand, older persons
receive free medical care (Knodel and others, 2000; Natividad, 2000).  This benefits the
current generation of older persons who have little or no savings.  Future generations need
to invest in ways to finance their impending health care needs.  Japan, the Republic of
Korea, and Singapore offer examples of making significant inroads in this arena.  These
countries have been at the forefront of developing ways to finance LTC.  Japan recently
launched a Public Long-Term Care Insurance Act which covers all residents of Japan aged
40 and above, with certain conditions applying to particular age groups.  For example, the
eligibility of those aged 40 to 64 depends on the type of disease (Phua, 2000).  Individuals
over 40 pay premiums into this Public LTC Insurance scheme.  The scheme is also financed
by general taxation, and administered at the municipality level.  The Republic of Korea has
a medical insurance programme that currently covers 95 per cent of the population (Choi,
2000).

The Government of Singapore has taken a different approach to health care financing
by way of mandating individuals to finance their own medical needs.  Saving for future
health care needs are part and parcel of saving for retirement.  The Medisave Scheme,
instituted in 1983, requires individuals to save for their medical needs.  The Medisave
scheme is subsumed under the broader social security scheme, the Central Provident Fund.
Each month, individuals contribute 20 per cent of their income to the CPF scheme, a
percentage of which is channeled into the Medisave fund.  As age increases, the proportion
channeled into the Medisave fund increases (see table 6).  Every working individual,
including the self-employed, is required by law to contribute to Medisave under his/her own
personal account.  The individual may use his Medisave to pay for the hospitalization
expenses incurred by himself or his immediate family members.  Contributions to Medisave
are being shared equally between the employer and the employee, are tax-exempted, and

Table 6.  Medisave contribution rates

Contribution rate as a Maximum contribution
Age of employee percentage of monthly per month

income (Singapore dollar)

Below 35 6% $360
35 to 44 7% $420
45 and above 8% $480

Source: Ministry of Health, Singapore (2001).
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earn interest.  Medisave funds are an extremely important source for financing old age
in Singapore.  Medisave funds were used by 75 per cent of individuals aged 55 and above
in 1995 (Phua, 2000).  Older persons can use their children’s Medisave savings as well.
This policy of allowing intergenerational transmission of Medisave funds is supposed to
encourage family support of the older persons.  Women are more likely to rely on their
children’s Medisave compared to men, given the gender differences in employment histories.
Women of this cohort are more likely to have been unemployed in the formal sector, and
therefore, have lower Medisave savings.

In 1993, the Government of Singapore set up a Ministerial Committee to review
and recommend the Government’s role in the provision of health care.  National health
expenditure in Singapore is currently 3.1 per cent of GDP.  Government subsidies for
health care amount to 0.7 per cent of GDP.  However, health care costs and demand for
health services are rising steadily, while the economy is maturing and growing more
slowly.  Two additional schemes which help individuals finance their own health care
needs include Medishield, a catastrophic insurance scheme to help meet the cost of large
medical bills, and Medifund, a health endowment fund which provides a safety net for the
poor and needy.

C.  The burden of care-giving

As countries continue to improve public provision of health care services to their
older populations, family members are currently the main providers of health care to older
individuals.  Family care-givers tend to be women with childcare responsibilities.  For
example, in Taiwan Province of China, 72 per cent of primary care-givers are females, 85
per cent are married, and over 90 per cent live with the older disabled person (Bartlett and
Wu, 2000).  The burden and stress of giving care are very real to the (mainly female)
individuals that suffer from the inability or stress of having to care for an older disabled
person and children in the household.  When the care-giving burden and stress become
unbearable, the result is often depression or abuse on the elderly.  The situation is
compounded by a lack of social support or a strain on financial resources.

Ageing in Asia and the Pacific: Socio-economic Consequences and Policy Implications
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VI.  SOCIAL INTEGRATION AND COMMUNITY SUPPORT

Social integration of older persons provides older persons with a sense of purpose and
place in a community.  Social integration is also correlated with a greater understanding
among younger adults of the needs of older persons.  As individuals age, their social,
physical, and emotional needs change.  Research on the ageing process identifies particular
areas in which older persons differ from the younger ones.  In part, these differences are
due to biological ageing itself, e.g., poorer health.  However, many generational differences
are a result of differences in cohort life experiences.9  For example, older persons in Asia
today experienced World War II and hence, have distinct memories and reactions that affect
their current day behaviour.  Understanding these cohort and period effects is crucial when
designing policies to maintain social integration of older persons in a particular society.
The large proportion of older persons in Asian societies today is a unique historical event
and a trend that is more likely to continue.  Therefore, the social integration of the young
and the elderly needs to be carefully examined and community support is needed to
enhance efforts.

Social integration can be measured by, among other things, the extent of participation
of older persons in a community.  The lack of participation or estrangement from the
community or family is another measure of levels of social integration.  In this regard, one
distinct characteristic of this cohort of older persons is the extremely high suicide rates they
exhibit.  In China; Hong Kong, China; Republic of Korea and Singapore, suicide rates
among older persons aged 75+ are four to eight times higher than among those aged 15-24.
In fact, Hong Kong, China has one of the highest suicide rates among older persons in the
world (Phillips, 2000; Ruzicka, 1998).

Singapore recently outlined a multi-pronged attempt to integrate the older persons into
society.  The goal is to build an appropriate community infrastructure that will help the
family to care for their frail and ill older members at home, and to create a physical
environment that is as barrier-free as possible.  Policies are targeted at enhancing the self-
image of the older persons.  This is to be achieved by a systematic year-round public
education programme, driven by a citizen-led committee, to infuse a culture of personal
responsibility and lifelong planning for old age.  The programme plans to dispel ageist
attitudes, promote active lifestyles and community involvement among older Singaporeans
and strengthen intergenerational bonds.  This will also involve forging partnerships with
policy makers, employers, schools, and the media, in order to promote positive and realistic
images of older persons.  The Government plans to devote more resources to developmental

9 A “cohort” refers to a group of people born during the same time period, or who have experienced the
same event.
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programmes, such as mutual help schemes and volunteer programmes for older people.
Multi-service centres located at the local level will serve as coordinating agencies for these
programmes.  In addition, policies are being reviewed to ensure that carers and senior
citizens who need eldercare services can afford them by paying according to their means.
The public transport system is being made elderly-friendly, and full-day concessionary travel
for senior citizens is being considered.

Understanding the needs of today’s older persons and their perceptions is crucial to
their social integration in society and social cohesion.  Equally important is projecting
forward and generating policies that will maintain the social integration of future cohorts
of older persons.  Future older persons will be healthier, more educated, and less likely to
live in poverty.  As such, they will have a different set of expectations regarding their
roles in society.  For example, future Asian older persons may not regard grandparenting
as one of their main roles.  We are already seeing a trend, e.g., in Singapore, whereby
educated and higher income older persons are less likely to spend time looking after their
grandchildren, and more likely to spend their time involving in leisure activities or
travelling.  The roles that older persons play are being revised in many Asian societies.
As Riley (1987) pointed out over a decade ago, empty role structures and capable
individuals cannot co-exist.  Therefore, one critical element of maintaining social integra-
tion of older persons in society is the development and maintenance of appropriate roles
for this age group.

VII.  WOMEN AND AGEING

Older women make up the majority of older persons in most Asian societies owing
to their longer life expectancy.  The female elderly population outnumbers their male
counterparts, particularly among the oldest-old, aged 75 and above (Kinsella, 2000).
However, policy and research in most Asian countries have been slow to address specific
issues for older women.  This is unfortunate since gender inequalities throughout the life
course culminate in gender differences among older persons on a variety of dimensions.
As Sontag (1972) notes, “Ageing in our society progressively destroys a woman but is less
profoundly wounding for a man”.  Ageing often offers a double standard for men and
women, particularly in Asian societies.  Women face the dual combination of ageism and
sexism in old age.  Current cohorts of older females are unlikely to be educated.  For
example, in Malaysia, 67 per cent of older females have no formal education, compared to
only 31 per cent of older males (Tan and Ng, 2000).  Older women are also less likely to
be working.  In Indonesia, only 42 per cent of older women (above 60) were employed,
while 65 per cent of older men are in 1995 (Hugo, 2000).  As a result of differences in
educational levels and work histories, older women are more likely to be bound to poverty
than older men.

Ageing in Asia and the Pacific: Socio-economic Consequences and Policy Implications
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Older women are also more likely to be widowed and this life stage has profound
economic and physical effects.  Economic effects include reduced income, particularly for
families in which the male is the main breadwinner.  In India, households headed by
widows are by far the poorest group with average expenditure per person at 70 per cent
below the national average (Dreze, 1990 in World Bank, 1994).  Indian widows are more
vulnerable to income insecurity than men owing to their younger age at marriage, longer
life expectancy, growing probability of divorce, lower rates of remarriage, labour force
participation, inheritance and ability to borrow (World Bank, 1994).  The health effects of
widowhood include increased mortality risks, reduced immunity to disease and increases in
morbidity.  Women are also more likely to experience mental and emotional impacts of
widowhood, often linked with the experience of financial strain.  The availability of social
networks has been found to be particularly important for women in easing the transition to
old age.  In addition, increased income and educational levels promote greater well-being
among older women.  Government policies to increase the levels of education among
women will serve to lessen the negative impacts of ageing.

Older women are also more likely to experience financial strain during retirement.
This is due to gender variations in work histories; women are more likely to have transited
in and out of the labour force and often are employed in low status occupations, hence,
there is a lesser amount/income (through savings or pensions) available to them in old age.
Older women are most likely to rely on their children for financial support, as made evident
in India, Malaysia, Singapore and Taiwan Province of China.  Elderly women are therefore
more vulnerable than older men, should such family support decrease.

Women have a tendency to remain care-givers in their old age.  They are inclined to
take care of a spouse or their grandchildren.  Unfortunately, when women find themselves
in need of assistance, family members are often less ready to reciprocate (Chow, 1997).
The realities of the care-giving burden are very real and older women require specific
policies aimed at lessening care-giver burden and stress.  As Chow (1997) notes, policies on
ageing are usually targeted at the general older population, and there are few, if any,
policies in most Asian countries that specifically target older females.

The health status of older women also differs significantly from that of older men.
Older women are more likely to have difficulties with activities of daily living and chronic
diseases (Phua, 2000).  In Taiwan Province of China, 47 per cent of females aged 80 and
above had difficulties performing at least one activity of daily living (ADL)10 and one
instrumental activity of daily living (IADL),11 compared to 33 per cent of elderly men
(Bartlett and Wu, 2000).

10 ADL items: eating, transferring, dressing, toileting, bathing (Bartlett and Wu, 2000).
11 IADL items: shopping, laundry, preparing food, light housework, travelling, using the telephone, finance

management, taking medication (Bartlett and Wu, 2000).
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VIII.  CONCLUSIONS AND POLICY RECOMMENDATIONS

As a result of decreases in fertility and increases in life expectancy, Asia and the
Pacific will become home to the majority of the world’s older persons within the next 25 to
30 years.  This study has discussed some of the general, social and economic implications
of rapid population ageing in Asia and the Pacific, using examples from the region.  Asia
and the Pacific is also home to many diverse cultures, with each culture having its own
interpretation of the ageing process and what it means to grow old.  As such, policy makers
need to be sensitive to the cultural context when developing policies for older persons.
The ageing process also differs significantly for males and females, and policies for older
persons should be attuned to these differences.  Although many countries in the region have
established national programmes on ageing, much remains to be done.  At present, the
majority of Governments in Asia and the Pacific continue to expect the family to shoulder
the primary responsibility for older family members.  Most formal programmes to support
older persons are still in their infancy.  The difficulty lies in balancing the need for
resources for socio-economic development against that for support for older persons.  The
region has seen tremendous economic growth in the last several decades and this growth is
expected to continue.  What does this development mean for older persons who will
constitute an increasingly large proportion of Asia’s population over time?  The rapidity
with which these demographic and social changes are occurring constitutes an important
concern.  Governments in Asia and the Pacific have much less time to react to these
changes as compared to their Western counterparts that adapted to these changes over a
longer period of time.  In summary, Asian and Pacific countries are faced with a
demographic and socio-economic environment that is historically unique and which requires
unique solutions.

Most of the formal programmes for older persons in Asia and the Pacific are
modelled after programmes that have been instituted in developed countries.  The main
concern for Asian Governments is to ensure that family support for older persons does not
decline once formal programmes, such as social security packages and nursing homes,
become available.  There is also a pervasive concern that socio-economic development is
eroding the strength of family support for older persons.  As mentioned earlier, there is
mixed evidence regarding this concern.  Many countries continue to show high levels of
family support for older persons in the face of rapid socio-economic development.  Other
countries show a decline in certain types of support for older persons.  In this regard, the
definition of older persons’ well-being needs to be carefully assessed.

The well-being of older persons is a composite of numerous factors, some of which
are discussed in this study such as work, health, and social integration.  The labour force
participation of older persons is likely to change in the future, particularly with the move
among several Asian countries to increase retirement ages.  In countries that are ageing
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rapidly, such as Japan and Singapore, the labour force participation of older persons may
become more important as dependency ratios increase.  Labour shortages may require
countries with low fertility levels to provide better incentives for older persons to continue
working.  Whether older persons will choose to work remains an empirical question.
Whether an older person can work is, in part, an outcome of his/her health status.
The need for health care services and sound health care financing is paramount in the
countries in Asia and the Pacific.  Several countries are in the process of addressing these
issues and developing programmes for older persons.

The social integration of older persons is also a top priority.  The successful
integration of older persons into families and communities at large will benefit all age
groups and national socio-economic development.  As older females are projected to make
up the bulk of older populations, their needs should be addressed to ensure success of the
programmes for older persons.
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I.  THE CONTEXT

Over the coming decades, population ageing will have important ramifications for
many aspects of public policy, including health, retirement incomes, housing, employment,
consumer choice, income support, taxation, aged care, tourism and recreation.  The primary
response to the challenge of population ageing will be to maximize the capacity of older
people to participate and contribute, not just through better health, but also better retirement
incomes and more flexible employment and caring arrangements.  At the same time, it is
necessary to increase the capacity of the whole community to provide the services needed
by an ageing population.

The following discussion sets the context and outlines the Australian Federal
Government’s approach to the ageing of the Australian population.

A.  Demographics

Older people are becoming an increasingly significant proportion of both the
Australian society and populations around the world.  In 1999, Australia had a population of
19 million people.  Australia’s population is expected to grow to about 22.1 million in 2021
and 23 million in 2030.  The ageing of Australia’s population in the coming decades is
inevitable as a result of the combination of sustained low fertility rates and extended life
expectancy.  The proportion of people aged 65 and over is projected to grow from 12 per
cent in 2000 to over 21 per cent in around 2030, i.e., from 2.35 million older Australians to
4.98 million around 2030.  By 2050, one quarter of the Australian population will be over
the age of 65 years.

The following figures illustrate current projections of the Australian population and
the need for policy change due to population ageing:

• The male retirement age of 65 was set in 1909 when the average male lifespan
was around 58 years.  For males aged 65 during the period from 1996 to 1998,
the expected number of remaining years of life is 16.3 and a total life expectancy
of 81.3 years

• Currently, 1.67 million people are over 70 (8.8 per cent of the population), which
will be over 3.6 million in 30 years (15.6 per cent of the population)

• Currently, 548,000 people are over 80 (2.9 per cent of the population), which will
be over 1.3 million in 30 years (5.8 per cent of the population)

• Over the next 10 years, the 70+ population will grow 2.2 times faster than the
total population and the 80+ population will grow 3.9 times faster

• Around 52 per cent of older people receive full pension and about 25 per cent
receive partial pension.

Population Ageing: An Australian Approach
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A significant proportion of older Australians are from culturally and linguistically
diverse backgrounds (including non-English-speaking countries) and this trend is expected to
continue.  Aboriginal and Torres Strait Islander people have a younger population profile
than non-indigenous Australians as their life expectancy at birth is up to 20 years shorter
than for non-indigenous Australians.  However, within this population, diseases often
associated with the process of ageing have an earlier onset.

The greater numbers and proportion of older people in the population, particularly in
the very old age groups, and their greater cultural and linguistic diversity will have
significant implications for health and aged care systems in the future.  An overview of
Australia’s health and aged care system is presented in annex I.

In addition to population ageing, other changes which are taking place in Australia
include social changes and expectations; changing health status of older Australians; and
changing workforce.

B.  Social changes and expectations

These demographic changes have, and are, occurring within a context of enormous
social change which may affect the capacity of families to provide informal care in the
future.  In particular, increased participation of women in the workforce, increasing rates of
family breakdown and reformation, increased geographic dispersion of family members, and
changing attitudes towards caring for family members will all impact on the ability of
people to remain living in the community as they age.  In addition, many older Australians
may experience social isolation as a result of the above social changes.

As the demographic and social changes are occurring, the experiences and expecta-
tions of older Australians will also change.  Role definitions for different ages and stages of
life are being challenged as people are living healthier and independent lives for much
longer after the traditional retirement age.  Future generations of older people will demand
greater choice and flexibility in the way they live their lives and participate in society.

Future generations of older Australians are likely to be wealthier, more vocal and
articulate as a result of better education, greater workforce participation by women, and
greater coverage of superannuation arrangements.  This is likely to result in increased
demand for a greater range of products and services in relation to health and aged care.
Future consumers of health and aged care services will expect a high quality of service and
may be prepared to pay for the higher level of service.

C.  Changing health status of older Australians

An important factor in terms of examining the possible effects of population ageing is
the health status of coming generations of older people.
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As the life expectancy of older people continues to increase, there is some debate
about the extent to which the additional years gained will be free from ill health and
disability.  The jury is still out in relation to this matter, with some people arguing that as
the incidence of disease is delayed to older ages, morbidity will be compressed into a
shorter period of life.  Others argue that while deaths have decreased, chronic illness and
disability have increased resulting in an expansion of morbidity.

Concerns have also been raised about the impact of substitute morbidity, that is, the
extent to which the gains from preventing disease or death from one type of disease are
reduced or cancelled by increases in disease or death from other diseases.  For example,
reduction in deaths from cardiovascular disease may increase the number of people at risk
of other diseases such as dementia, which increases in incidence at older ages.

There is also an increasing number of people with a long-term disability who are
ageing and a high occurrence of comorbidities (multiple concurrent conditions) in the older
population, which have an impact on the need for health and aged care services.  Other
conditions that may result in nursing home admissions include dementia, incontinence and
discharge from an acute episode in hospital.

The interaction of multiple health conditions increases the complexity of the care
needs of older Australians and require a holistic approach to treatment.  Appropriate medical
and social interventions for chronic non-fatal diseases, such as arthritis and dementia, are
required to be developed, with a focus on improving the quality of life and maintaining the
functional independence of older people.

Future patterns of morbidity may change as research leads to breakthroughs in
preventing or treating costly conditions, including cancer, heart disease and dementia.
Better health behaviour may change the prevalence of disease and disability in future
generations of older people.

D.  Changing workforce

Maintaining and meeting expectations for continuing improvements in the living
standards of a larger older population will be contingent upon a more friendly and
productive workforce.

Australia has enjoyed a steady growth in its workforce, with around 170,000 new
entrants to the workforce per annum.  However, the supply of new entrants is projected
to decline in future years.  Research shows that trends already in place will see the
working population grow by just 125,000 new entrants for the entire decade of the 2020s.
At the same time, the supply of older workers will continue to grow as the population
ages.

Population Ageing: An Australian Approach

35



Ageing in Asia and the Pacific: Emerging Issues and Successful Practices

To achieve sustained economic growth, there will have to be better utilization of the
skills and experiences of older workers.  Disincentives for older workers to remain in the
workforce should be removed and it is necessary to keep them marketable with up-to-date
skills.

There has been a shift in the balance between manual and mental work, with the
baby boomers expected to be the first cohort of people who after 30 to 40 years of work
will not be worn out either physically or mentally.

Negative attitudes by employers and employees can produce artificial barriers to
workforce participation and re-skilling of mature age workers.  Changing entrenched
community attitudes is a particular challenge to be addressed by all involved.  Negative
stereotypes of older workers will need to change, probably through a process of ongoing
education of employers and the older workers themselves.  To achieve greater diversity of
ages in the workforce, initiatives will be required to provide flexibility in approaches to
working hours as well as specific practical initiatives targeted at removing the barriers or
providing required incentives.

Formal retirement age in Australia has been abolished but the impact of this
initiative on the continuing participation of older workers is still unknown.  However, it has
been indicated that early retirement from 55 years onwards is not a sustainable option for
the current and future cohorts of older workers.

II.  NATIONAL STRATEGY FOR AN AGEING AUSTRALIA –
A STRATEGIC APPROACH

International bodies and organizations such as the World Bank, the United Nations
and the Organization for Economic Cooperation and Development (OECD) have considered
the effects of population ageing and identified key challenges and areas of action.  OECD
has identified employment, pension and health and aged care policies as critical to
successful approaches to population ageing.

Australia is addressing the ageing of its population through a range of policy
responses that cover:

• The need to encourage continuing participation in the workforce by older workers
(there is a critical need to reverse the early retirement trend (from 55 years
onwards) which was common in the latter stages of the twentieth century in
Australia and in other developed countries)

• Support for retirement planning, which covers financial and social/lifestyle issues
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• Encouraging people to stay healthy and active and continue to participate in their
communities as they age

• Improvement of the health and aged care services.

Recognizing the significance of an ageing population for Australia, the federal
Government is developing a strategic approach through a National Strategy for an Ageing
Australia.

The terms of reference for the National Strategy are to:

• Promote and inform a consideration by the Australian society of the likely
impacts of and possible responses to population ageing

• Consider the impacts of and potential policy responses to ageing under four
major themes – independence and self provision, world class care, healthy ageing,
and attitude, lifestyle and community support

• Address key issues raised by the community in each of the major themes

• Advise the Government on short, medium and long-term policy responses to
population ageing as part of a coordinated national framework.

The National Strategy is structured around the process of investigation and consulta-
tion.  It examines a range of issues affecting older people now and into the future to
provide a foundation on which to develop new policies and enable individuals to make
decisions as they age.  The National Strategy provides a framework for building on the
current performance as well as focusing the nation on meeting challenges and achieving
positive outcomes in the future.

Development of the National Strategy is overseen by a Ministerial Reference Group
headed by the Federal Minister for Aged Care.  Consultation with key stakeholders is
needed to ensure that the long-term directions set by the National Strategy are grounded in
the community.  All levels of government and portfolios across government, as well as the
business and community sectors and individuals themselves have been engaged in this
policy development process.

To facilitate ongoing discussion in the community and involvement in the policy
development process, a number of discussion papers have been developed and widely
distributed.  They include:

• Background paper – which outlines the scope of the work being undertaken and
the context of Australia’s population ageing

• Healthy ageing – which examines issues for individuals and the community on
how best to improve the physical, emotional and mental well being of older
people

Population Ageing: An Australian Approach
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• Independence and self-provision – which confirms that the Australian age
pension will continue to be sustainable in the future and discusses the choices
and responsibilities confronting individuals in saving for their retirement

• Employment for mature age workers issues paper – which highlights the value
of mature age workers and the potential for further economic growth that can be
produced by a larger cohort of mature age workers

• World class care – which canvasses emerging issues and directions for the health
and aged care system against the objectives of access and equity, affordability and
sustainability, quality, choice and responsiveness

• Attitude, lifestyle and community support – which examines attitudes to older
people and ageing and informs the community about existing attitudes; seeks to
commence to change community attitudes to ageing and older people; gives
examples of positive ageing and associated benefits to individuals and the
community; and explores possible options to address the emerging issues as our
Australian society ages.

The Federal Government has a strong interest in evidence-based research for input to
the development and implementation of strategic policy initiatives that will assist with the
delivery of effective and efficient care for older Australians.  Development of the National
Strategy has also been underpinned by evidence base.  Research by Access Economics
focused on the micro and macro issues surrounding the projected increase in the supply of
mature age workers and the implications of the baby boomer cohort for the market place
for goods and services in the next couple of decades.

In addition, two external groups were appointed by the Federal Minister for Aged
Care to provide advice on the feasibility and practicality of various strategies and options in
response to the National Strategy discussion papers.  These groups were the National
Strategy for an Ageing Australia Expert Advisory Group and the Business Mature Age
Workforce Advisory Group.  An overview of the National Strategy policy development
process is provided in annex II.

III.  LESSONS FROM THE AUSTRALIAN EXPERIENCE

While recognizing cultural, social and economic differences between Australia
and its neighbouring countries and understanding their impact on the development and
implementation of ageing policies, there are nevertheless four aspects of the Australian
aged and community care system that would be of particular interest to other countries.
These are:
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• Family and other informal care arrangements play a significant role in enabling
older people to remain in the community and avoiding premature admission to
residential aged care.  The National Carer Support Strategy has facilitated a cross
portfolio approach for assisting family carers, ensuring they have the financial
support and practical assistance they need to continue their role

• A national needs-based planning framework for residential and community
aged care places has been introduced, ensuring that growth in care services is
controlled and targeted to areas of greatest need

• A national needs-based assessment mechanism has been introduced at an indi-
vidual level to control access to services.  Teams of health professionals (Aged
Care Assessment Teams) operate in each region to assess older people’s care
needs and refer them to appropriate services.  This ‘gate-keeping’ function
ensures that access to residential and community aged care places is based on
care need and that priority is given to the more urgent cases

• A national accreditation framework has been established for residential aged care
services.  An independent national Aged Care Standards and Accreditation Agency
will ensure that all residential aged care services meet high standards of care and
accommodation, with services not accredited by the Agency not eligible for
government funding from 1 January 2001.

A public policy area of the size and complexity such as population ageing, requires a
process of ongoing education of the community as well as engagement of key stakeholders
in the development of policy responses.  The discussion papers developed under the
National Strategy for an Ageing Australia have served both purposes, thus achieving
significant coverage.

Key lessons from Australia’s experience in developing a response to population ageing
include the need to:

• Develop a strategic and holistic response to population ageing

• Maintain national leadership and direction in developing a response to such a
complex policy area

• Engage all stakeholders in the process

• Ensure coordination of activities and collaboration between governments,
business, other organizations and the community

• Ensure that responses are pro-active and forward-looking with flexibility to
incorporate required changes as these arise

• Maintain a strong evidence base to inform policy responses to population ageing.

Population Ageing: An Australian Approach
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ANNEX I

Australia’s Health and Aged Care System

Australia’s Health System

The Australian health and aged care system is characterized by a blend of public
and private sectors, in both the funding and provision of health care services.  Total health
and aged care expenditure for the period 1998-1999 was A$ 50.35 billion or 8.5
per cent of gross domestic product (GDP).  The Federal Government provides about 47
per cent of these funds, state/territory/local governments provide 23 per cent, and the
non-government sector 30 per cent (e.g., private health insurance, individuals and other
sources).  The main use of these funds is through hospitals (38 per cent), medical services
(19 per cent), pharmaceuticals (12 per cent), high-level residential aged care (7.5 per
cent), dental and other professional services (9 per cent), and community and public health
(5 per cent).

Australia operates a number of universal publicly-funded programmes.  These include:

• Access to primary care through the Medicare Benefits Schedule (MBS), with
services provided by both the public and private sectors

• Affordable access to medicines through the Pharmaceutical Benefits System
(PBS)

• Public hospital services available free of charge, on the basis of clinical need and
within clinically appropriate times, and regardless of geographic location.

A dominant feature of the Australian health and aged care system is the division of
powers and responsibility for health and aged care services between the federal and state/
territory governments.  The Federal Government is responsible for funding MBS and PBS,
as well as contributing funding to public hospitals.  The state/territory governments partly
fund public hospitals and are responsible for operating them.  Another feature of Australia’s
health system is the existence of a substantial private insurance sector along with the
universal system.  Private insurance provides coverage for services such as accommodation
costs in private hospitals.  Approximately 45 per cent of the population have private health
insurance.

As with most health systems throughout the world, funding for Australia’s health
system is under constant pressure.  This pressure arises through a number of avenues,
including an ageing population and the increased dependency of this population, higher
expectations of health and aged care, high costs associated with new technology and
pharmaceuticals and changes in clinical practice.
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Population ageing itself is not the main driving force behind the projected growth in
health outlays.  Population ageing contributed less than one fifth of the annual real increase
in health outlays over the last 20 years (that is, 0.6 per cent a year in real health outlays
growth), and is expected to add much the same percentage increase over the next 20
years.

Australia has introduced a number of measures to alleviate potential pressures on the
health budget.  The measures are broadly based and include enhancing retirement incomes
through improving superannuation taken up by the workforce, slowing the increase in doctor
numbers, structural reform of general practice, minimizing cost shifting and duplication
between the levels of government, improving public health and prevention programmes,
encouraging self-provision of health care funding through mechanisms aimed at increasing
private health insurance, co-payments for pharmaceuticals and incorporating evidence-based
medicine, and cost effectiveness techniques to determine the availability of subsidies for
medical procedures and pharmaceuticals.

Aged Care in Australia

The Federal Government is committed to achieving an enhanced quality of life for
older Australians.  In partnership with state, territory and local governments, private
enterprise and voluntary organizations, the Federal Government provides high quality and
responsive services for frail older Australians and support services for their carers.  The
policies of the Government aim to provide high quality residential care for those who need
it, and a broad range of services to enable people to remain in their own homes where they
clearly prefer to be.  This includes providing back up services for care recipients and their
carers.

Only 20 per cent of Australians over the age of 70 years access aged care services,
including Home and Community Care (HACC).  Just 7 per cent of people require
residential aged care.  Of that 7 per cent, 4 per cent use high care and 3 per cent use low
care.  The remaining 13 per cent receive HACC assistance and Community Aged Care
packages.

The Federal Government is committed to assisting people to remain living in their
own homes for as long as possible.  For those older Australians who are no longer able to
remain in their own homes, the system of residential aged care is in place.  Federal
Government expenditure on residential aged care, community care, and support for carers
(excluding carer allowance) is an estimated A$ 5.4 billion for the period 2001-2002.

To ensure an equitable distribution of residential and community aged care places, the
Government has established a comprehensive planning framework which aims to provide
100 residential aged care places (covering high and low care places – formerly known as
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nursing homes and hostel places) and Community Aged Care places, for every 1,000 people
aged 70 years and over.  This benchmark helps achieve a more equitable distribution of
places to regions.  This planning framework applies across the whole of Australia in both
city and country areas.

The contribution of informal carers is also important.  The majority of older
Australians who need care receive some support from informal carers – family, friends and
neighbours.  The Government has identified three key strategies to support carers –
information and support, financial support and respite.  Carer Resource Centres have been
established in each capital city, and the Government supplements the production and
distribution of carer and information resources.  Carer Respite Centres have been established
in each HACC region across the States and Territories.  In the 1999-2000 budget, the
Government established Carelink contact points in each of the HACC regions across
Australia to simplify access to community services.

The 1997 Aged Care reforms were put in place to ensure continuing improvement of
accommodation and care standards in line with rising community expectations.  In particu-
lar, the reforms moved to address the identified deficiencies in the aged care sector which
included poor quality building stock, inadequate capital funding arrangements, an ineffective
quality assurance program and a rigid two-tiered system of hostels and nursing homes that
was incapable of responding to resident’s changing needs.

The Aged Care Act 1997 introduced sweeping and, initially, controversial reforms to
the aged care system in Australia.  These reforms included: unifying nursing homes
and hostels under one system; introducing the Resident Classification Scale as a single
classification and funding tool to cover a full spectrum of care needs; greater flexibility
for respite care; daily care fees; income tested fees; accommodation payments; and
standards framework comprising accreditation and building certification to underpin quality
assurance.

The Federal Government has just completed a two-year review of aged care reforms.
The review report showed that the aged care industry is in receipt of increased funds to
support the growth and development of aged care services.  The analysis suggests that the
industry is viable and able to achieve at least 12 per cent return on investment.

The Aged Care Accreditation and Compliance Forum which the Federal Minister for
Aged Care established in April 2000 is proving to be a most useful body for progressing
new ideas to further improve aged care delivery.  It provides a vehicle to bring together the
views of individuals with expertise from peak industry bodies and the aged care sector
generally, including doctors and pharmacists.
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ANNEX II

Overview of the National Strategy for
an Ageing Australia Policy Development Process

The process for developing policy includes:

• Identifying needs by older people by examining existing data, information and
research; undertaking new research to build the evidence base; and undertaking
consultations with key stakeholders including older people themselves

• Identifying emerging policy challenges and pressure points

• Reviewing existing policies, programmes and services to examine how responsive
existing policies, programmes and services are in meeting the identified needs

• Examining options for addressing the emerging policy issues

• Consulting with key stakeholders and individuals

• Making recommendations to the Federal Government on new policies and
programmes

• Fully developing the policies supported by the Federal Government

• Implementing policies

• Reviewing and evaluating policies.

The structural arrangements for developing the National Strategy for an Ageing
Australia comprised:

• Ministerial Reference Group – Chaired by the Federal Minister for Aged Care.
Other members of the Reference Group include Federal Ministers for Health and
Aged Care; Family and Community Services; and Veterans’ Affairs; and the
Assistant Treasurer.  The role of the Ministerial Reference Group has been to:
(a) oversee the development of the National Strategy; (b) ensure a whole of
government approach; ensure it is consistent with the broad policy directions of
the Government; and (c) maintain the profile of the National Strategy within the
Cabinet, the Government and the broader community.

• Expert Advisory Group – Chaired by the Deputy Secretary of the Federal
Department of Health and Aged Care.  Membership is comprised of academics
and others with expertise in a broad range of areas covered by the National
Strategy.  The Expert Advisory Group reports to the Federal Minister for Aged
Care and its role is to provide a strategic input and specialized advice on the
subject matters covered by the National Strategy.
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• Business Mature Aged Workforce Advisory Group – Chaired by the Federal
Minister for Aged Care.  The Group comprises Chief Executive Officers of major
companies/organizations convened to focus on the issue of mature age employ-
ment with a view of bringing about change of culture so that the skills and the
experience of mature age workers are valued by employers.

• Interdepartmental Committee – Chaired by the Federal Department of Health and
Aged Care and comprises senior policy makers representing various Federal
Government Departments with an interest in, and responsibility for, ageing issues.
The role of the Committee is to provide input into the policy development
process; identify other Government initiatives relevant to the National Strategy;
and identify processes and mechanisms for progressing ageing related issues
within Federal Government Departments.

• Working Groups – A number of subgroups of the Interdepartmental Committee
were formed for each major theme of the National Strategy.  The role of the
Working Groups was to provide in-depth input into policy development process;
and assist with drafting of various discussion papers and policy documents.

• Community and stakeholders – This includes different levels of government (local
and State and Territory); service providers; peak organizations; academics/
researchers; families; and individuals including older people.  The role of the
community and stakeholders is to provide input into the development of the
discussion papers and provide feedback on the emerging issues and possible
policy responses.

The steps in developing the National Strategy for an Ageing Australia are as follows:

• The Federal Government acknowledges that population ageing will have
significant implications for public policy

• The Cabinet agrees to a strategic approach to population ageing

• The Federal Minister for Aged Care announces the Federal Government’s
intention to develop a National Strategy for an Ageing Australia

• The Federal Minister for Aged Care seeks community and stakeholder input on
the themes for the National Strategy and issues to be covered

• Community and stakeholders provide submissions to the Federal Government to
inform the development of the Terms of Reference and the National Strategy
themes

• The Cabinet agrees to the National Strategy Terms of Reference, key themes and
process

• The Cabinet appoints a Ministerial Reference Group
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• The Federal Minister for Aged Care appoints an Expert Advisory Group

• The Federal Minister for Aged Care appoints a Business Mature Age Workforce
Advisory Group

• The Office for Older Australians in the Federal Department of Health and Aged
Care coordinates the development of the discussions papers on each major theme

• Discussion papers endorsed by the Ministerial Reference Group and distributed
widely for community consultations

• Feedback/submissions received by the Office for Older Australians from the
community and key stakeholders

• National Strategy framework document prepared by the Office for Older
Australians in consultation with the other Federal Government Departments, the
Expert Advisory Group and the Business Mature Age Workforce Advisory Group
and incorporating feedback received from stakeholders on the discussion papers

• Framework document endorsed by the Ministerial Reference Group

• Final framework document and Federal Government response considered by
Cabinet

• Launch of the National Strategy and wide distribution

• Implementation of the Federal Government response by various Departments in
the budget context

• Monitoring/evaluation and review of the Federal Government response.

National Strategy for an Ageing Australia discussion papers and other information is
available through the website <www.olderaustralians.gov.au>
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PART THREE

Older Persons in Emergencies:
A Case Study of HelpAge India*

* This study has been contributed to ESCAP by HelpAge India.  The document was prepared in 2001 by
Mr Ashok Rawat, Director for Programmes, HelpAge India, New Delhi.  The views expressed are those
of the author only.

“Hail the black hills of our land,
 To the white milk of our land,

Sweet is our water and air,
 Loyal in heart and in hand,

 We the kutchis hold,
 True to our land.”

(FROM A KUTCHI FOLKSONG)
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I.  BACKGROUND

A.  India and natural disasters

India is one of the countries most vulnerable to natural calamities.  The unique
subcontinental dimensions, geographical position and the nature of the flow of monsoon
wind have made India one of the most hazard-prone lands in the world.  It is highly
vulnerable to droughts, floods and cyclones.  Every year, thousands of lives and property
worth several million rupees are lost because of these calamities.  All regions of the country
are disaster-prone, but 24 of the 32 states and union territories are highly vulnerable.  Such
disasters create social, economic and health problems of varying magnitudes.

In India, the majority of cyclone storms originate in the Bay of Bengal.  According to
historical records, the average number varies from four to eight in a year, of which at least
three strike the land of this highly vulnerable country.  There are fluctuations in frequency
and intensity.  The eastern states of West Bengal, Orissa, Andhra Pradesh and Tamil Nadu
are the most likely states to be affected by cyclones every year.  There are two predominant
periods of the year during which the conditions become prone to cyclone formation.  These
are the months of May to June, and October to November, which coincide with the onset
and retreat of the monsoon.

During the last two years (2000-2001), India suffered two major disasters, including
the earthquake at Gujarat.  Drought in Rajasthan and Orissa and floods in Bihar, Orissa and
West Bengal are the other hazards that the Indian subcontinent has faced during recent
years.

B.  Older people in India

India is the second most populous country in the world, with 997 million people.
Improved life expectancy has given rise to an increase in the number of persons above 60
years.  At present, there are 70 million elderly people, of which 40 per cent live below the
poverty line.  During the next 25 years, the number of people over the age of 60 in India is
estimated to reach 178 million.  Over 75 per cent of the elderly live in the rural areas.
Rural to urban migration is huge in India, and this is having a profound effect on the social
make-up of communities and the position of the elderly.  Older people who are left behind
in rural areas are largely landless labourers, surviving on day-to-day subsistence earnings.
They are no longer physically strong because of their age and their capacity to work is
reduced.  Health services become more difficult to access as mobility is reduced.  Older
people in rural India are severely disadvantaged by economic hardships and chronic health
problems, functional impairment and a 73 per cent illiteracy rate.  An estimated 55 per cent
of rural women over the age of 60 are widows, who are traditionally discriminated against.
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C.  HelpAge India profile

HelpAge India, a member organization of HelpAge International, is a secular non-
governmental organization (NGO), which was established in 1978 and is operational
nationwide.  HelpAge India has five regional offices based in Mumbai, Delhi, Chennai,
Hyderabad and Calcutta.  Other field offices are based in Ahmadabad, Bangalore,
Chandigarh, Cochin, Nagpur and 10 other operational areas throughout India.  During the
period 1999-2000, HelpAge India and HelpAge International implemented an emergency
humanitarian assistance programme following the cyclone in Orissa.

Working with local partner organizations, HelpAge India’s activities include: (a)
emergency relief based on need assessment; (b) primary health care, particularly eye care
for older people through day care centres and mobile health units; (c) small enterprise
development programmes with older people; (d) advocacy and awareness-raising pro-
grammes of the needs of older people through cultural activities; and (e) the “Adopt a
Granny” scheme.

HelpAge India has a network of community-based organizations, which carry out
complementary relief activities.  These agencies have been identified on the basis of their
expertise, infrastructure, staff strength, and the overall experience that HelpAge India has
had in working with them as partners.  HelpAge India believes that the rights, needs and
capabilities of older persons must be recognized in all emergency and disaster-preparedness
programmes.  It works to ensure their full and equal access to mainstream relief services
and to longer-term help with rebuilding their lives and livelihoods and those of their
families and communities.

D.  Older people and emergencies in India

Older poor people are at high levels of risk in the world’s increasing number of
conflicts and natural disasters, but are not as yet systematically identified and catered for as
a vulnerable group.

In recent years, there has been an explosion of different natural disasters apart from a
few other man-made disasters such as ethnic and civil conflicts in Assam and war conflict
in Kargil.  This has been coupled with a sharp increase in the number of people fleeing
environmental disasters such as floods, mudslides and cyclones and earthquakes.  In the last
two years, two major disasters struck India, with an estimated loss of human life of about
50,000 and innumerable losses of property.  There is mounting evidence of a trend towards
more weather-related super-disasters, such as the cyclone, floods in Orissa, Bihar and West
Bengal, drought in Rajasthan and Orissa.

As a consequence, the interconnected problems of poverty, population pressures and
environmental degradation substantially increase levels of vulnerability, intensifying effects
and delaying recovery and reconstruction.  In all emergencies, the poor and vulnerable
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suffer most and longest – among them, significant numbers of older people, who now make
up between 10 and 30 per cent of refugees in conflict situations (according to HelpAge
India data).  There is also a widespread tendency to underestimate the role that the skills
and knowledge of older people can play in rehabilitation and reconstruction strategies.  It is
generally found that older people’s basic needs were typically overlooked and that they
experienced many barriers to accessing support and services.

E.  Programme approach

In the past, emergency relief was seen as a separate intervention, unrelated to
development activities.  Aid agencies and Governments often focused on rapid and efficient
distribution of medical and material aid and paid little attention to longer-term issues, which
in rural areas can include a complete loss of livelihoods and the resources needed to sustain
them.  HelpAge India stresses that emergency aid must, as much as possible, integrate its
aims and approaches with those of development work.  In order to provide NGOs the
opportunities to strengthen communities’ resilience in the longer term, all the relief
programmes are designed so as to keep a continuum between the relief and future
development of the community.

II.  AREAS OF INTERVENTION AND ACHIEVEMENTS

A.  The super cyclone at Orissa

The super cyclone that lashed the coast of Orissa at a speed of 350 kilometres an
hour on 29 October 1999 left thousands of people and livestock dead, hundreds of
thousands of human beings and cattle wounded, collapsed houses, and millions of hectares
of croplands destroyed in no time.  About 19 million people of 126 blocks and 44 urban
local bodies in 14 districts were severely affected by the super cyclone, which was
accompanied by heavy rain and floods.  The agriculturally prosperous districts of
Jagatsinghpur, Khurda, Puri, Cuttack, Ganjam and Kendraparha were devastated by the
cyclone.  The districts of Jajpur, Bhadrak, Keonjhar and Balasore were affected by the
unprecedented floods accompanying the cyclone.

Characteristics of the Orissa cyclone

• Major agricultural impact owing to salination of good land by sea water

• Longer term duration of the relief phase as the water took a longer time to
recede in certain areas

• Poor economic background of the state
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• First experience of international and national NGO coordination

• Local United Nations Children’s Fund (UNICEF) office upgraded to a United
Nations office for facilitation

• Government of Orissa acknowledges role of NGOs in disaster mitigation

Interventions

(a)  Water and purification tablets

About 100,000 water purification tablets were distributed in the worst affected
Erasama Block of the Jagatsinghpur district through the Mobile Medicare Unit.

(b)  Rice and other food commodities

A total of 187.6 metric tons of rice, 22.48 metric tons of dhal, 5 metric tons of edible
oil and 5 metric tons of iodized salt was distributed to 5,000 families of older persons in
six districts as emergency dry rations for 15 days.  There was no reported loss of
commodities, either owing to mishandling, improper storage, packaging loss or pilferage.
Realizing the need for food supplementation for needy older people, another 130 days
supply of food, along with essential household items, were provided to 4,100 elderly
families.  Food for 60 days was also distributed to another 5,500 elderly families with the
financial support of the European Community Humanitarian Organization in the cyclone-
affected areas.

(c)  Shelter material and household items

On reassessing the provision of shelter materials, HelpAge India decided that the most
viable and immediate shelter material available to provide cover to houses of the affected
families whose roof had been blown away, would be plastic sheets, 15 foot by 12 foot.
About 10,200 plastic sheets were distributed among the targeted population.  Five thousand
good quality blankets were also provided to the targeted population.

(d)  Operation of the Mobile Medicare Unit

Two Mobile Medicare Units, each with a team of a doctor, pharmacist and a project
officer were in operation during the emergency situation in the worst cyclone-affected areas
of Erasama block in Jagatsinghpur district.  Thirty five villages with approximately 10,000
affected persons, including older persons, were given emergency medical treatment and
preventive health care.  The concerned district medical officer was told in advance of the
operational sites to be covered by the medical team to ensure better coordination.
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Targeting criteria

Before the actual relief distribution, the volunteers of the partner agencies had
undertaken a thorough household rapid assessment and selected 5,000 older persons based
on the following criteria:

• Preference was given to those who were in the post-60 age group

• Selection was on the basis of loss of extended and earning family members

• The relief programme was intended to reach the unreached and thus more
preference was given to those areas inaccessible to relief services provided by the
Government and other agencies

• The programme also identified the most vulnerable caste groups, such as the
scheduled caste and scheduled tribes, and more weightage was given to them for
relief distribution

• All the older persons who were categorized as below the poverty line were given
more preference than those who were not

• Physically weak, disabled, and frail older persons were selected so as to enhance
their dignity in the family.

Coverage

The operations were conducted in the worst cyclone-affected districts and blocks of
Orissa.  As reported, 14 districts were severely damaged by the super cyclone.  The
intensity of damage resulted from the high speeds of the wind and the high tidal waves that
affected all the coastal districts.  HelpAge India carried out its relief operation in six
districts, namely Cuttack, Dhenkanal, Jagatsinghpur, Jajpur, Keonjhar, and Puri.  Altogether,
32 villages in 8 blocks have been covered under the relief programme.  About 5,000 elderly
families of the cyclone-affected areas were able to meet their nutritional requirements from
the commodities distributed by HelpAge India through its partner agencies.

Implementation of the income-generation programme

In a disaster situation, when communities recover, older people typically face
difficulties in accessing land and other scarce resources.  Exclusion from credit, income-
generation and food-for-work programmes is common and this exacerbates their loss of
independence, status and dignity.  The income-generation programme was undertaken to
ensure that older people could have full and equal support in rebuilding their livelihoods.
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HelpAge India undertook a massive income-generation programme for 1,400 elderly
families.  Seven agencies partnered this programme.  Different income-generating trades
were identified after physical verification of feasibility and viability.  The agencies carefully
selected the beneficiaries of the income-generation programme, seeing to it that the
beneficiaries met all the set criteria.

Groups were formed by taking the beneficiaries of similar income-generating
activities.  The groups were limited to 15 to 20 members each to ensure proper coordination
among members.  In villages were there were few beneficiaries, with different trade options,
the agencies clubbed them to other groups carrying related income-generating activities.
The agencies formed the groups using the Self-Help Groups scheme so that they could save
something out of the profit earned to create a village fund.

Some contributions from the beneficiaries were sought by each agency to ensure
participation.  The beneficiaries contributed to cattle feed, medicines and other costs
involved in constructing sheds for goats, sheep and cows.  To start a grocery shop or other
petty businesses, the beneficiaries had to bear the cost of the building.  In some cases, they
also provided bicycles, containers etc.  to do petty trading.

The income-generating programme initiated by HelpAge India had a long-term impact
on the lives of the older persons.  A total of 120 older people joined the Self-help Groups
Scheme, and thrift and credit transaction was started among them.  These groups also
served as a forum to look after the future disaster preparedness of their respective
communities.  In addition, these small groups of older persons served as a common
platform to share their problems and become united in advocating their cause at the local
level.  This could be considered as a revival of the traditional village governance system.

Shelter

The aftermath of the super cyclone resulted in a huge loss of human life as well as
loss of houses and property.  With the onset of the winter and rainy season, older persons
become more vulnerable.  HelpAge India thought of constructing one core room for each of
the older persons selected.  With the aim to restore their dignity by providing a safe shelter,
HelpAge undertook the construction of 395 houses in cyclone-affected areas.

The single and disabled older persons were given priority.  The beneficiaries formed
groups so that they could mutually share their labour in construction activities.  The
formation of groups helped the older persons who did not have family support, or who were
too frail to construct houses.  The agencies have specified that the traditional houses to be
constructed for the beneficiaries should have a 10 foot by 12 foot floor area, 3 foot by 6
foot wooden door, 3 foot by 3 foot wooden window, and a thatched roof overhead.  The
house stands on six brick pillars with a 3-foot high wall on four sides.  Although these
specifications have been worked out by the agencies, the actual construction model varied
slightly from area to area, taking into account the availability of building materials and the
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cost of transport.  Material assistance such as bamboo, wooden materials for doors
and windows, and bricks, cement and thatch were provided by the agencies.  In addition,
the agencies provided mason and carpenter support for construction activities.  The
beneficiaries, on the other hand, contributed the labour components to rebuild the houses.
The agency’s material support, however, varied from case to case.

The housing programme had positive and negative impacts.  As all the programme
supports were channelled through the older persons, their dignity in the family as well as in
the community was enhanced.  The once isolated older persons were seen happily staying
near or with their dear ones.  The programme was implemented in a community-based
approach, which had a positive impact – all the older persons of the village became united
and contributed their labour for each other.  In a few instances, they were seen putting in
some extra labour to construct a bigger house than was originally planned.  Another positive
impact of the programme was the timely support that the distressed people received.  As far
as the negative impact of the programme is concerned, the small support of HelpAge India
restricted a few villages from receiving more support from other agencies.  The Indira Awas
Yojana Programme also restricted older persons from obtaining more benefits as they were
supported by HelpAge.  Though support was only given to some selected beneficiaries in
the village, the whole village had to suffer because of the reluctance of the government to
enter into such villages where there was already some kind of support provided by other
agencies.

B.  The earthquake at Gujarat

A major earthquake struck the State of Gujarat in western India on 26 January 2001,
the tremors of which were felt throughout India.  The quake, which was perhaps the
strongest in 50 years, led to widespread devastation on a scale never seen before.  The
epicentre was 20 kilometres north-east of Bhuj district and measured from 6.9 to 7.9 on the
Richter scale.  Several regions of the State and neighbouring areas were badly affected.
This led to widespread devastation in Gujarat and 7,904 villages.  The overall population
affected by the earthquake is approximately 1.5 million people.  In the district of Kachchh,
about 220 villages were damaged.  This catastrophe has led to approximately 20,000 deaths
officially announced by the government of Gujarat State, and many thousands injured.
According to the United Nations Office for the Coordination of Humanitarian Affairs, it is
estimated that up to 30,000 deaths may have occurred and that more than 146,000 people
were reported injured.  Most of the people who were affected lived in the rural areas.  They
were the people who live below the poverty line and many of whom depend upon their
daily wages for their livelihood.  They are the same people who were very recently affected
by drought in the area.  The United Nations Office currently estimates that 229,000 houses
were destroyed and 398,000 damaged.  In some villages and towns, particularly close to the
triangle bounded by Bhuj, Anjar and Bhachau, more than 90 per cent of the buildings were
destroyed.  Infrastructure and public facilities suffered significant damage as well.
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Characteristics of the Gujarat earthquake

(a)  Cultural context of Gujarat and Kachchh

The Gujarat earthquake of 26 January 2001 had many peculiarities, one of them being
the strong social fabric of Gujarat and Kachchh in particular.  Isolated from the mainland,
Kachchh is inhabited by a group of nomadic tribal people who have strong characteristics,
which make them very independent.  Traditionally being seafarers, they have established
linkages across the globe.  The Kachchh communities outside Gujarat joined hands to
contribute to their brethren in Gujarat affected by the earthquake.  The affected communities
drew from their inherent resilience to get back to their normal lives, even after losing their
properties, belongings and near and dear ones.

(b)  Globalization

Reflecting the global problem of adjustment between the roles of the State, the
private sector and civil society, the Gujarat earthquake demonstrates changing patterns in aid
response.  Whereas in the past the Government has kept a firm control of emergency
responses, in this case, it was willing to concede substantial roles and freedoms to civil
society and the private sector.  Although the earthquake occurred in a militarily sensitive
area (and for the first half hour was construed in Delhi as a nuclear attack by Pakistan)
international flights were permitted to land in Bhuj, including some which originated from
Pakistan.  The Government entrusted the prime coordination role to an NGO consortium,
Abhiyan, and invited both the private sector and civil society to participate on a formal
basis in the reconstruction process.

While this could be taken positively as evidence of a new “coherence”, it could also
be taken negatively as an abnegation of the responsibilities of Government and hence an
erosion of citizens’ rights.  On the latter argument, it may be taken as significant that the
Government has allowed schools to remain closed and has failed to launch drought relief
programmes despite clear evidence of acute stress.  The 50/50 partnership between the
Government and the private sector proposed for the re-housing programme makes it difficult
for citizens to know who is actually responsible.

(c)  Emotional response to the earthquake

India has never experienced such an emotive response to one of its many internal
tragedies.  From almost every region of the country, aid poured in, and thousands of
volunteers offered their personal services.  The Indian media have asked why the response
was so different to the lack of interest shown in the Orissa Floods of 1998 and have
surmised that India’s middle class reacted far more to a tragedy in one of the most
progressive States than to one in an area notoriously less developed (see, for example, Paful
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Bidwai “Gujarat’s Unlearnt Lessons” and other articles in Frontline at www.indiaserver.com/
frontline).  Despite the fact that many rural victims in Gujarat were as “backward” as any
in India, the tragedy was projected as a cruel blow to a particularly proud and progressive
people.  Descriptions invariably refer to the business acumen and resilience of the people of
Kachchh.

(d)  Modernism and tradition

The crisis can also be seen as a contest between the forces of modernism and those
of tradition.  The response, especially the volunteers, came from India’s modern sector: the
urban, highly educated people, many of whom were quite young, associated with the new
style of business for which Gujarat (with its Institute of Management, cooperative dairies,
etc.) is renowned.

On the side of tradition, one of the most active groups assisting the earthquake
victims was the Rashtriya Swayamsevak Sangh (RSS), which set up coordination points
and directed the flow of aid very effectively (despite some minor misdemeanours).  RSS
has hugely increased its reputation for being organized when all others fail – a role which
puts it in a position to challenge the Government itself, if the occasion arose.  Elements
within RSS encourage anti-Muslim and anti-Christian behaviour.  Much of the support for
RSS comes from those who feel threatened by the new freewheeling permissive Indian
economy and society.  On the one hand, India is modernizing; on the other, RSS,
representing the forces of Hindu tradition, has become increasingly powerful.  In the
earthquake response, RSS showed both sides of its nature.  Some of its members did
indeed harass aid workers with questions about Hinduism in an attempt to identify any
covert proselytizing by non-Hindu groups.  In the last few years Gujarat has regularly
witnessed the ability of such reactionary groups to stir up religious and caste-based
conflict (indeed, a riot with religious connotations occurred in Ahmedabad during this
monitoring visit).

Parallel to this, it could be said that the international reaction also shows a bias
towards modernism.  The hi-tech solutions of the “search and rescue” teams helped to
evoke a public response in the United Kingdom of Great Britain and Northern Ireland
nearly three times greater than that for Orissa, where images of aid were limited to leaky
boats and over-familiar images of people wandering in flood-waters.  The numbers killed
and affected were broadly similar in the two cases, but the reaction was quite different.

(e)  Legacy of Latur (1993) and Orissa (1999)

Many of those involved in the Gujarat earthquake said that their responses were
conditioned by the lessons learnt from the Latur earthquake in Maharashtra in 1993 and the
Orissa cyclone of 1998.  The prime lesson from Latur was that the re-housing programme
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itself became a disaster with massive delays, huge corruption and lack of consultation with
the affected people, resulting in many houses never being used.  The legacy of Orissa was a
sense of failure; that the Government had failed to respond and that coordination had been
lacking.  There was a feeling that India had let down its own people.

(f)  Massive government response

These historical factors have played out firstly in a massive response by the
Government, second, in much greater attention to coordination and third, in great apprehen-
sion and tension about the issue of re-housing.  Despite the focus of the international media
on foreign search and rescue teams, the Government response totally dwarfs the contribution
of any other organization.  Even in the search and rescue phase, the combined efforts of the
military, the police and the administration saved more people than the 300 or so people who
were saved by the international teams, but no detailed records have been kept (except for
110 people rescued by a specific section of the Army, the Engineers).  Although the
international teams may have arrived within hours, the administration responded instantly.
The Collector and staff were on parade for Republic Day when the earthquake occurred and
immediately began rescue operations without even going to their homes to check on their
families.  There is some well-founded sensitivity about the international focus on their own
responses.

(g)  Massive NGO response

Without doubt, the international response to the earthquake was rapid and massive.
According to the United Nations Disaster Assessment and Coordination, by 10 February
2001, relief had arrived from 38 countries and the presence of 245 agencies had
been registered, including at least 99 international NGOs, 55 national NGOs, 20 donor
government teams, 10 United Nations and intergovernmental organizations and Red Cross
representatives from 10 countries.

According to official estimates (which are likely to be accurate), the earthquake
caused the death of 19,988 people, of whom 18,999 died in Kachchh District, and injured
1.6 million people.  Over 300,000 houses were completely destroyed and nearly 900,000
damaged.  The estimated loss includes extensive damage to industrial establishments of 3.5
billion pounds sterling.1  It severely affected nearly 16 million people.2  Of those who died,
the majority were women and children.  This was because they were in their homes at the
time of the earthquake, whereas men were more likely to be in the open.

1 See www.gujarat-earthquake.gov.in figures as of 9 March 2001.

2 The figure for “affected” is not very helpful.  Seriously affected would probably be less than 2 million.
See www.gujaratindia.com for detailed figures.
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Interventions by HelpAge India

(a)  Relief through Mobile Medicare Units

The medical items provided through the mobile medicare units are orthopedic
treatments and other related medicines: antibiotics, saline drips, medical dressings, bleaching
powder, water purification tablets, anti-diarrhoea, anti-asthmatic, anti-histamine tablets, etc.
They also provided immediate medical assistance for injuries resulting from the earthquake.
Medical support included check-ups, preventive health care and counselling, and the
administration of medication for common problems such as viral diseases, diabetes, blood
pressure and arthritis.  One outreach worker from the mobile medicare unit visited the
camps once a week to provide psychosocial support and referred serious cases to partners or
families that could look after them.

(b)  Relief through the provision of food commodities

The food distribution programme supported a 30-day ration for 4,500 families and
60-day ration for 3,000 families.  The food met the culturally accepted standards of
local communities in order to ensure that nutritional health was maintained and thereby
accommodated local sensitivity towards the people’s needs and dietary habits.  The overall
food provided an integral component of food security to bring older people and their
families back from the relief to the rehabilitation continuum.  The food provided them with
savings, which they used to build up their livelihood activities.

(c)  Relief through the provision of blankets

Most of the worst affected areas were in the western desert that experiences extreme
weather conditions during winters.  Following an initial assessment, it was clear that the
provision of blankets to older persons was immediately needed.  A total of 7,500 blankets
were purchased and distributed by the partner organizations and other voluntary groups.

(d)  Relief through the provision of temporary shelters

Older persons were provided with temporary shelters through the distribution of 7,500
plastic sheets (size: 15 feet by 12 feet), and 1,000 tents among the elderly and other people,
and their families, who had been left homeless by the earthquake.

(e)  The provision of hurricane lamps and stoves

HelpAge India distributed 4,500 lamps to provide lighting for the beneficiaries and
their families.  Kerosene for the lamps was provided by the Government.  A total of 3,000
stoves were also distributed.
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(f)  The provision of essential household items

Most people lost everything and there was an urgent need for basic household items
such as a cooking pot, bucket, cooking utensils and steel water carriers.  About 7,500 sets
of these items were distributed.

Rebuilding older persons’ houses which were damaged by the earthquake

One of the critical factors faced by older persons during the aftermath of the
earthquake was how to rebuild their houses within the communities.  The dilemma they
faced was whether they should build their houses in the same location or shift to another
area that had more potential for development.

HelpAge India assisted 1,575 families of older persons who needed to rebuild their
houses and supported them with 17,000 rupees per house, as a partial support to the overall
rebuilding process.  The process of implementation had primary importance, as it was aimed
at galvanizing local resources and enhancing the participation of older persons and the
community in the reconstruction of their houses.  Community support was ensured with
support for the removal of rubble and the salvaging of materials, which could be recycled
as wooden doors, beams, bricks, etc.  Wherever possible, women and others were motivated
to participate in a community type of intervention where the sharing of responsibilities was
encouraged at all levels.  Most of all, the perceptions of older persons were paramount in
any kind of rebuilding process.

Income-generating activities for older persons

The needs assessment clearly highlighted that rebuilding of livelihoods through
traditional handicrafts, particularly encouraging handicrafts such as embroidery, handloom
and leather craft, would be an important part of rebuilding lives.  As a result of the
earthquake, a number of artisans died and lot of machines and tools were damaged or
destroyed.  HelpAge India, through its partner NGOs, encouraged the revival of these
activities in selected villages so as to preserve the traditional crafts of these commu-
nities.

The other income-generating activities were in the area of animal husbandry, for
example, poultry, goat rearing, bee-keeping, piggeries, duck rearing and dairy.  Older
persons were formed into groups so that they could undertake combined activities, which
were self-sustaining in nature, such as pisciculture and productions of pickle and papad.
The group activity of income generation was encouraged so that the community could feel
ownership of their project.
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The economic feasibility of each income-generating activity was worked out by the
partner agency in consultation with the communities and the older persons.  The partner
NGO was responsible for coordination and for facilitating group formation and forging
linkages with markets.  The underlying aim of the project was to encourage coordination
among project beneficiaries, that is the older persons, and see to it that their dignity and
respect was maintained in the community where they lived.  A total of 1,575 older
persons were covered and each was provided with 8,000 rupees for income-generating
activities.

Project implementation plan

• Villages were selected in a geographically compact area to ensure better
monitoring of the project

• Community participation was solicited for better participation by stakeholders,
pachayatiraj functionaries, and government and non-government officials in
programme implementation

• Participatory monitoring was done as the programme was being implemented.
Inter-agency committees were formed so that various approaches could be
adopted as part of the best practices

Awareness raising of the specific needs and contributions of older people

HelpAge India and HelpAge International worked closely with the other humani-
tarian agencies to ensure that they were aware of the needs of older people in their relief
activities.  This took place through regular coordination meetings, where information about
ageing issues was disseminated (for example, the identification of vulnerable older people,
access to distribution points, appropriate drugs for medical needs, nutritional needs and
indicators for assessing health status).  The Best Practice Guidelines: Older People in
Disasters and Humanitarian Crises was also distributed and used to inform other
agencies.
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III.  MONITORING OF THE PROGRAMME

As all partners have joint responsibility towards meeting the stated objectives of
rehabilitating the disaster-affected older persons, HelpAge India and its partners established
a strong monitoring system.  Monitoring was not simply used as a means of collecting
information but rather as a communication system.  HelpAge India adopted a three-tier
monitoring strategy for the rehabilitation programme.  At the village level, the village
committee remained responsible for monitoring the group activities, whereas the Project
Coordinator monitored on behalf of the agency involved.  The Field Monitoring Officer of
HelpAge India did the second level of monitoring.  The monitors performed their role by
keeping in view the following objectives:

• To provide an ongoing picture of progress

• To maintain standards

• To make sure resources were used effectively

• To plan work

• To identify problems and find solutions at an early stage

• To identify opportunities

• To look at the process of development

• To provide an information base for future evaluation

The monitoring officer visited the project area of each agency.  A visit schedule was
sent to the partner agencies beforehand to inform them about the visits of the field monitor
and the Relief Manager/Programme Advisor.  After the field visits, feedback was given to
the staff members of the agency and a report sent to the Programme Manger/Advisor to
help take appropriate decisions relating to the programme.  In addition, the Programme
Manager/Advisor, HelpAge India paid regular visits to each agency every 15 days to
provide necessary advice for the effective implementation of the programme.

A third level of monitoring was designed by forming one inter-agency monitoring
committee consisting of all the chief functionaries of the partner agencies.  The committee
was supposed to visit the project area of each agency twice during the project period, once
after the completion of three months of programme implementation and once at the end of
the project.
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IV.  OBSTACLES FACED DURING THE IMPLEMENTATION
OF THE PROGRAMME

It was very difficult to reach areas that were totally cut off by bad road conditions,
thus some of the needy older persons could not be supported.  As the programme targeted
needy older persons, a few needy and disadvantaged young people were denied support.
Disasters make everybody equally poor and all were affected by the same nature of hunger,
so everyone expected relief coverage by HelpAge India.  However, the coverage and the
target group remained inflexible.  In a few places, the agencies had to seek assistance from
the local protection force to control the crowd.

Frequent changes in government policies made it difficult to finalize the housing
implementation plan.  Lack of expertise among the programme partners sometimes made it
too difficult to implement the programme in a smooth way.  Their capacity was built
through the implementation of the programme.

A lack of initiative by other national and international NGOs to share information
resulted in overlapping in certain cases.  Ineffective coordination at the government level
sometimes created chaos in programme implementation.

It was very difficult to adopt a specific housing strategy and it had to change
according to the need and availability of resources in a particular area.  The sudden
escalation of prices of housing materials and their unavailability delayed programme
implementation.

In order to ensure the participation of the beneficiaries in the programme, a small
contribution was sought from them, but owing to certain restrictions, this could not be
solicited in all cases, resulting in a delay in the programme.

The programme partners were loaded with a lot of work, which enervated them in the
long run.  Although they did not have sufficient capacity to perform the work, they had to
because of the emergency situation.

Owing to the doling out of food to the community by some charity-oriented
organizations, peoples’ attitude changed, and it became very difficult to make the transition
from charity to development.  An built-in strategy to continue developmental efforts was
lacking in Orissa, resulting in a gap in disaster response.

During the emergency, many support organizations came in to play a role, but they
disappeared within the first few weeks.  This pressurized the other funding organizations to
work to fill the gap.

Political influence in certain cases made it difficult to implement the programme.
A few areas with a strong political base received more resources, whereas a few other areas
were deprived of any support.
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V.  IMPACT OF HELPAGE INDIA’S EMERGENCY RESPONSE

A.  Institutional level

• HelpAge India was recognized as a nodal charity during the emergencies for
older people

• HelpAge India established a good rapport with all national and international
players and proved its potential as an emergency relief provider

• The capacity of the programme partners has been built so they can take a lead
role in major emergency situations

• Community-based disaster preparedness was seen as an effective solution for the
mitigation of the effects of disasters

• HelpAge India advocated the cause of older people at different forums at the
national and international level so they would be seen as a vulnerable section of
society during emergency situations.

B.  Community level

• The emergency operations provided a platform for long-term development of the
affected area

• Older persons were united to form groups to formulate village-level contingency
plans of action

• The income-generation programme (both individual and community-based) was
viewed as a means to ensure the livelihood of affected older persons

• Thrift and credit transactions started among the elderly groups and the potential
of the older persons was recognized at different levels

• The emergency operation of HelpAge India was helpful in providing food
security to thousands of older people.  This enhanced the dignity of older persons
in the family, as well as in the community, as all the support was channelled
through them.  The older persons were again seen staying with their family and
friends with their dignity retained
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C.  Concluding remarks

HelpAge India is committed to working with local grass-roots organizations, national
and international donors, and corporate houses to ensure older persons’ rights and their
equitable access to all types of relief during emergencies in all type of disasters.  It is also
committed to sensitize prospective donors, individuals, and corporate houses about the
specific needs and capabilities of older persons.

Any emergency situation is considered as a platform and a catalyst for change,
bringing to the forefront the hidden vulnerabilities of older people during emergencies and
finding suitable options and choices within the community to mitigate such vulnerability.
This will be the prime focus of our future endeavours.  In this effort, HelpAge India would
like to build the capacity of the community to address such vulnerabilities and be better
prepared to minimize the loss from disasters.

As a national-level NGO, HelpAge India seeks to advocate for older people’s
needs, contributions, bringing their plight to the attention of national- and state-level
coordination committees and ensuring the inclusion of older people as a vulnerable group in
emergencies.

Furthermore, HelpAge India will integrate emergencies and development programmes,
with an emphasis on reducing older peoples’ poverty and building their livelihoods.  It will
also press for a model of emergency reconstruction that addresses the social and economic
implications of disasters for older people.

VI.  LESSONS LEARNED FROM RESPONSES
BY HELPAGE INDIA

A.  Planning and logistics

• The key to disaster response lies in delegating core disaster responsibilities and
operationalizing them

• Joint planning with programme partners enhances the smooth operation of the
programme

• Planning for logistics pertaining to a particular emergency intervention should be
worked out.  Logistics planning may vary according to the different types of
disaster and changes in geographical location
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• Before relief distribution, the field area has to be checked through field visits to
anticipate probable bottlenecks

• There should be enough flexibility in the planning process so that it is adaptable
to changing situations in the field.

B.  Partnering with non-governmental organizations

• Although partnering with local and grass-roots NGOs is suggested for effective
programme implementation, the process of selecting NGOs is of vital importance

• Partnering enhances the response capacity of nodal organizations during disasters
(i.e., language, geographical topography of the area, local customs and practices)

• Partnering encourages sustainability and stability of response through the relief to
rehabilitation continuum

• Partnering leads to capacity-building of both the funding and the implementing
organizations

• Partnering with local NGOs helps in preparing a disaster preparedness strategy at
the community level.

C.  Community participation

• Community-based interventions in the relief and rehabilitation phase have stronger
success rates because of a two-way process of interaction with those for whom it
is being designed

• Communities help in logistics and essential relief distribution if their participation
is solicited

• Community-based rehabilitation work in the area of shelter and income
generation leads to cost effectiveness in response

• Community participation leads to correct needs identification.

D.  Needs assessment

• Timely need assessment not only helps in reaching the most affected and needy
population, it is also necessary to access funds for emergency operations

• This is a critical lesson learned by HelpAge India in both the responses.
This was developed in Orissa and fine-tuned in Gujarat (i.e., rapid assessments,
mobile medicare unit assessments for logistics, and initial programme design)

66



• As the disaster situation changes at a rapid rate, there is a need to update it
regularly to have a thorough idea about future interventions

• Survey techniques for household assessment is important

• In the transitory phase of relief to rehabilitation, needs assessment becomes
paramount in the selection of priority interventions

• The exchange of data with international agencies leads to a better project
design.

E.  Commodity management

• Commodity management is very essential in emergencies as food intervention is a
common need in most emergencies.  Pipeline management, commodity storage
and packaging are of prime importance

• Experience of handling bulk purchases, bulk breaking commodity procurement
and commodity packaging is helpful in immediate responses

• The linking of local means with procurement plans is advisable

• Commodity requirements change with changing weather conditions, local dietary
habits, etc.

• Commodity management with partner NGOs is part of capacity-building.

F.  Programme monitoring

• Programme monitoring is important as a good programme management tool

• The monitoring of relief and rehabilitation activities by nodal NGOs and partner
agencies provides important feedback for mid-course changes, if any

• Programme monitoring helps decision makers to review the impact of the
programme

• Programme monitoring reflects various stages of implementation of activities in
the field to meet donor timeliness

• Participatory monitoring should be taken up in assessing the impact of the
programme.
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G.  Advocacy

• Advocacy plays a fundamental role in establishing the concept of the
vulnerability of older persons during disasters

• Proper strategy planned by programme managers during the beginning of
response to a crisis has a better success rate

• Host government and local government are essential target groups for
sensitization

• A constant information flow from the host agency to the Government and media
is essential

• It is important to keep most intervening international and national NGOs during
disasters informed of possible interventions, past experiences and needs
assessment data to encourage them to include older persons as a target group in
their response

• Providing information on the peculiar needs of older persons, such as mobility,
access to relief or income, helps in demystifying biases.

H.  Programme reporting

• A day-to-day update of the emergency situation is essential.  This can be
collected from different agencies, by field visits, from field monitors, from the
United Nations and other NGO coordinating bodies

• There is a need to adopt a uniform reporting format which helps in easy
consolidation of the final reports

• Process documentation should be given preference and this should be
supplemented by adequate still and video photography

• Qualitative programme reporting is important as it gives the donor a good sense
of the actual fieldwork taking place

• Field monitoring reports designed earlier in the day help in cutting the cost of
repeated field visits

• Financial training of the nodal agency and partner is essential for good financial
management.
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I.  Adherence to an international code of conduct

• Programme managers and partners must be fully aware of the Red Cross Code of
Conduct during humanitarian crises

• Programme managers and partners must be fully aware of the Sphere Standard
and its parameters

• This is important as all donors evaluate projects against the above parameters
(Gujarat Disasters Emergency Committee evaluation).

J.  Involvement of decision makers

• The involvement of state, district and village level officials in decision-making for
the intervention is important

• In rehabilitation, the work involvement of elderly members of the community
leads to a sense of ownership

• Participatory approaches help older persons in making decisions that are
important for their rehabilitation.

K.  Motivation

• The motivation of teams responding to a disaster should always be high

• NGOs should use all management techniques to keep the motivation level of the
field staff of implementing partners at the optimum by setting examples

• Joint field visits for assessment, planning and monitoring build up motivation

• Informal meetings with partners, and the involvement of their staff in decision-
making leads to better implementation.

L.  Disaster preparedness

• Disaster preparedness and ongoing capacity-building strengthen responses to
emergencies

• Disaster preparedness at community level leads to sustainability

• Disaster preparedness at the institutional level is an important assessment area by
evaluators.
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ANNEX

Targeting criteria developed by HelpAge India

The rehabilitation effort started with a thorough need assessment survey after a
surveyor’s orientation workshop.

Surveyors Orientation Workshop

During the second phase of the relief operation, it was felt that a methodical and
comprehensive needs assessment was very necessary as the conditions were gradually
changing as time passed.  After several rounds of participatory meetings and brainstorming
sessions, HelpAge India developed a comprehensive Household Assessment Schedule with
the primary purpose of identifying the priority needs of older persons.  To ensure the right
identification of the beneficiaries, it was felt that the staff and volunteers of the
implementing agencies should be trained properly.  It was also necessary to make the
surveyors acquainted with the Household Assessment Schedule so as to collect the right
information from the field.  Altogether 120 surveyors were trained for this purpose.

Survey rationale for the relief and rehabilitation programme

HelpAge India, to implement its relief and rehabilitation programmes, through its
project partners, realized that older people, who constitute one of the most vulnerable target
groups in the community, must be identified and then supported through livelihood and
shelter support.  The Surveyor’s Orientation Workshop was specifically aimed at the skill
development of the surveyors so that a qualitative assessment could be made through the
household assessment tool.  This would be used as means to identify the neediest of the
needy older people in the village or in the community.  The process of tabulation, which is
spelt out below, forms the crucial component of data analysis.

Tabulation techniques

For any successful survey, a good matrix needs to be prepared to spell out the correct
target group for which codification is absolutely essential.  To arrive at the target group that
is the neediest of needy older people, certain criteria were developed based on the priorities,
which are listed as follows:

• Age

• Income sources
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• Extent of damage

• Support from family members

• Health condition

• Vulnerability

• Food stock

The justification for prioritizing the above points is in consonance with the project
objectives of providing income-initiating support specifically to older persons who are
destitute and where relief and other measures have not percolated to them or even if they
have received something from other sources, it was not sufficient.  The idea is to cater only
to those older people whose assets/family/health are affected by the earthquake and who
need to be catered to through a targeted approach in order to bring a respite.

Since the programme focuses on a particular section of society (older people), the
weightage system was developed to identify the neediest of the needy.  As such, weightage
has been given to all the criteria to select the correct beneficiaries.  Each criterion has some
sub-points, which were taken into consideration while selecting the beneficiaries.  To
prepare the matrix, a scoring method has been developed, which is that a person who fulfils
a particular criterion, is assigned a certain score and the maximum summation score of all
the criteria gets the maximum priority.
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      Criteria Maximum score

Age 7

Source of income 6

Extent of damage 5

Support from family 4

Health 3

Vulnerability 2

Present food stock 1
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Criteria Score

Age a. 75+ 7
b. 66-75 6.8
c. 55-65 6.6

Sources of income a. Less than 1,200 per month 6
b. 1,200-2,500 5.8

Extent of damage a. 75-100 per cent 5
b. 50-75 per cent 4.8
c. Less than 50 per cent 4.6

Support from the family a. No support 4
a. Partial support 3.8
c. Full support 3.6

Health a. Non functional 3
b. Partially functional 2.8
c. Non functional 2.6

Vulnerability Yes 2
No 0

Present food stock a. Sufficient 0
b. Insufficient 1

Scoring details of all the sub-points are as follows:
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of the Tsao Foundation*

* This study has been contributed to ESCAP by the Tsao Foundation, Singapore.  The document was
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I.  BACKGROUND

A.  The Tsao Foundation

The Tsao Foundation is a non-profit organization devoted to uplifting older people,
alleviating the hardships of ageing and pioneering new standards of eldercare throughout
Singapore and the region.

The Foundation is the legacy of the founder, Mrs Tsao Ng Yu Shun, who wrote,
“…I am 90 years old.  I know what it is to grow old, and I deeply feel the desperation of
those who face old age alone, who cannot get to a doctor, and whose families cannot or do
not know how to care for them.  The pain of poor health is so much worse when you are
old and frail.”

The Tsao Foundation has been pioneering community-based services for the elderly in
Singapore since 1992.  At that time, geriatrics and community-based care were still newly
emerging fields in Singapore, despite the foresight of the Government in recognizing the
growing need for aged care.  Awareness of ageing issues was in its infancy, and there was a
severe shortage of local programme models and trained professionals.

This need gave rise to the adoption of a multi-pronged approach to contributing to the
development of community-based geriatric care by the Tsao Foundation.  Direct community-
based service programmes, a range of training programmes and support to institutional and
community-based aged care services networks were initiated.  All programmes were
developed as duplication models with an eye to their adaptability for other local and
regional service and training providers.

A number of initiatives have been undertaken over the last nine years.  It is hoped
that the experiences and lessons learned will be useful to others in their development of
programmes and policies that support improved quality of life for older people across the
Asian and Pacific region.

B.  Demographic changes

In 2000, 10.6 per cent of the total population of Singapore were at the age of 60 and
over.  It is projected that the elderly proportion will increase to 30 per cent in 2025 and 35
per cent in 2030.  The rapid ageing of the population in Singapore is underpinned by two
main factors: (a) the ageing of the post-war baby boomers and declining birth rates; and (b)
the increasing life expectancy brought about by improvements in the standard of living and
health care.  The average life expectancy, which is 76 years, is among the highest in the
world.

Integrated System of Community-based Care for Older People
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The increasing size of the elderly population relative to the younger cohorts has
resulted in changes in the old-age dependency burden.  The current ratio of seven adults
aged 15-59 supporting one older person will shift to two adults supporting one older person
in the year 2030.  These demographic changes create challenges for the economic, public
health and social welfare sectors and ever increasing demands on health care and health-care
financing structures (Geriatric Medicine for Singapore, Chan et al, 1996).

C.  Social trends, health and care needs of
older Singaporeans

Although the majority of older Singaporeans, about 78 per cent, continue to live with
their children, there is still a growing nuclearization of the Singaporean families.  Between
1990 and 1997, the fastest growing type of living arrangement for older persons was living
alone, or with a spouse only.  By 1997, the proportion of such households had increased
significantly from 9 to 15 per cent.

The majority of the current generation of older Singaporeans grew up in kampongs –
a more communal, village-like atmosphere.  With the advent of government-subsidized
public housing, many of them have moved to flats in large housing estates.  This
urbanization of the living environment, while improving housing conditions considerably,
has also given rise to older people living alone in their own flats.  For many elderly without
family, or whose families are unable or unwilling to provide care, this has resulted in social
isolation and lack of support.

The disease profile in Singapore mirrors that of developed countries, which is shifting
from communicable to non-communicable, lifestyle-related and chronic diseases associated
with ageing, namely, cancer, heart disease, stroke and diabetes.  Ongoing, rather than
episodic management of these chronic diseases is essential to minimize the associated
functional disabilities such as stroke from uncontrolled hypertension.

The Ministry of Health estimates that about 8 per cent of the elderly require some
level of long-term care, of which almost 3 per cent need institutional care, and 5 per cent
need community-based care.  The majority of those who need community-based care
have multifaceted medical, psychosocial and financial problems that require a network of
coordinated community-based services.

The numbers of elderly requiring daily assistance with activities of daily living
(ADLs) are projected to rise in the future, due to both increased life expectancy as well as
the rise in the absolute numbers of older persons.
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D.  Family as carer

The strain on family caregivers is expected to be on the rise in Singapore in the
coming decades, despite the continued prevalence of family support.  Family size is
shrinking, dual-income families with traditional female caregivers in the workforce are
rising and there is an increasing number of people who will never marry.  These changes in
social structure are also leading to an increasing reliance on eldercare services.

Children are the key source of financial support for senior citizens.  Majority of
them (75.9 per cent) receive regular cash contributions from their offspring.  Financial
dependency on the family increases with age, and over 77 per cent of the elderly expected
their children to provide for their needs (National Survey, 1995).  The economic strain on
families and the need for dual incomes is expected to increase with the current economic
slowdown.

The concurrent trends of decreasing family size and increasing life expectancy also
places huge stress on family and social support systems.  As the vast majority of older
people (over 95 per cent) live in the community, not in institutional care, community-based
health and social support programmes for older people and their caregivers will assume
even greater importance with the projected increase in absolute number of older
Singaporeans.

E.  National policy on ageing

The elder care policy of Singapore continues to affirm support for older persons to
age at home, in their own families and communities.  Since 1997, the Government has been
proactively reviewing all age-related policies and has established two Inter-Ministerial
Committees (IMC) to evaluate this area.  One IMC was set up under the aegis of the
Ministry of Health and focused primarily on health and social care issues, while the other
IMC is a standing committee that broadly oversaw the total overhaul of all policies relevant
to ageing, including housing, transport, employment and employability and income security.

Both committees reconfirmed the principles that the elderly sick should be cared for
in their community for as long as possible and institutionalization should only be the last
resort.  The basic approach is that the family is considered the primary pillar of support,
with community help as the next line.  “The State should help families and the community
play their role, not supplant them” (Inter-ministerial Committee, 1999).

The importance of bridging health and social care to integrate service planning and
development was deemed critical.  Emphasis was also given to strengthening broad-based
support for family caregivers through such interventions as training programmes, informa-
tion services and mutual self-help networks.

Integrated System of Community-based Care for Older People
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F.  Overview of community-based and health programmes
for the elderly

The initial emphasis for service development in Singapore was in the institutional and
acute care arena.  Community-based services had a relatively late start.

By the mid-1990s, the demand for nursing home beds began to sharply increase and
acute care wards became very congested as “back door” discharge problems began to
emerge.  Families, traditionally the primary carers, were finding it increasingly difficult to
cope with the care of chronically ill and disabled older relatives at home.  They were more
reluctant to take dependent elderly members at home, in the absence of adequate supportive
services.

This growing need for services led to the establishment of new and expanded
community-based eldercare services.  These services, run mainly by the non-governmental
organizations (NGOs), currently include programmes that provide home or community-based
medical, nursing and rehabilitative care, palliative care, home help, day care, counselling
and befriending.

II.  THE TSAO FOUNDATION STRATEGY:
A THREE-TIERED APPROACH TO AN INTEGRATED

COMMUNITY-BASED HEALTH SERVICE SYSTEM

The strategy sought to place the Foundation as an active partner in the development
and provision of a network of integrated and sustainable community-based services.  The
overall aim was to provide adequate support for older people to remain in their own homes
and communities for as long as possible with a reasonable quality of life.

Initial strategic planning began with an analysis of the demographic trends of
Singapore, followed by a needs assessment and an extensive survey of existing health,
medical and social services.  Service gaps were identified and other stakeholders such as
NGOs and relevant Ministries were consulted.

A.  The integrated approach

The approach to service provision focuses on three pillars of eldercare as follows:

(a) Innovative, community-based health and social service programmes designed as
duplication models to meet unmet needs;
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(b) Training and education programmes designed to strengthen and extend the
network of carers through upgrading the awareness, skills and knowledge of
families, professionals, volunteers and the general public;

(c) Active networking and advocacy through the promotion of collaborations,
partnerships, and networks at many levels so that a seamless, integrated
continuum of care can grow and expand.

B.  Service development

1.  Community-based health services

A phased approach to service development was undertaken.  In phase I, the Hua Mei
Mobile Clinic (HMMC) was developed as a service to support the most vulnerable, frail
and homebound elderly.  A multidisciplinary team composing of a doctor, nurse, social
worker and programme coordinator, would go directly into the homes of bed-bound and
homebound elderly to provide them medical, nursing and social services.

Phase II targeted the more mobile, but still frail and at risk, elderly living in the
community with inadequate access to ongoing medical management and care.  A commu-
nity-based geriatric clinic, called Hua Mei Seniors Clinic (HMSC), was launched in a
community with a large proportion of low-income elderly.  This seniors clinic provides
ongoing outpatient geriatric medical and nursing care and health education.

Recognizing the important contribution of traditional health practices as another
effective and affordable means of health care for older people, the Foundation opened an
acupuncture clinic – the Hua Mei Acupuncture Clinic (HMAC).  The clinic was located on
the ground floor of one of Singapore’s geriatric hospitals to encourage collaboration
between the allopathic and traditional practitioners in patient care.  Many older
Singaporeans are familiar with, and often prefer, traditional practices, and acupuncture
therapy has proven effective in treating many of the chronic syndromes of ageing such as
pain from arthritis, or decreased mobility associated with a stroke.

Phase III concentrated on developing a brokerage model of care management, named
as the Hua Mei Care Management Service (HMCM).  The target clients of the care
management service are frail seniors with multiple health and social needs.  The service
works to create a patchwork of formal and informal services to allow frail older clients to
remain at home with needed care.  The care management service tries to provide vital
services even in a climate of community-based service shortages through creative service
planning and strong links and cooperation between existing service providers.

The clinical service programmes were designed to complement and support each other
so as to provide a continuum of care for the clients in different stages of disability.  For
instance, the Seniors Clinic refers patients who are no longer able to come to the clinic to
avail of its service, to the domiciliary medical team, HMMC, for in-home care.

Integrated System of Community-based Care for Older People
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2.  Training services

Knowledge and skills are basic building blocks of self-care and strong community-
based services.  The Foundation therefore developed the Hua Mei Training Centre (HMTC)
to provide education and training to families, the general public, professionals, volunteers
(i.e., for home help services, nursing homes), religious organizations and the corporate
sector.

The Training Centre was developed during phase I and the training programmes
continue to evolve in response to changing needs.  For example, the Centre developed a
“Train the Trainer” caregiver training programme.  Training individual caregivers evolved to
training other trainers working in NGOs and communities throughout Singapore who now
conduct decentralized caregiver trainings in their own communities.  This “Train the
Trainer” approach has resulted in a multiplier effect and the dissemination of knowledge
and skills to a wide range of sites and services.

3.  Network development services

Although filling a critical role, direct services and training programmes affect only a
limited number of people.  The Inter-agency Collaboration Division was developed to
address these larger needs through advocacy and policy development.  This division, with a
strong network base, established liaisons with Government and NGOs and works collabora-
tively to have an impact on systems and policies that support service integration and
coordinated and cohesive services for the elderly.

C.  Duplication model approach

All direct services and training programmes were designed as duplication models that
can be adapted to a local or regional context to promote further development of community-
based services.  The Foundation has also developed several programme and training manuals
as well as materials that can be shared with other service providers.

D.  Funding

The Tsao Foundation services are targeted primarily at low-income elderly people, and
therefore require programme funding.  Financially, the Foundation devised mixed economy
funding strategies, including: (a) a return on investments of an endowment fund (which grows
annually by a targeted amount); (b) fee for service; (c) seeking various government grants
and subsidies at both central and local government levels; (d) co-funding partnerships with
other foundations and/or community funding agencies; (e) a lean administrative and support
staff; and (e) a charitable status in order to attract tax-deductible donations.
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III.  COMMUNITY HEALTH SERVICES

The following section provides greater detail and illustrations of the programmes
described above.  It discusses the major strengths, achievements and the obstacles faced.

A.  Hua Mei Mobile Clinic

The Hua Mei Mobile Clinic is a domiciliary medical service based on a primary care,
case management and multidisciplinary team approach.  It provides an integrated and
ongoing medical, nursing and social work care directly in the homes of the homebound
elderly.  The aims of the Clinic are basically fourfold: (1) to support frail older persons to
remain independent; (2) to minimize functional limitations and achieve optimal health; (3)
to prevent or shorten hospitalizations; and (4) to allow frail elderly to live within their
families and communities for as long as possible.

Launched in 1992, HMMC was the first domiciliary programme established in
Singapore to serve the homebound.  Many of these low-income, isolated, homebound senior
citizens faced a variety of physical barriers and financial constraints; consequently seeking
medical treatment only when acutely ill.  They ended up in emergency rooms and hospitals
for often avoidable, medical emergencies.  Some died alone in their flats and others were
prematurely admitted to nursing homes.

The Ministry of Health, being aware of the plight of these citizens, offered a pilot
payment scheme to neighbourhood General Practitioners (GPs) to make house calls to
homebound seniors.  However, only few GPs signed up, citing poor remuneration and
discomfort in providing in-home geriatric care.

The Hua Mei Mobile Clinic was therefore created to serve this very vulnerable group
of frail homebound elderly.  The team works to provide sustainable quality medical and
nursing services and coordinate needed social supports.

Initial programme implementation involved a concerted effort in patient outreach and
networking with institutional and community-based health and social services.

1.  Target clients

The target clients are aged 65 and above; homebound (have great difficulty leaving
their home to access needed medical care); lack adequate self-care ability or carer support;
and live within a designated catchment area.

Integrated System of Community-based Care for Older People
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2.  Client profile

The average client is female, 75 years of age or above, of low income and homebound.
At the inception of the programme, the majority of clients were single elderly who had come
to Singapore as migrants, worked as amahs, or in the construction industry, and had never
been married.  The profile of clients changed as this generation of Singaporeans began to
pass away, to homebound elderly often with complex dysfunctional families who face
combined stresses of “sandwiched caregiving” and limited financial resources.

Most recently, younger homebound clients were also admitted to the programme in
response to the lack of other viable alternative services for this underserved group.  For
example, one recent client, a 45 year-old man with severe respiratory failure, who failed to
meet the admission criteria for other hospice or other home medical services, was accepted
as a HMMC patient and is now under care.

3.  Identified client needs

Major areas of client needs include:

(a) Management of chronic diseases, such as hypertension and diabetes

(b) Rehabilitation after catastrophic medical events, such as stroke or hip fracture

(c) Education about medications and diet

(d) Home modifications

(e) Financial assistance

(f) Counselling on family conflicts and management of carer stress

(g) Social interaction to combat isolation and loneliness

(h) Advocacy, including access to adequate diagnostic work-up and treatment.
The team has found out that many treatable conditions, such as cataracts that
severely limit clients’ function and quality of life, are undiagnosed and untreated.
Families and medical staff attitudes that “The person is already old and treatment
is expensive”, or “Major interventions are not appropriate”, interfere with
appropriate care.  The team intervenes with education for the older person and
carer, arranges surgical referrals and financing and after-care support as needed.

4.  Census

The average patient census is 100 active patients.  The numbers of clients are
adjusted downwards in times of reduced staffing (i.e., the numbers of new patients accepted
are restricted).
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5.  Services

HMMC takes up primary health care services (addressing physical and psychosocial
needs), case management (coordinating all aspects of medical care including hospitalization
and long-term care placement), and a multidisciplinary team approach.

HMMC services include:

(a) Medical, nursing and social assessment;

(b) Ongoing medical and nursing care;

(c) Arrangement for laboratory tests, X-rays, medications, specialist referrals,
referrals for rehabilitation, and hospitalizations (including coordination of
discharge);

(d) Arrangement and coordination of social and support services (e.g., home help,
befriending, meal delivery, financial support, transport to rehabilitation and
others);

(e) Client and family counselling.

6.  Referral sources

The majority of referrals are from hospital-based medical social workers, other
community-based service agencies and hospitals.  Referrals were slow at the inception of
the programme, but media and outreach to hospitals and other agencies succeeded in
publicizing the programme and boosting referral numbers.  A standardized referral form was
developed to capture critical baseline client information.

7.  Assessment

Referrals are screened according to admission criteria and, if necessary, a social
worker visits to determine eligibility.  The entire team performs the initial full assessment,
which is done in one to two visits.

8.  Care planning and monitoring

A multidisciplinary comprehensive care plan is developed for all clients, each of
whom is assigned with a case manager who is usually the team’s social worker.  In general,
nurses see stable patients at a minimum of once every two months, and the physician visits
them at least once every six months.  Care plans are reviewed on a regular basis by the
entire team to check if treatment plans are implemented, or that new issues which may have
surfaced are being addressed.  It also seeks to evaluate the outcomes of care.
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The telephone is a crucial tool in the delivery of care.  The social worker tries to
arrange a neighbour or nearby senior activity centre as the point of contact for clients
without access to telephones.  Monitoring and confirmation of care instructions are often
done by phone.  Patients are given the number of the clinic and advised them to call for
any new problems.  This ongoing communication is essential for a timely detection and
management of medical problems.  It is also used to prevent unnecessary visits to the
Accident and Emergency room, and associated inappropriate hospitalizations.

The 24-hour on-call system is used to assess and triage problems.  Clients with
medical emergencies are advised to go the local accident and emergency room with the
team to follow-up the next working day.

9.  Service delivery system

The ideal staffing ratio to manage a caseload of approximately 100 to 120 patients is
one doctor, two nurses, two social workers and one programme coordinator.  All staff are
paid although there is a roster of volunteers used on an ad hoc basis.

10.  Role of team members

The physicians provide medical assessment, diagnosis and treatment, ongoing medical
monitoring, referrals to and follow-up from specialists and in-patient hospitalization, as well as
overall team supervision.  The nurses provide nursing assessments and ongoing monitoring and
care, assistance in implementing medical plans, client and caregiver training, and coordination
with other services such as home help.  Social workers make family and social assessments
aimed at promoting family involvement and strengthening social support networks, identify and
coordinate community resources and financial support, perform home safety assessments (may
also be done by a nurse), and arrange for nursing home placements as needed.

All team members monitor clients during hospitalization and work with their
counterparts in discharge planning, and arrangement of rehabilitative and respite services.

The Programme Coordinator serves an important function, aside from rendering
clerical and administrative support, to answer phone calls.  He is in a position to establish a
good rapport with the clients who either call for medical questions or just to alleviate
loneliness.  The telephone has been found to be a useful tool in calming anxious clients and
decreasing their sense of isolation.

11.  Referrals and links with other health and social services

Service coordination and referrals within and outside the team are critical in light of
the multiple needs of complex, vulnerable clients.  Referrals are made for a variety of
services including rehabilitation, home nursing services for treatments such as wound care,
home help services, befriending, financial assistance and counselling.
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One example of such a coordinated service system is the supply of client medications.
The Singapore polyclinic system provides heavily subsidized medications to the elderly.
However, as the clients needed to be present at the polyclinics, the homebound clients were
not able to avail themselves of the benefits.  To address this problem, HMMC applied for,
and was granted, permission by the Ministry of Health to have the prescriptions of the
HMMC doctor recognized in the local polyclinics.  Arrangements were made with an NGO-
run home help service to pick up and deliver the medications.  This coordination resulted in
homebound clients having access to the same benefits as their more mobile fellow citizens.
Clinical HMMC staff provided guidance to the home help service on handling medications,
and the social worker sources monies for the low-income clients who require medications
not available through this scheme.

The key elements of a comprehensive geriatric care include preventing unnecessary
hospital admissions, reducing length of stay and good discharge planning.  The team,
therefore, proactively developed good working relationships with the local geriatric hospital
centres and community hospitals that provide rehabilitation and respite services.  They also
collaborate on the admission and discharge of HMMC clients.

12.  Development of staff training

HMMC was the first domiciliary medical care service in Singapore.  As such, there
were no suitable trained staff as mentors, training programmes or suitable training sites.
In-house staff training focused on orientation to community-based geriatrics, assessment,
care planning and a multidisciplinary approach to patient care and was conducted by the
trainers from the Hua Mei Training Centre.

As nurse and social work staff became more experienced, a mentoring and on-the-job
training programmes were implemented for junior staff.  A 120-hour training curriculum for
community geriatric health care social workers was developed and piloted in November
2000.

The doctors were trained through weekly sessions and ongoing mentoring by the
Medical Director who was a trained geriatrician.  Two of the HMMC staff have since gone
overseas for training and have assumed more senior training roles.

Since the programme inception in 1992, community geriatric care in Singapore has
expanded and matured.  HMMC itself now serves as a training site as do many of the other
domiciliary medical programmes.  However, the lack of trained staff and funding support
continue to pose significant barriers to the ability of the Government of Singapore to scale
up the existing level of home medical services to meet current needs and plan for future
demands.
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13.  Client and family involvement in care

Health care providers often tend to plan for, instead of with, their patients.
To address this issue, the priorities of the older person and the family are elicited and
integrated into the care plan which is reviewed with the presence of the client and his/her
family prior to implementation.  As clients are seen on an ongoing basis, their input is
monitored and the care plan adjusted accordingly.

14.  The story of one older client

One of the HMMC patients, Mrs Lee (not her real name), is an 85-year-old woman,
living alone and estranged from her only son.  Her medical diagnoses include poorly
controlled Parkinson’s disease, heart disease, very poor personal hygiene and scabies.  Her
mobility was very limited.  She was basically confined to bed and could transfer only from
her bed to her nearby commode, which was only rarely emptied by her tenant.  She was
unable to get to the bathroom to bathe herself and was just dependent on the tenant to bring
her water for a sponge bath.

Mrs Lee was referred to HMMC by an acute care hospital where she had been
admitted following a heart attack.  The hospital social worker was arranging nursing home
placement due to her high care needs, but Mrs. Lee did not want to go to and could not
afford a nursing home.

She was very depressed and angry, feeling as if “there was no good left in this
world”.  She was very resistant to the team’s interventions as she had taken in illegal
boarders for income, and was afraid she would be reported to the authorities.

The HMMC doctor started treating her with Parkinson’s medications and the HMMC
nurse referred her to the only Home Rehabilitation service in Singapore which served in her
geographic area.  The social worker made a referral to another community-based home help
service and personal care and house cleaning services were started.  The HMMC nurse
continued to reinforce ongoing rehabilitation exercises.  The social worker contacted the
estranged son on many occasions, but was often rejected.

After several months of medical monitoring, medications, personal and rehabilitative
care, Mrs. Lee was able to use a walking frame to get from her bed to the living room.
She had improved much on her personal hygiene and there was no more scabies.  She was
also able to get to the bathroom by using installed grab bars.  The social worker, after
much persistence, was able to mediate with the son to contribute to his mother’s cataract
surgery, which improved her vision and independence.  The relationship between the son
and mother, though still strained, was improving.  Mrs Lee became less depressed, and was
motivated to move about the flat and be more independent in self-care.  She remains in her
own home.
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B.  Hua Mei Seniors Clinic

The Hua Mei Seniors Clinic was launched in 1996.  It provides subsidized outpatient
geriatric nursing and medical services for the frail, but still ambulant, elderly living in its
vicinity.

1.  Background to development

As people age, they are at higher risk of developing chronic, often undiagnosed,
conditions that require ongoing management to preserve function and prevent medical
complications and catastrophic sequel.

The reality, however, is that physical and financial barriers and a crisis management
approach to care often mean that people would not access care until significant problems
arise.  As a result, preventable medical catastrophes, sub-optimal health deterioration, carer
stress and premature nursing home placements occur.  Delayed treatment often results in
more frequent visits to the accident and emergency rooms, and multiple, sometimes
prolonged hospitalizations with high cost and care implications for families and health care
systems.

Many of the senior citizens “look healthy”, although they may in fact be walking
medical time bombs.  For example, a free community health screening was offered to
introduce the Hua Mei Seniors Clinic to community residents.  Many of the older people,
who reported that they had “no medical problems” and rarely saw a doctor, were found to
have a myriad of conditions, including dangerously elevated blood pressure, blood sugar and
cholesterol levels, functional and cognitive deficiencies, and unsafe environments.  Due to
their financial constraints and a belief that illness is synonymous with ageing, these seniors
had failed to seek medical care for treatable conditions that had a negative impact on their
lives and placed them at risk.

Although there are General Practitioners who provide care in every community in
Singapore, many do not provide ongoing specialized geriatric care.  There are a number of
contributory factors including: (a) lack of geriatric training; (b) inadequate remuneration for
longer appointments; and (c) the need for coordination and management of social services
(an un-remunerable activity).

Those elderly who do seek medical care may be referred to multiple specialist
physicians for their care and do not have one “primary care” physician managing and
coordinating their overall medical care.  This situation may lead to a multiple and
sometimes unnecessary, specialist appointments, with not one physician coordinating
the total medical needs of the patients.  The patients and their families are often confused
by the numerous appointments and may have problems with compliance.  Dangerous
medication duplication, polypharmacy and costly redundancy of care may occur.
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HMSC was therefore established to provide primary health care to serve this group of
ambulant but high-risk elderly living in a designated catchment area.  The HMSC services
are coordinated with the domiciliary medical team, and patients are cross-referred depending
on the care needs.

2.  Target clients

The target clients are the ambulant but frail elderly who cannot access medical care
living within the catchment area.

3.  Choice of clinic location

HMSC was located in a high-density public housing block, housing about 500
low-income elderly.  This block had been retrofitted by the Government – replacing squat
with pedestal toilets, installing an emergency alarm bell hard wired to a downstairs Seniors
Activity centre, and placing a lift landing at each floor, thereby allowing even elderly with
mobility problems, access to the outside and to the nearby Seniors Clinic.

The Senior Clinic concept was to support a stronger model for ageing in place by
co-locating the clinic in the same facility as the retrofitted buildings with their social
activity centres.  The elder-friendly building, the senior activity centre and the clinic create
a synergy for case finding, lifestyle changes (exercise), education and meal services and
other social supports.

4.  Services

The major clinic services are:

(a) Disease monitoring and management;

(b) Early detection and treatment of medical conditions;

(c) Nursing services such as medical monitoring (e.g., blood pressure and blood
sugar checks);

(d) Client and carer education in health management;

(e) Provision of medications at subsidized rates;

(f) Arrangement of needed investigations;

(g) Arrangement of needed hospital admissions, rehabilitation and respite care;

(h) Coordination of needed social and support services through referral to a HMMC
social worker;

(i) Links to case management services for clients with multiple complex needs;

(j) Hospital referrals, and post-discharge follow-up.
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5.  Referral sources

The drop-in Social Activity Centre for seniors on the first floor of the same housing
block as the Clinic allows for close collaboration in client identification and monitoring,
consultation on appropriate social and recreational programmes for the elderly at the
Centre, and in organizing health education talks and health screening for the community.
Other sources of referral include other community-based organizations, area residents,
neighbouring polyclinics and hospitals.

6.  Staffing

Staffing consists of:

(a) A half-time physician who does medical assessments, and provides ongoing
medical management;

(b) A full-time nurse who provides patient and carer education, ongoing monitoring
(e.g., blood pressure and blood sugar), treatments and home safety assessments;

(c) A full-time programme coordinator who provides patient triage, front desk and
appointment management and patient outreach;

(d) A referral is made to the HMMC social worker for older persons with complex
social needs.  For less complex clients, the nurse and physician team handle
family intervention and arrange referrals.

Appropriately trained and oriented nurses have proven critical to this team by
providing assessment, monitoring and patient education.  Interestingly, many patients are
more comfortable with nurses and will share some information that they are reluctant to
share with doctors, for example, information about the Chinese herbs they are taking or
problems with incontinence.

Many patients, however unfamiliar with this expanded nursing role are resistant to
making appointments “just to see the nurse”.  Ongoing education and value added nursing
services are needed to demonstrate the efficacy of such services.  This education is
especially important in light of the shortage of expensive trained geriatric physicians.

7.  Fees

The consultation fees are subsidized and could be waived based on need.  Special
arrangements were made that allowed the Clinic driver to pick up patients’ prescriptions
from polyclinics at the subsidized medication rate.  This scheme is an example of the need
to modify the system to meet the client’s needs rather than having clients modify their
needs to system constraints.
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C.  Hua Mei Care Management Service

1.  Background to development

Although the numbers of support services have grown in recent years, many frail
older persons and their families find accessing and coordinating these services an over-
whelming challenge.  Lack of education, lack of awareness, the often-stringent acceptance
criteria and general navigation of an uncoordinated care system results in large gaps in care.

The Tsao Foundation, together with some other organizations, actively advocated for
the establishment of a care management service to meet that need.  As a result, a pilot
project funded by the National Council of Social Services, named the Hua Mei Care
Management Service (HMCM) was created in 1999.  After completion of the two-year pilot
implementation in March, 2001, the programme was found to be deemed effective, and as
such, two additional expanded programmes were funded.  HMCM became a duplication
model for the new programmes.

The goal of the Care Management Service is to create and maintain a network of
formal and informal services to support those elderly who are frail or living with cognitive
impairments, or who have complex health and social issues.  The primary aim is to assist
them to remain in their own homes and communities with optimal independence for as long
as possible.

2.  Target clients

Target clients for the care management service are frail elderly (65 years and older)
with complex chronic illnesses requiring medical follow-up and at least three social services
needs (e.g., finance, transport and home help).  Clients must reside within the designated
catchment area.

3.  Services

Services include:

(a) Assessment of the client’s medical and social needs versus available support and
resources;

(b) Identifying clients’ strengths and desired outcomes and setting common goals;

(c) Care planning in collaboration with the client and family;

(d) Matching available formal and informal services to the older person’s needs;

(e) Monitoring of acceptability and effectiveness of the care plan;

(f) Evaluation of the process and outcome of care.
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4.  Referrals

Major referral sources include hospitals, physicians, NGOs, families and neighbours,
volunteers and self-referral.

5.  Charges

The fees are charged on a sliding scale based on the ability of the client to pay.

6.  Staffing

Staffing consists of one nursing Care Manager who works with clients whose major
needs are medical, and one social work Care Manager who manages clients whose major
needs are social.  In addition, there is one Programme Coordinator for administrative
functions, and one Programme Director who trains, monitors and provides programme
supervision and support.  Each of the two Care Manager teams manages up to 70 active
clients at one time.

7.  Funding

The pilot project was funded by National Council of Social Services (NCSS),
who sought to support the development of a workable and effective care management model
for Singapore.  Operational costs of the ongoing programme are funded by NCSS at 50
per cent.

8.  Evaluation of impact

The evaluation conducted by the National Council focused on five outcomes, four of
which were attained by the Care Management Service, specifically:

(a) Approximately 25 per cent of care management clients would have been
institutionalized without these services;

(b) Eighty-five per cent of clients and caregivers were satisfied with the care linkages
provided;

(c) Access to services were facilitated for over 90 per cent of clients and care-
givers;

(d) Seventy-eight per cent of carers reported reduced burden and stress and an
increased ability to cope with caregiving.
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9.  Case study of one client

The description of one client, Mr. Ng (not his real name), serves as an example of
the complexity of coordinated services required to support a frail and dependent older
person at home.

CASE ILLUSTRATION

Main Problem – MOBILITY
(Needs Identified – Rehab and Equipment, Escort and Meals)

Discharged
from hospital
to OPD for

FU

Mr Ng

HMAC:
from 5.5.00

to date
(twice a
week)

PA
from July

1998

Holy Cross Church:
Befriender
& financial

assistance of S$50

Limited
assistance

from Flatmate
& Neighbour

HMMC
Eye

Screening:
FU at
NUH

Apex:
For maintenance rehab

from April to date
(once a week)

AH Day Hospital:
For 5 months rehab

St Luke’s:
For inpatient rehab
(stayed 3 weeks)

Red Cross Ambulance
for morning

appointments

HMSC:
For geriatric &

rehab assessment
& FU & donated a

wheelchair

Dorcas
Home Care:

Escort to HMSC, Apex,
NUH Tong Chye,

HMAC etc.

Shan You:
To construct a
wooden ramp

Rotary FSC:
Volunteers to buy

dinner & necessities

FCBC:
Spiritual support

HMCM

Mr Ng is a gentleman in his sixties who suffered a stroke and lived alone with
inadequate caregiving support.  Mr Ng was hospitalized, and the hospital social worker saw
no option but to place him in a nursing home, a prospect to which Mr Ng strenuously
objected.  The social worker subsequently referred him to the Care Management service.

At that time, Mr Ng’s mobility was restricted to sitting on the floor of his flat and
sliding to reach needed items.  He was not able to transfer to bed or commode and had
great problems with nutrition, personal care and elimination.  He was very depressed about
his circumstances and about the prospect of nursing home admission.
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The Care Manager arranged funding for an admission to inpatient rehabilitation,
with follow-up rehabilitation, initially at a geriatric day hospital and later at a day centre.
She further arranged a transport service to bring him to rehabilitation therapy, to HMSC
for ongoing medical monitoring and to the Acupuncture Clinic run by the Tsao Foundation
for acupuncture treatment.  HMSC organized the donation of a wheelchair and with the aid
of the rehabilitation, Mr Ng became sufficiently strong to transfer to the chair indepen-
dently.

The care manager coordinated with another NGO to build a simple wooden ramp
which allowed him to navigate the step outside of his flat, and a simple string and hook to
replace the ramp inside while he was out.  She applied for his transfer to a flat with a lift
landing, and ensured that the donated wheelchair was sufficiently narrow to fit through the
flat and the lift door.  Financial assistance was arranged through a combination of public
assistance and church funds.  Befrienders and meal delivery and spiritual support were
arranged through other NGOs.

Mr. Ng is now able, with minimal assistance, to live on his own in the community
and to get downstairs independently to socialize with his friends.  Without the multiple
interventions of the Care Management Service, he would have spent more years in a
nursing home.  Client advocacy, persistence and creativity are critical to patching together a
network of services to allow people in circumstances similar to those of Mr Ng to remain
at home.

Another HMCM client also expressed her feelings about the services offered in the
following way, “I am very happy.  Your service is so good and fast.  Even my children
would not be able to arrange such kind nor would they be willing to do so.  Now I can tell
my friends about your service.  They will not feel stranded or desperate if and when they
need help…”

D.  Hua Mei Training Centre (HMTC)

1.  Background to development

The ageing of Singapore has resulted in an increasing need for geriatric professional
and family caregiver training.  At the same time, there has been an increased awareness of
the importance of healthy lifestyles throughout the lifespan and a concomitant need for
training in health promotion.  The Foundation’s experience with community-based services
also highlighted the need for training and education to underpin all service delivery.

The Hua Mei Training Centre was therefore established to design and deliver a range
of educational and training programmes on a wide spectrum of health and ageing-related
issues.  The programmes are tailored for and targeted at a variety of public, professional
and non-professional audiences.
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2.  Programme objectives

The Training Centre programmes are designed to:

(a) Promote successful ageing throughout the life course in the arenas of physical
health, mental well-being and social support.  Included in these programmes are
worksite health promotion for young and middle-aged adults as well as active
ageing programmes with older people;

(b) Strengthen intergenerational solidarity across the generations.  Training
programmes include family carer training, public programmes on ageing issues,
and community and school-based programmes focused on bridging the gap
between generations;

(c) Support the development and quality of community-based services for older
people.  A range of programmes from elder care through dementia care for
volunteers, organizations and professionals fall under this umbrella.

3.  Strategic approach

Once an issue of concern has been identified (such as dementia or osteoporosis),
a public awareness campaign is undertaken through public forums and media strategy.
A training programme to enable individuals with requisite knowledge and skills to take
control of their own lives and health is then implemented.  The third step is targeted at the
professional carer for whom appropriate training packages are developed and disseminated.

The majority of training modules are developed in a “Train the Trainer” format to
maximize the multiplier effect and to utilize human resources and expertise most efficiently
in geriatric care.  “Train the Trainer” programmes have been conducted in a variety of
settings and in several countries in the Asian and Pacific region.

 The presentations usually range from short one to two-hour talks designed to raise
awareness or address specific issues to multi-day training seminars for families, volunteers,
workers, and health and social service professionals.

4.  Training portfolios

The four major training portfolios are:

(a) Elder care;

(b) Dementia;

(c) Health promotion;

(d) Psycho-emotional issues and support.
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The training modules include components that address knowledge, attitude, skills and
practical application.  The annex to this chapter lists the major topics covered in the
Eldercare training module as one example of the types of comprehensive training pro-
grammes that have been developed.

5.  Profile of trainers

Trainers from a variety of professional backgrounds were recruited to provide
interdisciplinary backgrounds and expertise.  The background of HMTC trainers includes
occupational therapy, psychology, social work and nursing.

6.  Training materials

Training packages were designed to stand-alone or to be used in a “Train the Trainer”
format.  A number of training packages are available in either CD-ROM or hard copy
transparency format.

7.  Impact

Several family members who have attended the trainings demonstrated satisfaction on
the programme.  For instance, in the family caregiver training in dementia, they have
reported that although caregiving clearly remains a challenge, the training made a positive
impact on their lives in terms of increased understanding of their relative’s behaviour and
their ability to apply practical skills to behaviour management.  They also reported having
felt less isolated from their interactions with other family members living with similar
situations.

Collaborative work with neighbourhood organizations and other NGOs has helped to
create a stronger network of training and service support for older people and their families.
For example, HMTC trainers train volunteers who work with older people in the Family
Service Centres or other voluntary groups providing community-based support services.

A critical need for family caregiver training led to the development of an in-depth
eldercare training programme adaptable to short topical training sessions or a series
of comprehensive training sessions.  The need for the training outstripped in-house
capacity and it was not feasible for trainers to deliver multiple short training and educa-
tion sessions across the island.  In addition, the team lacked capacity to train in all
required languages.

A comprehensive “Train the Trainer” Eldercare package was therefore developed, and
arrangements were made to train a group of trainers.  These trainers, working through local
community councils, can now offer this eldercare training on an ongoing basis.
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 8.  Regional work

The Hua Mei Training Centre has conducted in-country training in Malaysia and
Indonesia, and in conjunction with the Asia Training Centre on Ageing of HelpAge
International, held regional training programmes in Singapore.

E.  Youth Befriender/Service Learning Programme

1.  Background to development

It has been recognized that intergenerational solidarity and increased sensitivity to
ageing are important components of building a society that values and cares for older
people.

The Foundation addressed this need by developing a student volunteer programme in
1994.  The programme targets students aged 15-16 attending a local junior college.
The students are given a free time of one afternoon a week for a one-year long
programme.  They are matched in pairs to visit the homebound clients of the Hua Mei
Mobile Clinic.

The objectives of the programme are twofold: (a) to reduce the isolation of older
homebound people through weekly visits; and (b) to sensitize the students and increase
interaction between generations.  The students receive basic training in working with older
people from the staff of Hua Mei Clinic, make visits on a weekly basis, and provide some
assistance with some errands and light housekeeping for the older clients.

The testimonies of the students at the end of the programme attest to the richness of
this intergenerational experience and its impact on the students in helping and developing a
relationship with these older people who come from much lower socio-economic circum-
stances, and have had vastly different life experiences from their own.  Some students,
especially those who develop quite close relationships with the older people, continue to
visit their clients even after the end of the programme.  The older clients look forward to
and value the visits made from the young people.  One young volunteer wrote about her
experience, “…But the most important thing that I have gained is that I have made new
friends, in the persons of Madamme Loh, my granny and her cousin.  I will never forget
the lessons I have learned through my exchanges with them as well as their hospitality and
kindness”.

The programme has been fully documented as a duplication model and is available to
other agencies or schools.
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IV.  KEY FACTORS IN PROGRAMME SUSTAINABILITY
AND ADAPTABILITY

These programme models were developed for, and have proven effective, in an urban
setting of the relatively well-educated and resource-rich newly developed country.  Clearly,
replication in areas with similar circumstances, such as Hong Kong, China, has a higher
chance of success.  In fact, the HMSC-based model of strategically locating a community-
based geriatric clinic in a housing stock with a high concentration of older people and
linking it to social and support services has already been replicated and expanded in Hong
Kong, China.

The unique economic and social situation of each country has an impact on the
applicability and effectiveness of any model of care.  There is some commonality, however,
in countries of the Asian and Pacific region in their need for increased awareness and
understanding of ageing, for trained volunteers and professionals, for service coordination
and integration, and for government and NGO partnerships.  There is much to be learned
from each other in terms of strategies and experiences.

The key critical success factors are summarized below:

A.  Needs assessment

A thorough desktop and on-the-ground needs assessment and review of existing
services and resources formed an important planning base and was undertaken prior to the
launch of any new programme.

This comprehensive needs assessment covered perceived needs of older persons and
families, government priorities, other service programmes and changing societal trends.  The
assessment examined psychosocial as well as health and medical needs from an individual
and systemwide perspective.

The numerous site visits proved very useful in fostering cooperative relationships, as
well as providing insights into “the true story” of what services are offered and the
challenges they faced.

In light of the absence of local models, research and analysis of overseas models
proved very useful in service planning, although these models needed to be modified to the
local context.
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B.  Programme planning

The programmes were implemented in phases to ensure adequate resources as well as
to allow for adjustments based on experience.  Adequate resource planning and the
flexibility to scale back as needed contributed to sustainability.

The scope and limitations of the programme were defined from the onset.  This was
particularly important in a resource-scarce environment.  For instance, the Hua Mei Mobile
Clinic programme, although catering to the needs of frail elderly, cannot accept bedbound
patients without a caregiver, as it does not provide a 24-hour or home help services.  The
programme’s scope and services were clearly defined to potential referral sources so as to
maximize the number of appropriate referrals.

Ongoing monitoring and modification were also keys to the success of the
programme.  In the clinical arena, for example, care plans must be monitored and adapted
to changing client needs.  Training programmes need to address new issues in health and
aged care in order to stay relevant.

The service providers have a tendency to plan and deliver services without adequate
consultation and input from the older people themselves.  The staff needed to re-orient their
thinking of older people as partners in, rather than recipients of, care.  This has proven an
ongoing, but crucial, challenge.

C.  Outreach

The strong outreach programme was essential to building a client base, community
support and an in-kind and actual funding support.  A concerted effort was made to pay
personal visits to key community leaders, service providers, institutions, government officials
and the private sector on an ongoing basis.

D.  Media

The media proved very effective in reaching large numbers of people quickly and in
raising awareness of and support for ageing issues and programmes.

They were instrumental in building knowledge of Foundation programmes, attracting
audiences to education and training programmes and recruiting volunteers.  The media were
thoroughly briefed through press releases and interviews.  The most media-effective stories
were often those with a personal portrayal of an older person and his or her family.
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E.  Resource mobilization

As Tsao Foundation services are targeted primarily at low-income elderly, funding
is a significant issue.  The mixed economy funding strategy; fee for service; various
government grants and subsidies; co-funding partnerships with other foundations/community
funding agencies; and a lean administrative and support staff, as well as charitable status to
attract tax-deductible donations, all contribute to financial stability and programme
sustainability.

F.  Training

The initial in-house training proved critical in setting a standard of care, ongoing
improvement of the quality of care and decreasing staff stress.

The mentoring approach of teaming a junior with a more senior staff has proven an
effective tool for staff development.

G.  Internal synergy

As described, the Tsao Foundation runs a number of eldercare services, with
associated economy of scale, and cross-fertilization and support among programmes.
The Seniors Clinic, for example, does not have its own social worker staff, but can always
tap on a mobile clinic social worker, or refer the client to the Care Management service.
In the same manner, the Care Management team can also call on the Clinic physicians for
advice and back-up.  Regular cross-programme meetings and in-service training sessions
are held.

H.  Team building

The Foundation has earmarked time and resources to deliberate ongoing team
building.  Community-based staff take on new and expanded roles from their previous
institutional base and work in an environment of service shortage.  Team-building exercises
help to clarify new roles, enhance communication and mutual support and decrease stress,
resulting in better patient care and job satisfaction and retention.

The Foundation also runs an ongoing programme called Continuous Quality Improve-
ment through which the mission, objectives, and quality measures of the programmes are
developed and clarified.  The staff reported that the programme has provided them with a
shared sense of purpose and given them tools by which to objectively measure the process
and outcomes of care.
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I.  Networking

Strong relationships with other service providers have proved invaluable in arranging
client services such as respite or rehabilitation, and in collaborative care and service
planning.

Networking with other local and regional community-based and institutional providers,
as well as with relevant government ministries has been critical to the programme
development and growth.  The Foundation staff took a very proactive approach to
establishing networks and coordinating services with other institutional and community-
based service providers, and devoted many resources to supporting the development of the
first network of community care providers.

The Foundation chairs the Home Medical Care Network to which all six existing
home medical services are members.  The Ministry of Health has utilized the network as
a resource, commissioning them to develop home medical service guides and quality
standards.  Acting as a network, the programmes are in much stronger position to influence
service planning and policy issues.

J.  Links with Government

A close working relationship with relevant government ministries was fostered from
programme inception.  The Foundation has regular meetings with the government offices
concerned, prepares regular reports and keeps appropriate departments informed of
its activities and plans.  The head of the Foundation has been appointed to a number of
high-level government, ministerial and NGO committees, where she strongly supports home
and community-based services, and a coordinated community-institutional system of care.

V.  KEY CHALLENGES

A number of challenges to service delivery, comprehensiveness and expansion remain.
The key obstacles are described below:

A.  Inadequate service coverage

The lack of core community-based services greatly impedes attempts to provide
comprehensive care.  Care managers need to be very resourceful and creative in piecing
together social services from informal networks (i.e., neighbours for phones, local hawkers
for food) and are often unable to create an optimal system of support.
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Recent changes in hospital funding structures have placed more pressure on hospitals
for early discharge.  Piecing together adequate home-based support services prior to
discharge is often very difficult.

An islandwide service coverage is restricted both in terms of absolute numbers of
older persons served and the geographic areas covered.  Some areas have a high concentra-
tion of services, while others are underserved.

Stronger integration with hospitals is needed in many areas, especially in discharge
planning and sharing of resources.  There is a lack of coordination between institutions and
community health services, resulting in insufficient communication about common clients
and inability to provide coordinated care.

There is also insufficient integration and networking among community-based
services, impeding the ability to create a continuum of care.

An evaluation of pilot case management programmes conducted by the National
Council of Social Services found that the major challenges to providing coordinated and
comprehensive areas are shortages in the areas of:

(a) Befrienders to decrease social isolation;

(b) Affordable and available nursing home and respite beds;

(c) Accessible transport and escort services;

(d) Meal delivery over the weekends.

B.  Lack of appropriately trained staff

The success and effectiveness of any direct service programme depends heavily on the
training and dedication of the staff.  The qualified geriatric-trained candidates tend to
gravitate towards positions in institutional settings.  It is still difficult to recruit staff who
have the passion and commitment for community work which is perceived as less
glamorous than an institutional work.  The lack of a defined career path and, in some cases,
non-competitive salary offered in community work, is also a deterrent to some.  Community
work, by its very nature, is physically taxing and involves being out of the office for
most of the days, walking and climbing stairs, and visiting cramped and uncomfortable
housing.

This shortage of geriatric-trained and oriented physicians, nurses, therapists and other
health-care professionals has a big impact on programme expansion to meet the increasing
current and future needs for aged care.  There also remains a lack of staff who are
adequately trained in family counselling and mediation.
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C.  Funding constraints

Despite strong government policy support for community care programmes, there
remains a lack of adequate funding.  Funding assistance is limited and NGOs need to raise
fund for at least a portion of the capital and operating costs.

These limitations in funding and trained personnel restrict the scaling up of
community-based services to meet the needs of the growing numbers of frail elderly.

D.  Caregiver issues

Attitudes towards older people and ageing remain, in many cases, fatalistic; believing
that disease and disability are part of “normal ageing” they are not amenable to interven-
tion.  Public education and awareness campaigns as well as individual client work can go
far to influence such mindset.

Low-income families, facing multiple financial and social stress, are often unable to
cope with caregiving burdens in the face of inadequate community-based support.  This
results in a poor quality of life for the older person and the family, and in some cases,
premature placement in a nursing home, if and when such is available.

VI.  SUMMARY

Community-based services are a vital cornerstone of any care system for frail older
persons and their families.  There are multiple challenges facing any community-based
service or training programme.  Yet, it is critical to work towards effective sustainable
models that support a quality life for older people living in their own homes and
communities for as long as possible.

The Tsao Foundation has worked towards the development of an integrated system of
services, wide ranging training programmes and support of community networking over the
last ten years to support ageing in the best possible place.  Careful planning within the
limits of resource constraints, building strong partnerships and collaborations with govern-
ment and NGOs, sourcing funding from a variety of sources and a strong commitment to
staff training, have proven critical to programme success.  Many organizations in many
countries can also accomplish all or some of these tasks, and indeed, the Foundation learned
many of these lessons and skills from its regional and international partners.

The Tsao Foundation looks forward to sharing its programme models, successes and
challenges with other countries, working in partnership with them to support quality life for
older citizens and building stronger foundations for successful ageing.
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ANNEX

The Tsao Foundation’s Eldercare Training Module

Major topics:

1. Are you a carer?

2. Normal ageing

3. Back care

4. Helping the older person to bathe

5. Changing an occupied bed

6. Changing a diaper

7. Helping the older person dress

8. Constipation

9. Eating – special challenges

10. Falls prevention and home safety

11. Foot care

12. Incontinence

13. Medications

14. Mental health

15. Mobility aids

16. Nutrition

17. Oral hygiene

18. Skin care

19. Transfers and positioning

20. Training techniques

21. Helping mom/dad be healthy

22. Carer stress

23. Communicating with the older person

24. Death and dying

25. The emotional side of caring

26. Exercises and activities

27. Planning for the future

Note: Modules can be taught on a stand-alone basis or as part of a training package.
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