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Foreword

Pandemics, frequent natural disasters and conflicts --- crises are occurring unceasingly
around the world. The rapid ageing of the world's population is also sometimes referred
to as a "silent crisis”. The past hundred-plus decades have seen dramatic improvements
in the physical health of humanity, and aging is a natural consequence of the improvement
and evidence of the success of public health.

Is what lies ahead a crisis or a new opportunity for a better future? Health should
be physical, mental, and social wellbeing. Nothing would be more ironic if the attainment
of physical health could only be achieved at the expense of mental and social wellbeing.
How can we reform our society so that each individual can achieve truly well-balanced
health and dignified life in older ages?

This book was compiled to contribute to the promotion of policies toward
healthy ageing in each country by presenting theoretical and empirical evidence from
around the world on the social determinants of healthy aging and concrete policy options
based on this evidence.

Although the situation in each country is extremely diverse in terms of people,
national institutions, and environment, the policy options presented are all based on
simple, fundamental theories and principles about the social determinants of health, and
we sincerely believe that readers can find useful options that can be applied to the readers’

country.
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Executive summary

As the global population is ageing rapidly, the environment surrounding the social
determinants of health of older adults is also changing. Considering the recent social
changes, such as the expansion of Internet and Communication Technology (ICT) use,
this report summarises the evidence related to healthy ageing in line with the World
Health Organization’s (WHO) list of social determinants of health and provides specific

practical theories and case studies to achieve healthy ageing society.

Evidence: Social Determinants of Healthy Ageing and Evidence-based
Approach by Topic

1) Socioeconomic status (SES):

EVIDENCE: Socioeconomic status, including education, work environment and
income/wealth, significantly impacts mental and physical functions in old age. SES is
often difficult to improve through individual efforts and even more difficult in old age.
SOLUTION: Establishing systems and services in the community and society with
which older people can optimise their SES. Because access to medical services
sometimes leads to catastrophic payments, establishing universal health coverage
(UHC) and/or reforming existing UHC systems to align current and future population
ageing should be achieved. The valuable policy options include cash transfer
programmes which can be either conditional or non-conditional. Microfinance is

another scheme of protecting financial security.

2) Life Course:

EVIDENCE: Lack of early life education and adverse childhood experiences are
negatively associated with healthy ageing in later life.

SOLUTION: Interventions to ensure early educational opportunities and prevent
adverse childhood experiences (ACEs) are essential and effective in maintaining

functions in old age.

3) Social relationships (Social isolation, Loneliness):

EVIDENCE: Isolation and loneliness were identified as substantial health risks for older
people.

SOLUTION: Regarding a solution, individual- and relationship-level interventions,



either face-to-face or digitally, as well as community-level strategies to improve
infrastructure and age- friendly communities are expected. For example, the promotion
of exchange activities in the community (e.g. Japanese ‘place-to-go’ projects) that foster

rich social relationships among older adults is effective.

4) Community Social Capital:

EVIDENCE: Community social capital affect older adults health regardless of their
individual socioeconomic and psychosocial statuses.

SOLUTION: Fostering community social capital by strengthening the trustful
partnerships across organizations (community organizing) can bottom up the wellbeing

of older adults in the community.

5) Physical (built) environment (In-house environment/Outside built environment):
EVIDENCE: The built environment of the home and community has a strong impact on
healthy ageing.

SOLUTION: Policies to ensure safe houses and measures to promote improved heating
and insulation are effective. Although further evidence is required, it has been shown
that in communities, promoting attractive urban designs that increase walkability and
make people want to socialise and go out can improve the lifestyle and raises the health

of people, including older adults.

6) ICT access and use:

EVIDENCE: Large inequalities in access to and use of the Internet (digital divide) are
evident among older adults.

SOLUTION: The use of new ICT-based communication methods can maintain and
improve physical and mental functions, social connections, and health behaviours, even

during restrictions to in-person interactions.

7) Discrimination and Stigma:

EVIDENCE: Ageism (including age-based institutional discrimination) is particularly
significant in lower-income countries and increases the risk of loneliness and
cardiovascular disease. Its effects are more likely to be felt by those who are socially
disadvantaged.

SOLUTION: Measures have been taken to reduce legal discrimination (eliminating
discriminatory rules), raise awareness (increasing understanding of ageism), and

promote mutual understanding by increasing intergenerational exchanges.



Policy Options and Tools based on the three WHO- Commission on Social
Determinants of Health (CSDH) recommendations

The WHO Commission on Social Determinants of Health (CSDH) (World Health

Organization, 2008) has three recommendations.

1. Improve Daily Living Condition aims to create a comprehensive social environment
beyond the health framework. Then communities and societies will be organised and
people and organisations will be empowered. Such actions can be achieved by the
coordinated efforts based on the concepts of Health in All Policies (HiAP).

POLICY EXAMPLE: Age-friendly cities initiative —design and adapt natural and built
environments for residents of all ages and different capacities

USEFUL TOOL: “Checklist of Essential Features of Age-friendly Cities” for a city’s

self-assessment and a chart for progress.

2. Tackle the Inequitable Distribution of Money, Power, and Resources by
establishing a system to strengthen governance from the community to national level-

vertical collaboration (interactions among at least two sectors operating at different

levels within a city, a government, etc) and horizontal collaboration (intersectoral

collaboration in a community).

POLICY EXAMPLE: Achieving UHC, poverty reduction measures (eg.,microfinance,
conditional and unconditional cash transfer programmes)

Creating and sustaining intersectoral collaboration in a community (eg., community-
based integrated care system, developing inclusive community in Japan)

USEFUL TOOL: Organizational Coordination Checklists (e.g. Japan’s Regional

Comprehensive Care System is an effective approach).

3. Measure and Understand the Problem and Assess the Impact of Action by
utilizing existing tools.

USEFUL TOOL: WHO's Health equity surveillance items encompass social
determinants of health as well as the causal pathways leading from daily living
conditions to structural drivers of health inequalities. Integrated Care For Older People
(ICOPE) covers practical care pathways for addressing priority conditions associated
with a decline in capacities. Urban Health Equity Assessment and Response Tool

(HEART) make it possible effectively use regional diagnosis data and a health equity
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perspective to enable policymakers from different sectors to cooperate in tackling health

inequities.

Reference
World Health Organization. (2008). Closing the gap in a generation: Health equity through

action on the social determinants of health. Geneva: World Health Organization.
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Introduction

Following the Industrial Revolution, which began in the 18th century, the development
of societies produced a number of extraordinary public health achievements, including
sanitation, reproductive health/rights, food and nutrition, and access to health care, in
addition to the accumulation of wealth. Humanity enjoyed unprecedented prosperity and
simultaneously, for the first time, experienced 'longevity'. There are more than 700
million people aged 65 and older worldwide. Of these, more than 240 million currently
reside in the World Health Organisation's Western Pacific region (WPR), and this number
is expected to double by 2050. This region is estimated to experience the world's most

dramatic rate of ageing in the coming years.

Transformation of all social systems is required to ensure that all population groups, not
only older people, can live flourishingly as they age. In particular, the health care system
must be transformed. In Japan, which currently has the world's oldest population,
systemic reforms have been implemented to address population ageing, including the
establishment of long-term care insurance in the 2000s. However, the road has not been
an easy one. Furthermore, it has taken more than 20 years of learning and repeated failures

to develop the system into a sustainable one.

The Regional Action Plan on Healthy Ageing in Western Pacific (2021), presented as the
successor to the Regional framework for action on ageing and health in the Western
Pacific (2014-2019), states five important objectives to achieve healthy ageing. It
suggests that a lifelong, multisectoral approach is required to prepare for population
ageing. It recognises that health at an older age results from a lifetime accumulation of
individual and environmental exposures. Various socioeconomic factors from birth to
death can induce various ageing trajectories. Therefore, sectors working on all-age groups

should work together to ensure that everyone achieves healthy ageing.

In the Action Plan, equity was repeatedly mentioned as an important point of view to
align health systems to achieve healthy ageing. Therefore, specific measures based on an
understanding of the social determinants of health (SDH), the conditions in which people
are born, grow, work, live, and age, and the wider set of forces and systems that shape the
conditions of daily life, are crucial (WHO, 2008). The Action Plan introduces major social

determinants that affect the health of older adults within the Western Pacific Region

12



(WPR), and summarises the available and effective interventions to mitigate the impact
of the SDH. In response, this report aims to support policy making in line with national
realities by focusing on some SDHs that will be particularly important in the countries in

the WPR, and by presenting relevant specific policy and intervention options.

Social determinants of healthy ageing include individual socioeconomic and psychosocial
factors. In addition, they include further macro-societal contexts, including economic
policies and systems, development agendas, social norms, and political systems. From
the numerous social determinants, we selected topics that were covered in the report,
‘Closing the gap in the generation’, the first ever evidence-based guide to address SDH
in the global, national, and regional contexts, published in 2008 (World Health
Organization, 2008). In addition, in this report we cover two specific topics for older
people in this report. First, access to ICT, an emerging topic that was not covered in the
2008 WHO report. More than a decade later, ICTs have become an important social
infrastructure and the COVID-19 pandemic dramatically accelerated their use. We
recognise that ICT access has become an important social determinant of healthy ageing,
which should provide both the threads and opportunities for health equity (Kondo et al.
2021). Second, ageism. This is because various forms of age-related discrimination are
extremely important topics when considering measures to address SDH among older
people (World Health Organization, 2020).

Reform takes time. With a comfortable start and strategic and continuous reforms, it is
possible to transform this coming major demographic transformation into an opportunity
rather than a crisis. When should we start creating healthy ageing societies in the WPR?

The answer is now.

Dr. Yuiko Nagamine
Prof. Naoki Kondo
Co-Editors

References
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EVIDENCE: Social Determinants of Healthy
Ageing and Evidence-based Approach by
Topic

Numerous studies revealed that socioeconomic factors were important determinants of
healthy ageing. This chapter presents evidence on the association between representative
social factors, such as income and employment, and the main outcomes related to healthy
ageing: social, cognitive and mental, and physical functions. Education, also a classic
SES factor, will be mentioned in the life-course section. These can be referred as evidence
for the policy options in Chapter 1. Evidence for interventions will also be presented, if

available.

I. Classic SES (Income and Employment)

Socioeconomic status (SES) is a fundamental determinant of health in society (Link and
Phelan, 1995). Income, employment, education, and related factors have been repeatedly
studied as factors of SES since the beginning of the SDH research in the 1970s. Therefore,
these three factors are called ‘classic’ in the field. Lower SES has been correlated with
increased risks of nearly every major cause of premature mortality (Smith et al., 1996).
In addition, socioeconomic inequalities in health status are not just a threshold effect of
poverty; there is a ‘gradient’ across the SES level. Fig.I.1 shows the functional limitations
by levels of poverty. The message here is clear: the relation between SES level and health
is graded, indicating that the odds of having a functional limitation decreased with
distance above the poverty line. In other words, the higher class hasve better health than
the middle class, who in turn, have better health than the poor. This is referred to as the
social gradient in health (Marmot, 2004).

The age category of the greatest health inequalities is mid-adulthood (40-65 years).
Furthermore, health inequalities tend to narrow as people enter old age (65 years and
older). Universal social pension, an important element of a social protection system,
becomes active at this age and improves living standards, which may account toward the
narrowing to an extent. However, the gradient does not disappear. In fact, as shown in

Fig.I.1, a social class gradient in functional limitations has been found in older
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populations (Minkler et al., 2006).

In the following section, we describe two dimensions of SES (income and employment)
as potential determinants of health in the Western Pacific Region and propose evidence-

based social protection in case of specific shocks of older adults, such as lower income

and loss of employment.

Figure 1.1 Odds Ratios for Functional Limitation, According to Age Group, Sex, and

Poverty Level
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Figure 3. Odds Ratios for Functional Limitation, According to Age Group, Sex, and Poverty Level.
Data are from the Census 2000 Supplementary Survey/American Community Survey.'” Data analysis controlled for race or ethnic group
and the level of education of respondents. The reference category is 700 percent or more of the poverty index, which starts at $57,813
for an older adult living alone and rises to $124,327 for a four-person household. I bars indicate confidence intervals.

Source: Minkler et al., 2006
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Figure 1.2 Under-5 mortality rate per 1000 live births by level of household wealth
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Source: Gwatkin et al., (2007), using DHS (Department of Health and Social Care) data

Income, employment, and health

Some income-related conditions are associated with older adults' functional ability in
countries in the WPR, including income and financial status, such as household income,
adequacy of income, and home ownership (Fig. 1.2). Evidence indicated that lower
income levels were associated with a worse functional ability, assessed using the
Activities of Daily Living (ADL) or Instrumental Activities of Daily Living (IADL)
(Jatrana & Chan, 2007; Zhong et al., 2017; Yang et al., 2018; Park et al., 2010; Jiang et
al., 2021), and worsened cognitive function, assessed using the Mini-Mental State
Examination (MMSE) or Subjective Cognitive Decline Questionnaire-9 (SCD-Q9) (Kim,
2017; Kang et al., 2021; Lin et al., 2022; Kim & Cha, 2021).

Employment is considered as a source of financial benefits and opportunities to interact
with others and play a role in social activities for older adults. Furthermore, some studies
assessed the health effects of employment-related conditions in countries in the WPR.
Unemployed older adults had a lower functional ability, assessed by long-term care
insurance certification or self-reported difficulties in ADL (Ide et al., 2020; Le et al.,
2020), and a lower cognitive function, assessed by the MMSE or Community Screening
Interview for Dementia (CSI 'D') (Okamoto et al., 2018; Roystonn et al., 2020). In
addition, the transition into retirement leads to poor self-reported physical health status.

However, such effects were partially mediated by financial status (Lee and Kim, 2017).

17



Interventions for income and employment to improve health inequalities

Universal health coverage (UHC) means that everyone receives the health services they
require without suffering financial hardship. People living in households with older
people were more likely to experience financial hardship related to out-of-pocket
healthcare expenditures (World Health Organization and World Bank, 2021). To reduce
financial hardship, in addition to UHC, the implementation of health financing measures
for older people should be considered. However, UHC is difficult for many countries to
achieve due to multiple requirements, such as financial backup and primary health care
and life course approaches (World Health Organization and World Bank, 2021).

As possible approaches toward financial protection for older people, we focus on
microfinance and cash transfer programmes, which are widely accepted for various age
groups globally. These two approaches were focused on since they could be a relatively
easy first step for any income group. They aim to reduce poverty by providing money
directly to low-income individuals and households. Furthermore, they aim to invest in

human capital by providing employment and learning support.

Microfinance
Microfinance is the provision of financial services, such as small unsecured loans, savings,
insurance, and remittances, for low-income people excluded from formal financial

services.

Microfinance institutions help people increase their access to health care (Geissler et al.,
2015) and alleviate the risks of health shocks (Reed et al., 2015) by providing health
education and services as well as financial services (Leatherman et al., 2011). Although
numerous studies show the effectiveness of microfinance and its impact on poverty,
limited studies have focused on its effects on health. A systematic review of 33 articles
showed that microfinance improved population health, such as maternal and child
health, malaria and other infectious diseases, and domestic violence (Leatherman et al.,

2012). However, no evidence has been reported on the health of older people.

Rotating savings and credit associations (ROSCAs)! is another form of a mutual

! In a ROSCA, members are required to deposit a fixed amount of money in regular meetings. An

assigned member takes the aggregate deposit in each meeting. This process continues until all members
take the deposit (Kondo and Shirai, 2013).

18



financial system that builds strong structural social capital (Bouman, 1995). Only few
studies have examined the effects of ROSCAs on health in an older population. A cross-
sectional study showed that active participation in mujin -a traditional Japanese ROSCA-
was associated with strengthened social capital and better higher-level functional
capacities among older adults (Kondo et al., 2007). Longitudinal studies on the effect of
mujin on health outcome revealed that older people who intensively and enthusiastically
participated in mujin were more prone to maintain functional capacity (Kondo et al.,
2012). Furthermore, mujin helped older people maintain their independence in a higher-

level functional capacity (Sato et al., 2019).

Cash transfer programmes

Cash transfer programmes are also social protection programmes to redistribute income
to low-income households and provide them with financial assistance in cash. There are
two types of cash transfer programmes: conditional (CCTs) and unconditional (UCTs)
(Afzal et al., 2019).

Conditional cash transfer programmes (CCTs)

Conditional cash transfer programmes (CCTs) provide cash transfers, usually to mothers,
on the condition that they send their children to school and regular health check-ups
(Fiszbein et al., 2009: Gaarder et al., 2010). We introduced the idea and evidence of this

approach as an intervention to mitigate the effect of SES.

CCTs usually target poor households with infants and school-aged children. Furthermore,
abundant studies have reported the impacts of CCTs on their school enrolment and
attendance and health check-ups visits (Fiszbein et al., 2009). Although previous research
on the effects of CCTs on the health of older people is limited, some studies from Mexico
reported a benefit. The Mexican PROGRESA/Oportunidades requires all adults who
lived in a household receiving beneficiaries to have one preventative health check-up
yearly and at least one family member to attend a regular health education training
sessions (Adato et al., 2000). A study showed that the programme led a 4% decline in
average, municipality-level mortality rate for people aged 65 and older in a beneficiary
household. Furthermore, deaths due to infectious diseases, nutrition, and anaemia and
diabetes related fatalities were reduced (Barham and Rowberry, 2013). Another study
found that the programme increased health clinic attendance for people aged 50 and older.
There were also improved health-related outcomes, such as reduced ill days and days

where they could not perform their normal activities over the past four weeks, reduced
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proportion of self-reported high blood pressure, and an increased proportion of the ability

to carry out vigorous activities in older women (Behrman and Parker, 2013).

Unconditional cash transfer programmes (UCTs)
Unconditional cash transfer programmes (UCTs) provide cash for eligible individuals and

households without any requirement. Social pension for older people is a UCT.

A few studies worldwide have investigated the effects of UCTs on health outcomes.
Strupat (2021) reported through a literature review that old-age pension could improve
the mental health and self-reported health of older adults (Strupat, 2021). A study from
China showed that pension enrolment (New Rural Pension Scheme: NRPS) improved
older pensioners' IADL as well as psychological well-being and cognitive function.
Research on the well-being of older people in Brazil and South Africa suggested that non-
contributory pension programmes could improve functioning and capabilities, which

included life satisfaction and social participation (Armando, 2004).
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II. Life course

Factors that contribute to healthy aging do not emerge only in old age; these are formed
during the ageing process. Therefore, a life course concept is crucial, and later life is
influenced by various life courses, starting with the surrounding environment when an
individual is born and early life education. It is necessary to focus on factors positively
or negatively related to healthy aging in older age from a life course perspective and
examine the possibility of earlier intervention. This section discusses early life
education and adverse childhood experiences (ACEs), which have a particularly strong

impact on health outcomes in older age.

Early life education

Numerous studies revealed that those with higher education had a longer life expectancy
than those with lower education among various populations (Bijwaard et al., 2015;
Chetty et al., 2016). Educational attainment was associated with life expectancy and
various healthy ageing related outcomes directly and indirectly, such as risk of cognitive
functional decline (Livingston et al., 2020), exercise habits (Liu et al., 2015), smoking
habits (Lin and Gebel, 2021), and compliance with chronic disease medications
(Nagamine et al., 2022).

Referring to Glymour et al. (Social Epidemiology 2nd ed.), three hypotheses could be
considered as mechanisms of the association between educational attainment and
healthy ageing related outcomes. First, higher educational attainment was associated
with higher income in adulthood. Thus, education was related to changes in physical
and cognitive functions via income. Second, education could provide the power to judge
what was healthy and what was not. Third, social networks acquired through schooling
had a significant impact on later work and life itself, which may be related to healthy

ageing through occupation and income.

Although they have not been tracked over a long period of time into old age, approaches
that guarantee education no matter the family environment a child is born into have
been adopted in several countries. In addition, some results have been reported. The
Head Start programme launched by the US government in 1964 is an example. This
programme aims to improve learning and social skills and the health status of poor

children so that they can start their schooling as more advantaged peers. The
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government implemented early childhood education, health support, and other services
for poor children aged 3-5 years and their family. In 2012, the US government invested
approximately 80 million dollars to expand the programme to support a million
children. In a study that examined the 14-year effect of the programme, the participants
showed better educational outcomes and self-reported health compared to non-
participant siblings (Deming, 2009). Another study showed that participants were 19%
less likely to smoke than non-participant siblings (Anderson, 2010).

An accumulation of factors, starting from education or schooling, will affect an
individual’s health in later life through their life course. Hence, as an intervention, it is
necessary to guarantee that children can achieve self-fulfilment with their motivation
and ability, regardless of their family environment. The presence or absence of such
national interventions can be a determining factor toward children’s health and healthy
ageing. To provide more specific intervention ideas, the following paragraphs will focus
on the impact of childhood adversity experiences, such as a poor family environment,

on the child's future.

Adverse childhood experiences and outcomes throughout life course

ACEs have been widely recognised for their long-term negative effects on health and
wellbeing throughout life course over a few decades. The original landmark CDC-
Kaiser ACE study, reported in the 1990s, targeted 13,494 adults who lived in the
Southern California (mean age: 56.1 years) and enquired regarding seven types of ACEs
and risky behaviours and diseases (Felitti et al., 1998). The results were striking; more
than half of the participants had experienced a type of adversity in their childhood.
Furthermore, the number of ACEs showed a dose-response relationship to the presence
of various risky behaviours and diseases in adulthood, which included suicide attempt,
substance abuse, ischemic heart disease, cancer, chronic lung disease, skeletal fractures,
and liver disease, etc. Although ACEs measurements varied among studies (Bethell et
al., 2017), an increasing number of studies revealed the harmful effects of ACEs on
numerous outcomes later in life (Hughes et al., 2017), such as dementia (Tani et al.,
2020), functional limitation (Amemiya et al., 2018), fewer remaining teeth (Matsuyama

et al., 2016), and even additional medical costs (Isumi et al., 2020) among older adults.

ACE:s cause chronic and accumulated toxic stress and change neuroendocrine stress

responses, the immune system, and brain development (Johnson et al., 2013). In
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addition, these experiences lead to disrupted development, undertaking of risky
behaviours, and development of diseases, disabilities, and even early death (Figure II.1)
(Shonkoff and Garner, 2012). If ACEs could be prevented, the potential reduction of
negative outcomes in adulthood was estimated to be 1.7%, 23.9%, 27.0%, and 44.1%
for overweight or obesity, heavy drinking, chronic obstructive pulmonary disease, and
depression in the United States, respectively (Figure I1.2) (Merrick et al., 2019).
Therefore, the ACEs study highlighted the importance of addressing various stressors
that occurred in children’s lives and life-course approaches to prevent its negative

effects and promote better health outcomes throughout the life span.

Figure I1.1. The pathway from ACE:s to illness across a life span
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Figure I1.2. Potential reduction of negative outcomes in adulthood
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Approaches to mitigate the negative effects of ACEs

Although even children face adversities, some demonstrate ‘resilience’, a capacity to
show positive, adoptive responses and healthy development. Resilience is built with the
presence of supportive caregiving, development of coping skills and self-regulation, and
positive experiences (National Scientific Council on the Developing Child., 2015). Since
the nature of ACEs is complex and multidimensional, no single preventive programme
can target them all at once. Instead, there are several programmes to approach populations
identified as high risk of specific or multiple ACEs in the setting of parenting programmes,

early childhood interventions, and trauma-informed community-based initiatives.

1) Parenting programmes

Creating a safe, stable, and nurturing parent-child relationship is an essential protective
factor to promote child development and enhance resilience. (Centers for Disease Control
and Prevention, 2014) An evidence-based parenting programme, Positive Parenting
Program (Triple P), is delivered in layers to approach universal parents (group-based
sessions) to parents with high needs (home-visit sessions) (Sanders et al., 2014). Over
100 studies on Triple P showed favourable social, emotional, and behavioural outcomes
in the children and improved parenting practices (Sanders et al., 2014). Parent Child
Interaction Therapy (PCIT) is a behavioural parent training programme via coaching
parent-child interactions during group-based sessions (Hakman et al., 2009). RCTs
studies with PCIT found that it decreased child behavioural problems and parenting stress

and reduced child abuse recidivism (Thomas et al., 2017; Thomas and Zimmer-Gembeck,
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2011). Home visiting programme is another promising intervention to reduce child
maltreatment and adversity (Avellar and Supplee, 2013). Nurse Family Partnership
(NFP) targets low-income first-time mothers and continues home visits by nurses from
pregnancy till the child is aged 2 years to improve birth outcome, child development, and
parental life-course. Numerus studies, which included RCT with a two-decade follow-up,
reported favourable outcomes, such as fewer child death, injuries, and maltreatment,
reduced intimate partner violence, fewer youth crimes, and reduced food stamp payment
(Miller, 2015; Olds et al., 2014; Olds et al., 2010).

2) Early childhood intervention

Early childhood education programme is another intervention to promote better
development in children, which will help them achieve success during their life course.
Perry Preschool Program provided a high-quality education programme to promote
intellectual and social development in African American children from low-income
families in the 1960s (Heckman et al., 2010). The benefits of early intervention continued
through the mid-50s (Heckman and Karapakula, 2019b; Schweinhart et al., 2005), and
spread to the siblings and even the next generation (Figure II.3) (Heckman and
Karapakula, 2019a). Early childhood interventions have been implemented and
confirmed similar better outcomes in developing countries, such as Jamaica. A two-year
home-based intervention was implemented to provide nutritional supplements and
psycho-social stimulation among children with stunted growth, and both had independent
and additive effects on their mental development (Grantham-McGregor et al., 1991). In
addition, participants showed increased earnings by 25% after 20 years (Gertler et al.,
2014).

Figure I1.3. Long term and intergenerational effects of the Perry Preschool Program
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Complete high school without suspension 40% = ® 67%
Never be suspended, addicted or arrested 40% = * 60%

Be employed full-time or self-employed 42% = * 59%

20% 40% 60% 80%
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3) Trauma-informed community-based initiatives
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Resilience can be promoted at the individual level as well as community levels through
trauma-informed practices (Tebes et al., 2019). The ‘Trauma-informed’ approach is
represented in 4Rs: 1) realise the impact of the trauma, 2) recognise the signs and
symptoms of a trauma, 3) respond with comprehensive and integrated practices, and 4)
minimise re-traumatisation (Huang et al., 2014). Community-based trauma-informed
practices have emerged to provide training in a trauma-informed approach among
community stakeholders to foster collaboration and networks across services and sectors,
which will be a ‘social scaffolding’ for children and families (Ellis and Dietz, 2017,
Hargreaves et al., 2017; Matlin et al., 2019). Some positive changes have been reported
through building awareness of ACEs, such as increasing family support, reducing of risky
behaviours of youth, a positive school climate, and student success and community
development (Verbitsky-Savitz et al., 2016). Enhancing community capacity to provide a
seamless continuum of trauma-informed practices is beneficial to support children and

families to promote their wellbeing in later life.
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III. Social relationships (Social isolation and

Loneliness)

Social relationships were already mentioned as important social determinants of health in
the 2008 WHO report. Recently, increasing research has focused on the association
between isolation/loneliness and health. Responses to the defects of social relationships
have become increasingly important, and some countries have even established ministers
to combat isolation and loneliness. Several studies have investigated the relationship
between isolation/loneliness and healthy ageing related outcomes. In this section, we
present the relationship between individual-level social relationships and healthy ageing

outcomes, and evidence for interventions.

Definitions of social isolation and loneliness

Social isolation is defined as ‘the objective absence or paucity of contacts and interactions
between a person and a social network’ (Gardner et al., 1999) or ‘an objective lack of
meaningful and sustained communication’ (Poscia et al., 2018). Briefly, it refers to a state
of a lack of objective contact or communication. In contrast, loneliness is described as ‘a
subjective feeling state of being alone, separated or apart from others, and has been
conceptualised as an imbalance between desired social contacts and actual social contacts’
(Weiss, 1973; Ernst and Cacioppo, 1999).

Current social isolation and loneliness among older adults

In the United Kingdom, the government is actively working to tackle social isolation and
loneliness, including the appointment of a Minister for Loneliness. Hence, social isolation
among older adults has remained low. By comparison, in Japan, the leading country in
Asia as well as the world in longevity, older adults' social isolation scores are higher than
in the United Kingdom. Moreover, the difference is even wider (Tsuji et al., 2020).
Reports of the prevalence of loneliness are consistently lower in northern European
countries, although age differences are not well established (Surkalim et al., 2022). The
COVID-19 pandemic exacerbated the problem of social isolation and loneliness among
older adults. According to a report that tracked 583 people aged 60 years or older from
primary care clinics in Hong Kong, 8.8% reported severe loneliness before the pandemic
(April 2018 to March 2019). Meanwhile, 27.7% reported loneliness during the pandemic
(March to April 2020) (Wong et al., 2020).
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Negative consequences of social isolation and loneliness on health

Individuals with adequate social relationships have a 50% greater likelihood of survival
compared to those with poor or insufficient social relationships. The magnitude of this
effect is comparable with that of quitting smoking (Holt-Lunstad et al., 2010). An
overview from 40 systematic reviews, largely from developed countries, highlighted that
there was consistent evidence that linked social isolation and loneliness to worsened
cardiovascular and mental health outcomes (Leigh-Hunt, 2017). How often should older
adults interact with others? The answer is ‘at least once a week’, since the risk of
functional decline and dementia increases when interactions are less than once a week
(Figure I11.1) (Saito et al., 2015). In contrast, loneliness, rather than social isolation, has
been consistently associated with a higher risk for frailty among older adults (Mehrabi

and Béland, 2020). Therefore, both social isolation and loneliness need to be addressed.

Figure III.1: Association between frequency of interactions outside the home and
health indicators

Association between frequency of interactions outside the home and health indicators: Cox regression
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Approaches to reducing social isolation and loneliness

The principal approach toward healthy ageing is to improve the living environment. From
a primary healthcare perspective, the ultimate goal is to create a community and social
environment resistant to isolation and loneliness. Interventions based on a population
approach are covered in the next section on the association between community level
relationships and healthy ageing related outcomes. In contrast, there are several high-risk
approaches to secondary prevention for those already in isolation and loneliness, as

described below.

36



Several systematic reviews have summarised specific examples of interventions that
address social isolation and loneliness in older adults and their effects (Fakoya et al.,
2020; Gardiner et al., 2018; Poscia et al. 2018). Although there is no established method
to assess social isolation, the Lubben Social Network scale has been frequently used. To
assess loneliness, the UCLA and De Jong Gierveld Loneliness scales have been used. For
intervention programmes, the following categories can be identified (Gardiner et al.,
2018).

® Social facilitation interventions: the most prominent category that described

interventions with the primary purpose of facilitating social interaction with peers or

others who may be lonely.

® Psychological therapies: therapeutic approaches delivered by trained therapists or
health professionals.

® Health and social care provision: interventions to support older adults that involve

health, allied health, and/or social care professionals.

® Animal interventions: canine or feline animal interventions that focused mainly on

animal-assisted therapy.

® Befriending interventions: a form of social facilitation aimed to formulate new

friendships.

® [ cisure/skill development interventions: activities were varied and included

gardening programmes, computer/internet use, voluntary work, holidays, and sports.

Strategies with a comparatively higher potential for success might be a community
development approach, where service users are involved in the design and
implementation of the interventions and programme or activities that support productive
engagement (Gardiner et al., 2018). However, the effectiveness of the programmes has
not been consistent. In addition, no conclusions were made regarding which was expected
to have reliable effects. Furthermore, we began to realise the benefits of online social
interaction after the COVID-19 pandemic. In the future, it will be important to take
advantage of ICT access. More information on ICT access and usage is provided in the

‘ICT access/usage’ section.
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rv. Community Social Capital

This section discusses the association between community social capital, the resource
aspects of social relationships in the community and their roles in maintaining older
adults’ health.

Community social capital and health

An association has been reported between community social capital, such as the levels
of social participation, reciprocity and mutual trust in the community, and individual
health outcomes of older adults. Previous studies in Japan, China, and Korea showed
that older adults who lived in communities with rich social capital had a lower
incidence of IADL decline (Fujihara et al., 2019) and frailty (Noguchi et al., 2022) and
higher levels of cognitive function (Luo et al., 2019) and well-being (Park and Lee,
2017; Yu et al., 2019; Zhang et al., 2020). Furthermore, areas with a higher percentage
of participation in volunteer associations, which were expected to be a way of social
participation in an aging society, also had a lower incidence of depression, a risk factor
for functional decline and dementia (Tamura et al., 2021). Possible mechanisms,
(Berkman and Kawachi, 2014) as those who live in communities rich in social capital

are healthier, are as follows.

(1) Social contagion: Action and consciousness is propagated by the network of people.
Previous studies reported that obesity (Christakis and Fowler, 2007) and well-being
(Fowler and Christakis, 2008) were transmitted through peers.

(2) Informal social control: in communities rich in social capital, norms are observed,

and security is maintained.
(3) Collective efficacy: It shows how united a community can be to take collective
action. Increasing the community-level social capital could lead to better health

among older adults.

Intervention example 1: Approach to improve social capital: Adopting

intergenerational exchange to leverage senior citizen volunteers
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Intergenerational interaction is suggested an effective way to foster social capital in the
community. A community intervention study, named the Experience Corps, was
conducted in state of Maryland, United States, in which retired community-dwelling
older adults served as teacher assistants in a public elementary school (Glass et al.,
2004). The programme attempted to foster connections between the older adults and
elementary school students, teachers, and volunteer staff. The standard interventions
were as follows. After two weeks of basic training, volunteer staff engaged with
students for at least 15 hours per week, usually 3-4 times per week, at the elementary
school to build rapport. The programme’s main content at the school was literacy
support, which was provided to one child or a small group selected by the teacher.
Volunteers who implemented these programmes reported significant short-term
improvements in children's academic performance in reading tests compared to the
control group (Rebok et al., 2004) and better physical activity levels and social activity
among participating older adults compared to the control group (Fried et al., 2004).

In Japan, a ‘REPRINTS’ programme, modeled after the Experience Corps, has been
implemented in which older volunteers who have taken a three-month course read
picture books to children in local elementary schools and kindergartens. Children's
speech improved (Suzuki et al., 2015), older adults' physical function improved
(Sakurai et al., 2016), and hippocampal atrophy was better compared to in the areas

where this programme was not implemented (Sakurai et al., 2018).

Intervention example 2: Community gathering place ‘Kayoi-no-ba’

Attempting to foster social capital especially for older adults after retirement, the
Japanese government made an effort to create and spread community gathering places
nationwide. Taketoyo town, Japan, the establishment of Kayoi-no-ba, a community
intervention study, fostered social capital and improved health indicators. The term
‘Kayoi-no-ba’ broadly refers to resident-centred prevention activities through physical
exercise, hobbies, or other activities, and places where older adults can interact with
their neighbours (Saito et al., 2019). In Taketoyo, Kayoi-no-ba, held once or twice a
month with each meeting lasting 2-5 hours, is operated mainly by volunteer leaders. The
municipality provides public facilities, financial support, and operational assistance. In
the intervention area, Kayoi-no-ba opened three locations in 2007, two in 2008, two in
2009, among others, bringing the total to 13. As Kayoi-no-ba grew, the number of
volunteers and participants increased, and five years after its opening, more than 10% of

the local older adult population was participating.
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Participation in the Kayoi-no-ba at Taketoyo increased social support and led to new
participation in other organisations. In addition, participants had a lower incidence of
disability (Hikichi et al., 2015) and lower risk of developing dementia (Hikichi et al.,
2017a) compared to non-participants. This case was a rationale for Kayoi-no-ba
expansion nationwide. As of 2019, 1,670 of Japan's 1,741 municipalities (95.9%) have
implemented Kayoi-no-ba, with 6.7% of the population aged 65 years and older
participating (Welfare, 2020). Research has accumulated on the relationship between

Kayoi-no-ba participation and health indicators, as shown in Figure IV.1.

Figure I'V.1. Association between participation in Kayoi-no-ba and health

indicators.
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Intervention example 3: Social prescribing

Social prescribing is a concept that originally arose from the United Kingdom, which
‘enables health care professionals to refer patients to a link worker, to co-design a
nonclinical social prescription to improve their health and wellbeing’ (Report of the
annual social prescribing network conference, 2016). It is a good way to integrate the
health sector with community resources and connect older people with these resources
(WHO WPRO, 2020) (See Column 1: Social prescribing).
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Community social capital as a factor in mitigating the negative impact of disasters
Community social capital was reportedly effective in alleviating health risks associated
with disasters. During the Great East Japan Earthquake, many victims lost their homes
and were forced to move into temporary housing. There were two ways to move into
temporary housing: group allocation, which maintains some existing social ties, or
lottery allocation, which emphasises fairness. A comparison of social ties between the
two groups one to two years later revealed that social ties were higher in the group
relocation group (Hikichi et al., 2017b; Koyama et al., 2014). During a disaster, it may
be important to implement measures that consider original connections. Furthermore,
rich community social capital before a disaster may reduce the risk of developing post-
traumatic stress disorder (Hikichi et al., 2016) and dementia (Hikichi et al., 2020) after

the disaster.

Another study investigated the relationship between community social capital and
depression before and after the Kumamoto earthquake in Japan (Sato et al., 2020).
There was a higher risk of depression among residents in areas with high social capital
indicators of trust before the earthquake disaster and areas where trust deteriorated after
the disaster. In contrast, the risk of depression was lower in areas where the social
capital, which indicated social participation, was low before the earthquake and areas
where the indices decreased after the earthquake. While creating communities where
residents can trust each other is necessary, care must be taken to not create a sense of

isolation when implementing measures to encourage social participation after a disaster.

Key point to foster social capital in the community: community organising
Previous studies have examined the subsequent changes in social capital in areas where
researchers actively supported the government in community organising and areas
where they only provided data (Haseda et al., 2019; Haseda et al., 2022). The researcher
provided support for the use of data accumulated by the government and organisational
collaboration to promote community organising. To achieve these, a community
gathering space (such as kayoi-no-ba) and other activities were promoted. As a result,
the increase in the percentage of men participating in society, a social capital indicator,
was higher in the intervention areas, 7.9 and 10.4% in the data-only and active support
areas, respectively (Haseda et al., 2019). Furthermore, the cumulative mortality rate for
men was lower in the intervention areas compared to the areas that only provided data
(Haseda et al., 2022). Hence, the importance of having outside agencies that assist in

administration was demonstrated.
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Note on fostering community social capital

There is no consensus regarding the common ways to foster social capital effectively in
each community (Villalonga-Olives et al., 2018). However, some hints have been
proposed in several studies. For example, the percentage of participation was higher for
those who lived near the locations (Ichida et al., 2013), which suggested that easier

access to the opportunities for social participation was important to foster social capital.

Several points should be kept in mind when trying to foster community social capital

(Berkman and Kawachi, 2014).

(1) Do not try only to encourage community members to cooperate with each other.
(2) There is no uniform prescription for enhancing social capital. The context and
history of each community should be considered.

(3) Fostering community social capital cannot be achieved solely through citizens’
unpaid services. Demand for unpaid service often places a burden on women.

(4) Promoting the creation of more socialising places (such as kayoi-no-ba) may

contribute to fostering community social capital.
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Column 1: Social Prescribing

1. What is social prescribing?
Social prescribing is defined as ‘a means of enabling GPs and other frontline health care
professionals to refer patients to a link worker - to provide them with a face to face
conversation during which they can learn about the possibilities and design their own
personalised solutions, i.e. “co-produce” their “social prescription”- so that people with
social, emotional or practical needs are empowered to find solutions which will improve
their health and wellbeing, often using services provided by the voluntary and
community sector’. (Social Prescribing Network Conference Report, 2016).

Keywords of this concept include person-centred, empowerment, and co-

produce.

2. Why is social prescribing important in the context of the social determinants of
healthy ageing?

The concept was proposed in the United Kingdom around 2000. The idea was that
medical approaches, such as prescriptions, exercise, and dietary guidance in the doctor's
office, alone would not work to control chronic diseases. A value-based response in line
with the social determinants of health of each individual was necessary.

In Japan, care for older adults has improved since the implementation of the Long-Term
Care Insurance Law in 2000. However, the issue that medical and welfare professionals
often treated patients from a third-party perspective and with general knowledge has come
to light. In contrast, the importance of providing treatment and care in line with the social
determinants of health and values of each individual is being discussed regarding this

‘social prescription’.

3. Summary of the evidence of social prescribing

Research is ongoing on social prescribing and its effects. Nishioka et al. (2019) and
Pescheny et al. (2018) discussed that the evidence was mixed. Some studies found
improvements in health and wellbeing, health-related behaviours, self-concept, emotions,
social contact, and daily functioning after social prescribing, while others did not. An
intervention study conducted by Maughan (2016) showed reduced frequency of medical
visits and reduced social prescribing costs. Other studies reported predominant reductions
in emergency room visits and improvements in depression measures (Dayson, 2014;
Longwill, 2014). Several Japanese case studies also cited activities by local governments

and non-profit organisations (NPOs) to introduce needy and older people living alone to
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formal systems and informal salons and circles (Ito, 2010; Nishiyama; 2013; Fukuba,
2015).

4. Future opportunities in social prescribing
We believe that applying the concept of social prescribing to the context of healthy
aging has two useful purposes (Nagamine, 2020). First, to bring a welfare perspective to
the health care professionals. Second, to reconstruct person-centred services. When we
create a framework for supporting older adults, there is a natural separation between
those who provide support and those who are supported. Mainly, professionals may give
priority to ‘correctness’ based on academic or their own experiences, and the
individual’s wishes may be left behind.

Therefore, it may be possible to consider the use of social prescribing as a way
to create a system that allows anyone to live their own lives in the community, even if
they have a disability (WHO, 2020).
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V. Physical environment (In-house environment / Qutside built

environment)

Beyond relationships between people and communities, ‘hard’ environment is also an
important factor for improving healthy ageing outcomes. In the section, we introduce the
evidence between in-house and outside build environments and healthy ageing-related

outcomes.

In-house environment and healthy ageing

Housing has become an important social determinant of health as the population ages as
older adults tend to spend more time at home. The WHO conducted systematic reviews
to accumulate evidence on the association between housing and health and comprised
the Housing and health guidelines (World Health Organization, 2018). Based on the
review results, the guideline provided recommendations in the following five domains:
(1) crowding, (2) indoor cold and insulation, (3) indoor heat, (4) home safety and
injuries, and (5) accessibility.

Since the world’s urban population is expected to double by 2050, crowding is
becoming a crucial problem in the WPR countries. In particular, crowding is common in
households with low income and can induce social disparities in health (Krieger and
Higgins, 2002). It is also associated with respiratory diseases, including tuberculosis
(Harling and Castro, 2014; Lienhardt et al., 2005; Wanyeki et al., 2006), diarrhoea,
gastroenteritis (Perry et al., 2005), and other infectious diseases (Tosas Auguet et al.,
2016; Vincenti-Gonzalez et al., 2017). A recent study suggested that crowding was
associated with elevated mortality during the COVID-19 pandemic (Krieger et al.,
2020). It may also be associated with mental problems (Regoeczi, 2008).

In the Western Pacific region, older adults may suffer both excessive indoor cold and
heat, including diverse climatic characteristics (Benmarhnia et al., 2015). Hence, it is
important to build housing that maintains an appropriate room temperature. The WHO
guidelines recommend keeping the indoor temperature higher than 18°C during winter
in countries with temperate or colder climates (World Health Organization, 2018). A
randomised trial in Japan showed that residents with lower room heating had higher
blood pressure compared to those with intensive room heating (mean temperature:
13.9°C vs. 24.2°C) (Saeki et al., 2013). A cohort study from China reported reduced
chronic obstructive pulmonary disease (COPD) symptoms with an indoor temperature
of 18.2°C (Mu et al., 2017). In 2009, the government of New Zealand implemented a
nationwide subsidy programme, named the Warm Up New Zealand: Heat Smart, to
improve housing energy efficiency. The project saw reduced mortality among those
aged 65 and older hospitalised for circulatory diseases and whose housing received
insulation or heating retrofits (Barnard et al., 2011). In contrast, countries should also
adopt measures to protect older adults from excess indoor heat. Evidence suggests an
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association between high outdoor temperature and mortality (Benmarhnia et al., 2015;
Gasparrini et al., 2015; Hajat et al., 2010). Outdoor temperature was directly correlated
with indoor temperature where air conditioning was not available (Tamerius et al., 2013;
Yoshino et al., 2006). Thus, heat-related mortality tends to be higher in lower
socioeconomic groups (Basu, 2009).

In addition, older adults should have secure, safe, and accessible housing. A study in
Vietnam reported that 23.7% of older adults experienced a fall within a year and 69.6%
of falls occurred at home (Ha et al., 2021). In Fiji, falls were the leading cause of injury
for hospital admissions among adults aged 45 years and older (Wainiqolo et al., 2012).
Several countries also publicly assess the safety of homes and subsidise modifications.
A randomised study in New Zealand demonstrated that a home safety modification
programme for people aged 75 and older with low vision reduced falls. Furthermore, it
was more cost effective than an exercise programme (Campbell et al., 2005). Although
the evidence is mixed, several observational studies also suggested that home
modifications improved older adults’ ADLs, IADLs, and self-efficacy (Gitlin et al.,
2006; Petersson et al., 2009; Tongsiri et al., 2017).

To provide affordable and appropriate housing for healthy living, policy-makers should
implement subsidies and tax reductions. Improving housing standards is also essential
to ensure residents’ health and accessibility. If refurbishing entails moving individuals to
another community, the possible detrimental effects by removing older adults from their
familiar community should be considered. A study on the 2011 Great East Japan
Earthquake and Tsunami showed that older adults relocated to temporary public housing
through a lottery reallocation and surrounded by strangers had declined frequencies of
meeting friends and social participation than those relocated with their community
members (Hikichi et al., 2017). Therefore, an integrated policy is required to ensure
healthy housing for older adults.

Outside built environment and healthy ageing

Healthy ageing includes developing and maintaining one’s functional abilities that
enable well-being in older age. Functional ability is determined by an individual’s
intrinsic capacity, the environment in which older adults live (including physical
environments), and interactions among them (World Health Organization, 2020).
Physical environments, both rural and urban, are important determinants of healthy
ageing and have a powerful influence on the experience of ageing and the opportunities
that ageing offers (World Health Organization, 2020).

Previous studies (Barnett et al., 2017; Dixon et al., 2021; Rachele et al., 2019) organised
the physical environment into walkability, residential density/urbanization, street
connectivity, access to/availability of destinations and services, infrastructure and
streetscape, and safety. In addition, they related them to health behaviours and other

factors in older adults. We present evidence from three systematic reviews (Barnett et
al., 2017; Dixon et al., 2021; Rachele et al., 2019).

First, safe, walkable, and aesthetically pleasing neighbourhoods, with access to overall
and specific destinations and services positively influenced older adults’ physical
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activity participation (Rachele et al., 2019). Second, positive correlations of pedestrian
infrastructure and aesthetics with physical function were reported. Finally, mixed results
were demonstrated in reviews that assessed the association between built environment
features and dietary intake, physical activity, and weight status (Barnett et al., 2017).
Dietary intake was most consistently influenced by the availability of grocery stores and
supermarkets. A higher level of physical activity was most consistently associated with
greater overall walkability, with additional support found for positive associations
between physical activity and access to recreational facilities, availability of nearby
shops and services (or other non-residential destinations), and access to parks and trails.
Additionally, lower weight status was most consistently associated with greater
diversity in the land-use mix (and less sprawl), with support also found for associations
between lower weight status and more pleasing aesthetics, overall higher quality
environment, and greater availability of parks and playgrounds.

Therefore, the development of a physical environment has the potential to contribute to
the realisation of healthy ageing.

Examples of outside environment intervention

Policymakers could contribute to health ageing by creating physical environments.
Approaches to physical environments are discussed (Chen et al., 2017; Jalaludin et al.,
2012; Li et al., 2021). In China, efforts were underway to develop old downtown areas
into green open spaces to improve older adults’ health and well-being (Li et al., 2021).
The community was being systematically built according to outdoor activities,
connection with nature, and social interactions important for healthy ageing. Recently, a
greenway, defined as ‘linear open space established either along a natural corridor, such
as a riverfront, stream valley, ridgeline, or overland along a railroad right-of-way that
has been converted to recreational use, a canal, a scenic road, or another route,” has
received increased attention. The Wutong Greenway in Shenzhen, China, promotes
social equity and is an important free-to-use public asset accessible to all residents
(Chen et al., 2017). In south-western Sydney, Australia, an urban renewal programme
has targeted both the physical and social environments and aims to improve the
neighbourhood social capital, social connections, sense of community, and economic
conditions (Jalaludin et al., 2012).

The Japan Gerontological Evaluation Study also reported findings on the physical
environment and healthy ageing. These findings showed that exposure to a physical
environment changed health behaviours (sleep, physical activity, and nutrition) and
health (diabetes, depression, care needs, dementia, death, etc.)

Hence, in the future, both the social implementation and evaluation of the effectiveness
of the physical environment for heathy ageing should be promoted.

Fig. V.1 Evidence from the JAGES: Physical Environment and Health Ageing
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VI. ICT access / use

With the recent development of Internet and Communication Technology (ICT) and
increasing need for indirect communication through the COVID-19 era, ICT use is being
recognised as an important factor in healthy ageing. In the past decade, evidence has
emerged on the relationship between ICT utilisation and healthy ageing-related outcomes.

This section introduces the evidence and interventions.

Accelerated digital inclusion and existing digital divide

Over the two past decades, the Internet has become widely available globally. The number
of Internet users has increased to 4.9 billion (63% of the world population) in 2021 from
4.1 billion (54 per cent) in 2019 (Measuring digital development Facts and Figures, 2021).
Similarly in the Asian and Pacific regions, 61% of the population were online in 2020.
However, approximately 40% of those lived in developing countries still had no access
to the Internet. In South Korea, 96.5% had access to the Internet, while only 33.8% of
those in Laos did. Furthermore, older adults had the lowest level of Internet use. In Japan,
despite being a society with high Internet penetration, only 25.6% of those in their 80s
had access to the Internet in 2020, compared to more than 98% of those aged 20 to 59
years (Ministry, 2021).

Evidence on the Internet to promote health and well-being among older adults

The COVID-19 pandemic prompted the recognition of the Internet as a key social
determinant of health. It provides users with access to health promoting resources, such
as health care services, economic stability, education, and food security, and helps
maintain social interactions while adhering to physical-distancing (Benda et al., 2020;
Early and Hernandez, 2021). Particularly among older adults, evidence demonstrated the
pro-health impacts of Internet use. Its potential to provide various opportunities for
cognitive stimulation that prompted many researchers to examine the impacts of the
Internet on maintaining cognitive function among older people with relatively consistent
findings (Berner et al., 2019; Thle et al., 2020; Kamin and Lang, 2020; Liapis and Harding,
2017). The Internet is expected to be helpful to perform instrumental activities of daily
living (i.e. managing finances, handling transportation, shopping, etc.), which was
supported by a recent longitudinal study (Nakagomi et al., 2022). Although the evidence
was inconclusive, some studies showed positive associations of Internet use with hedonic
(e.g. happiness) (Lu and Kandilov, 2021), evaluative (life satisfaction) (Heo et al., 2015;
Lam et al., 2020; Lifshitz et al., 2018), and eudaimonic well-being (e.g. purpose/meaning
in life) (Quintana et al., 2018).

Internet use is an effective way of maintaining and expanding oftline social connection
with others (Barbosa Neves et al., 2019; Mellor et al., 2008; Nakagomi et al., 2022;
Shapira et al., 2007; Winstead et al., 2013). A potential mechanism is that information
and/or social connections on the Internet promotes offline interaction with friends and/or
engagement in activities of interest (Szabo et al., 2019). Online communication was also
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reportedly associated with lower depression among older people (Lam et al., 2020;
Nakagomi et al., 2020), which suggested a potential role of the Internet on health and
well-being promotion via maintaining social interactions during the COVID-19 pandemic.

Action: Closing digital divide

Gaps in Internet access (digital divide) still exist in various settings. Remarkably, in rural
areas in the least developed countries, only 13% of the population was online in 2021.
Policy, legal, and regulatory supports are vital to bridge the digital divide as economic
development, infrastructure, and, in a few cases, military dictatorship, generally
contribute to digital connectivity. Although these are hard to overcome in a short period
of time, current global trends are promising. Between 2019 and 2021, Internet use in the
least developed countries increased by 20% compared to a lesser increase in developed
countries, where it was already almost universal. Hence, this slightly narrowed the divide
between the world’s most and least-connected countries.

A case of successful agribusiness utilising the Internet in a remote area of Japan
Internet enables older people to spend active lives. In a small mountain village with a
rapidly declining and aging population (52.3% aged 65 years and older in 2010) in Japan,
a successful enterprise was achieved by connecting older people and local agricultural
resources utilising the Internet (Hashimoto, 2012). The business overcame the distance
between the peripheral region and consumer markets and difficulties/burdens that older
people felt by developing specialised hardware (for example, large roller-ball mouses)
and easy-to-use interfaces that older adults could navigate. Although causality cannot be
drawn, older people who worked for the business had few diseases and felt happier than
those who did not (Haga, 2015). Furthermore, the business increased opportunities for
older people to interact with young trainees and visitors from other regions in Japan and
abroad. Hence, Internet use for productive purposes might be an effective strategy to help
older people use the Internet and keep actively using it.
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VII. Ageism: the discrimination and stigma for older people

Have you ever heard of the term ‘ageism’? To create a society that enables healthy ageing,
discrimination on the basis of age must be eliminated as much as possible. Although there
are different types of discriminations in modern society, this section focuses on ageism in

particular as a discrimination and stigma particularly relevant to healthy ageing.

Ageism and age discrimination

Age discrimination entails the behavioural and structural aspects of the broader notion of
ageism, which also includes unfavourable stereotypical attitudes and beliefs (prejudice;
Butler, 1980) (Table VII.1). A global report on ageism, published by multiple international
organisations, described it as when age was used to classify and divide people in ways
that lead to harm, disadvantages, and injustice and undermined intergenerational
solidarities (World Health Organization, United Nations Department of Economic and
Social Affairs, United Nations Population Fund, 2021). In other words, ageism involves
how we think (stereotypes), feel (prejudice), and act (discrimination) toward others and

ourselves based on our age (Fig. VIL.1).

A systematic review by Chang et al. reported that health effects of age discrimination
were greater in low- and middle-income countries than in high-income countries.
Furthermore, older adults with lower levels of education were particularly likely to
experience adverse health effects from ageism. Their analysis also revealed that the
detrimental effects of ageism on older adults’ health occurred simultaneously at the

structural and individual levels in five continents (Chang et al., 2020).

Age discrimination is known to have a negative effect on health. Vogt Yuan reported that
perceived age discrimination was associated with higher psychological distress and lower
positive well-being (Vogt Yuan, 2007). Other studies reported that it was associated with
lower self-esteem (Hassell and Perrewé¢, 1993) and reduced willingness and ambition to
engage in activities, tasks (Bayl-Smith and Griffin, 2014), or social participation to
improve themselves or take care of their own future (Schermuly et al., 2014). Furthermore,
age discrimination could trigger social isolation and withdrawal to avoid further
discrimination (Griffin et al., 2016). Experience with age discrimination was related to
depressive mood and poor quality of life (Shin et al., 2019) and can lead to prejudices
related to physical and mental health (Nicholson et al., 2012). Moreover, a similar study
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showed that it also negatively affected various physiological outcomes, such as
cardiovascular events (Levy et al., 2009), cognitive performance (Levy et al., 2012), and
Alzheimer’s disease biomarkers (Levy et al., 2016). A Korean study also reported that
discrimination had an indirect effect on depression through stress (Lee and Kim, 2016)
and increased the risk of suicidal ideation by 2.26 times compared to in those who did not
experience age discrimination (Kim and Lee, 2020). Although future research requires
longitudinal and experimental studies to establish causal relationships, many negative
health effects of age discrimination are evident. The three currently recommended actions

to reduce age discrimination are further described below.

Table VII.1 A catalogue of stereotypes identified in different generations

STEREOTYPES
INSTITUTION OR SECTOR
YOUNGER PEOPLE ARE... OLDER PEOPLE ARE...

Health and social care*

POSITIVE Healthy Warm
Physically active Likeable
Strong and energetic

NEGATIVE Risk-takers Rigid
Drug-users Irritable and frustrating
Stressed and anxious Lonely and isolated
Frail and weak
Asexual

Easily confused
Depressed and depressing
Needy

Disabled

Work®

POSITIVE Energetic Reliable
Ambitious Committed
Tech-savvy Experienced
Hard-working (middle-aged) Hard-working
Socially skilled
Good mentors and leaders
Able to deal with change

NEGATIVE Narcissistic Incompetent and unproductive
Disloyal Unmotivated
Entitled Resistant to change
Lazy Harder to train and unable to learn
Unmotivated Not flexible
Easily distracted Not technologically competent

Media®

POSITIVE Attractive Healthy
Engaged
Productive
Self-reliant

NEGATIVE Troublesome Unattractive

Violent criminals Unhappy
Senile
Badly dressed
Inactive
Dependent
Unhealthy
Disempowered and poor
Vulnerable
Diabolical
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Source: World Health Organization, United Nations Department of Economic and Social
Affairs, United Nations Population Fund, U. N. O. of the H. C. for H. R. (2021). Global
report on ageism. Page 4. Table.1.1.

Three strategies to reduce age discrimination
(II)  Policy and law (Change discriminatory institutional and societal practices
and regulations)

There are ways to enact laws against age discrimination. Australia has an age
discrimination legislation at the national (Age Discrimination Act, 2004), state, and
territory levels (O’Loughlin et al., 2017)(Australian Human Rights Commission, 2015).
The need for legislations and appointment of a public age discrimination commission
illustrates the institutional nature of age discriminatory attitudes and behaviours and the

depth of the problem.

Moreover, it may be important to question regulations, procedures, and habitual routines
that create age discrimination by default (e.g. age restrictions in retirement, education,
vocational training, employment, and human resource development). Establishing age
discrimination and identifying the criteria to distinguish between legitimate and
illegitimate forms of age discrimination has been a topic for litigation, intense debates,
basic human rights, political agendas, and negotiating individual and corporate freedoms.
A positive aging climate buffered the negative association between employee age and
their occupational future time perspective, which in turn, positively related to job
satisfaction, organisational commitment, and the motivation to continue working (Zacher
and Yang, 2016).

(2) Educational interventions (Increasing awareness of age discriminations)
Kornadt et al. reported that internalisation or embodiment of negative age stereotypes
could result to age-based self-discrimination (Kornadt et al., 2020). Furthermore,
Klusmann et al. suggested that age stereotypes and norms typically had a rather stable
trait-like character (Klusmann et al., 2020).

Aging is about both losses and gains (e.g. experience and prosocial attitudes) and that
there is a potential for change (plasticity) at any age (Staudinger, 2020). Providing
information, arguments, and counter-examples may help falsify the stereotypes or
demonstrate their inapplicability (Beyer et al., 2019). Indirect activations that create

positive, age-related experiences of success, such as tailored physical activity
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programmes, may be promising approaches to reduce ageist self-discriminations
(Klusmann et al., 2012).

Fig. VII.1 The three dimensions of ageism include stereotypes, prejudice, and

discrimination. These dimensions may be perceived as positive or negative.

STEREOTYPES e /\‘_
How we think
0 PREJUDICE
How we feel
DISCRIMINATION
D
How we act ”
A 4

Source: World Health Organization, United Nations Department of Economic and Social
Affairs, United Nations Population Fund, U. N. O. of the H. C. for H. R. (2021). Global
report on ageism. Page 6. Fig.1.1.

(3) Intergenerational contact intervention (Challenge discriminatory age norms and
stereotype)

Social contact between different groups is a common strategy for overcoming intergroup
conflict. In addition, special programmes to combat ageism and age discrimination are
built on the idea of intergroup contact between generations (del Carmen Requena et al.,
2018). Reversing the stereotype of incompetence (Cadieux et al., 2019) is the focus. Burns

et al. showed that intervention with education and intergenerational contact had the largest
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effect on attitude (Burnes et al., 2019). Hence, such contact could decrease intergroup

prejudice and stereotypes toward ageing.
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Column 2: Purpose in Life - Ikigai

1. Healthy aging and purpose in life

The main goal of healthy aging and functional ability is enabling well-being. Well-being
consists of various aspects (WHO, 2020). An important aspect of well-being is purpose
in life or so called ikigai recently (originally a Japanese word). Purpose in life is defined
as ‘what makes life worth living” (Mathews, 1996).

For older adults to live with purpose in life, it is necessary to build a system that can
provide support that respects what they value and are important in their life.

In Japan, a Community-Based Integrated Care System has been established for older
adults to live their lives in their own ways in familiar environments (Ministry of Health,
2016). It comprehensively ensures the provision of health and nursing care, prevention,
housing, and livelihood support.

Respecting the individual’s values, each service in the community works closely
together to provide a support system that enables them to maintain their well-being and

live their own life.

2. Association between health and purpose in life

Systematic review and meta-analysis revealed that purpose in life was associated with
subjective and objective health (Czekierda et al., 2017). A study in Japan indicated that
having purpose in life was associated with physical health, such as a lower risk of
functional disability, lower risk of dementia, and social or subjective well-being
(Okuzono et al., 2022).

3. New health and well-being concepts, including purpose in life

Previous studies evaluated only a single outcome related to the health or well-being of
older adults and have not adequately assessed their multidimensional well-being.
Recently, some comprehensive health concepts, including purpose in life, have been
proposed.

A concept that captures the diverse aspects of ‘flourishing’ (VanderWeele, 2017),
includes (i) happiness and life satisfaction, (ii) physical and mental health, (iii) meaning
and purpose, (iv) character and virtue, (v) close social relationship, and (vi) financial

and material stability.
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The concept of ‘positive health’ views health as the ability to adapt and self-manage
(Huber et al., 2011), assess functional status, and measure the quality of life and sense
of well-being, including purpose in life.

Although quantitative measures of health using these concepts are not well established
or do not lend themselves to evaluations in certain areas, they are an important

perspective to achieve healthy aging.

References

Czekierda K, Banik A, Park C.L, Luszczynska A, 2017. Meaning in life and physical health:
systematic  review and meta-analysis.  Health  Psychol Rev. 11(4), 387-418.
https://doi.org/10.1080/17437199.2017.1327325

Huber, M., Knottnerus, J. A., Green, L., van der Horst, H., Jadad, A. R., Kromhout, D., Leonard, B.,
Lorig, K., Loureiro, M. 1., van der Meer, J. W., Schnabel, P., Smith, R., van Weel, C., Smid, H, 2011.
How should we define health?. BMJ. 343, d4163. https://doi.org/10.1136/bmj.d4163

Mathews G, 1996. What Makes Life Worth Living?: how Japanese and Americans Make Sense of
Their Worlds. University of California Press, Berkeley.

Ministry of Health, 2016. Labour and Welfare. Establishing ‘the Community-based Integrated Care
System’. https://www.mhlw.go.jp/english/policy/care-welfare/care-welfare-elderly/dl/establish_e.pdf
(accessed 22 June 2022)

Okuzono S.S, Shiba K, Kim E.S, Shirai K, Kondo N, Fujiwara T, Kondo K, Lomas T, Trudel-
Fitzgerald C, Kawachi I, VanderWeele T.J, 2022. Ikigai and subsequent health and wellbeing among
Japanese older adults: Longitudinal outcome-wide analysis. Lancet Reg Health West Pac. 21, 100391.
https://doi.org/10.1016/j.1anwpe.2022.100391

VanderWeele T.J, 2017. On the promotion of human flourishing. Proc Natl Acad Sci U S A. 114(31),
8148-8156. https://doi.org/10.1073/pnas.1702996114

World Health Organization,2020.Healthy aging and functional ability.

https://www.who.int/news-room/questions-and-answers/item/healthy-ageing-and-functional-
ability#:~:text=WHO0%20defines%20healthy%20ageing%20as%20%E2%80%9Cthe%20process%2
0of,t0%?20value.%20This%20includes%20a%20person%E2%80%99s%20ability%20t0%3 A
(accessed 22 June 2022)

74



https://doi.org/10.1080/17437199.2017.1327325
https://doi.org/10.1136/bmj.d4163
https://doi.org/10.1016/j.lanwpc.2022.100391
https://doi.org/10.1073/pnas.1702996114

POLICY OPTIONS: How to Achieuve Equitable
Healthy Ageing in a Society? Theoretical

Overview and Examples

Based on the evidence of social determinants of healthy ageing reviewed in the previous
section, this section presents the theoretical overviews, examples of policy options, and
useful tools to take actions based on the three primary recommendations of the WHO
CSDH, namely, 1) Improve daily living conditions, 2) Tackle the inequitable distribution
of Power, Money, and Resources, and 3) Measure and Understand the Problem and Assess

the impact of action.

I. Improve Daily Living Conditions

The first CSDH recommendation is ‘improving daily living conditions’. Daily living
conditions are ‘the circumstances in which people are born, grow, live, work, and age’
(World Health Organization, 2008). In this section, we introduce practical examples and

important concepts toward achieving this goal.

Theory and concepts
1) Strategies for addressing social determinants of healthy ageing through

improvement of the social environment
The importance of health promotion, considered the promotion of healthy ageing among
older adults, through improving the social environment has been emphasised in the
Primary Health Care philosophy (World Health Organization, 1986, 1978). To promote
healthy ageing, health policies and programmes should develop systems that emphasise
health promotion, disease prevention, and provision of cost-effective, equitable, and

dignified long-term care (World Health Organization, 2001).

) Social change and empowerment: Two health promotion approaches
targeting the social environment

The trend has called for effective interventions targeting the social environment to

promote healthy ageing. Several essential approach strategies, such as social change and

empowerment, have been proposed. According to the health promotion textbook written
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by Naidoo and Wills, social change and empowerment are two different health promotion

approaches that target the social environment (Naidoo and Wills, 2016).

Social change, a top-down approach, includes the implementation of healthy public
policies or legislation by central governments. In the 1988 Adelaide recommendation,
healthy public policy (HPP) was defined as ‘placing health on the agenda of policymakers
in all sectors and at all levels, directing them to be aware of the health consequences of
their responsibilities for health’ (World Health Organization, 1988). Since the 2000s, the
Health in All Policies approach, based on the principle of guaranteeing the right to health
for all people in an equitable manner, has expanded and further emphasises the

importance of intersectoral collaboration (Stahl et al., 2006).

In contrast, empowerment is a bottom-up strategy. It focuses on not just an individual, but
the community and enhances the community’s capacity and resilience, which is called
community organising. Minkler defined community organising as ‘the process by which
community groups are helped to identify common problems or change targets, mobilise
resources, and develop and implement strategies to reach their collective goals’ (Minkler,
2012). Community organising is a main strategy in health promotion (World Health
Organization, 1986).

IT) New population approach considering SDH
Given that a traditional ‘knowledge-enlightening’ populational approach may widen
health inequality (Frohlich and Potvin, 2008), new population approaches that consider

the SDH have been proposed. Of these new population approaches, two examples include

the vulnerable population approach and proportionate universalism (Benach et al., 2013;
Semenza, 2010)(Figure 2).

The vulnerable population approach? focuses on those socially excluded, disadvantaged,

or marginalised based on their social characteristics (e.g. socioeconomic status or cultural
characteristics). Its target would be to lower risk exposure among those with particular
social characteristics through changes in the social conditions that cause groups to be at
a higher risk. Since this could be a selective approach toward a specific group, it might

lead to discrimination or stigmatisation of those targeted ‘disadvantaged’ people.

2 Unlike the high-risk approach that targets individuals with biologically high risks for developing
diseases (such as hypertension for cardiovascular diseases), this is an approach for populations with
a social risk for health.
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In contrast, proportionate universalism is a universal approach, while the intensity and

scale are proportional to the social strata (Marmot et al., 2010). Creation of an opportunity
for social participation, such as ‘community salons’ described above, could be considered
as a proportionate universalism approach for older people. Hirai and Kondo reported that
the proportion of salon participants was higher among those from low-income groups
than high-income groups in a town. Furthermore, those who participated in the
community salon tended to maintain their physical and cognitive function, regardless of
their income levels (Hikichi et al., 2018, 2015; Hirai and Kondo, 2010). To evaluate the
effectiveness of community organising measures, it is essential to monitor the
population’s health status over time by social strata based on their heterogeneity (See
Section Policy options III). Based on the results and social conditions, a periodic review

and updating of the measures are necessary.

Figure 1.1: Hypothetical distribution of a disease risk in a population and impact of the selected

interventions
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Policy example
1) Successful shift from high-risk approach to empowerment-type population

approach: Lessons from Japan
The two major types of health promotion strategies, i.e. the high-risk and population
approaches, should be taken in parallel (Rose, 1985). Focusing solely on a high-risk
approach is a high risk for failure. In Japan, measures to prevent older people from
developing the need for long-term care were implemented in 2006 by screening to identify
individuals who were frail. However, the percentage of those identified (at high risk of
requiring long-term care) and subsequently enrolled in the prevention programme was
small, i.e. 0.8% of the targeted population. In addition, as local governments used health

check-ups for the screening process, they could not capture those actually at high risk
(Saito et al., 2019).

Due to this ‘failure’, the government switched their primary strategy to measures based
on a population approach in 2015. The Japanese government encouraged each local
government to establish a Community-Based Integrated Care (CBIC) system, which
comprehensively and seamlessly ensured the provision of care, prevention, and welfare
for all individuals (see Section Policy options II). Regarding prevention, local
governments have supported local citizens in starting ‘community salons (place-to-go)’,
or ‘kayoi-no-ba’ in Japanese, where everybody could go on foot and participate at a low
cost. This bottom-up, empowerment measure was aimed to socially include older people
in the community, watch over them in cooperation with various sectors, and connect them
with necessary services when they required. The effectiveness such an intervention has
been explained in Section Evidence III. There is empirical evidence on the causal impacts
of kayoi-no-ba on reducing functional disability and potential reduction in health
disparity (Hikichi et al, 2015). Based on this evidence, the Japanese government launched
a financial incentive programme for local municipalities that encourages the support for
activities. With the lessons learned from Japan, it is necessary to promote health
promotion based on a population approach for older people and not only a high-risk
approach (Saito et al., 2019).

2) Age-friendly cities initiative: strategic intervention to whole city environment

A residential community environment is especially important for older adults whose daily
activities are often within walking distance. Local governments play a significant role in
designing and managing the community. The WHO developed an Age-Friendly Cities
framework and promoted actions to build such cities in its member states. Age-Friendly
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Cities are defined as ‘an inclusive and accessible community environment that optimises
opportunities for health, participation and security for all people, in order that quality of

life and dignity are ensured as people age’

(World Health Organization, 2007a). Policies /’:‘9% L
or structures in age-friendly cities support and °2;¢ £
enable older people to age actively by g:é o E o
recognising a wide range of capacities and bu/l"’"gies Age- 5o
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resources79eople: 5 S\)pggg city sorCSpecy
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* protecting those most vulnerable, and Figurel.2: Age-friendly city topic

* promoting their inclusion in and

contribution to all areas of community life.

The WHO released a guide to encourage cities to create age-friendly environments to
enable residents to increase their functional ability (World Health Organization, 2007a).
I guide covered eight interconnected domains that reflected the social determinants of
active aging (Figure 1.2):

*  Outdoor spaces and buildings

*  Transportation

*  Housing

*  Social participation

* Respect and social inclusion

*  Civic participation and employment

*  Communication and information

*  Community support and health services

There is a checklist of features of age-friendly cities along with these topic areas (World
Health Organization, 2007b). In addition, technical guidance is available on selecting and
using concrete indicators to monitor and progress improvements in age-friendliness
according to local governments (World Health Organization, 2015a). A review article
published in 2015 reported that intersectoral collaboration (see Section: Policy options II)
and government commitment were the key factors to create age-friendly cities and

communities (Steels, 2015). Please see Section Evidence III for empirical evidence or
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recommendations on each topic area.
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II. Tackle the Inequitable Distribution of Money, Power, and

Resources

The second WHO CSDH recommendation is ‘tackle the inequitable distribution of money,
power, and resources’. Dealing with health inequities and inequitable daily living

conditions requires strengthened governance from the community to national level

(World Health Organization, 2008). In this section, we present the related theory and

concepts, practical examples, and useful tools to accomplish this goal.

11-1. Money in older ages
Theory and concepts
The period of old age is commonly recognised as a crucial stage in a person’s life that

requires financial support. Becoming older is frequently associated with reduced
opportunities of earning enough to maintain an adequate standard of living. The number
of older people in the labour force has increased in the past few decades (International
Labour Organization, 2018). However, older people tend to encounter disadvantages in
the labour market, including finding jobs and their quality. They are likely to engage in
informal and dangerous jobs; approximately 80% of older people are in informal
employment globally (International Labour Organization, 2013). Hence, older people

tend to receive low and unstable incomes (See Section Evidence I).

Aretirement system at a specific age could jeopardize the financial security of older adults,
depriving them of opportunities to earn income. Older adults’ financial situation also
depends on the level of state pension in a country (World Health Organization, 2021).
Ageism occurs in the entire employment process, including recruitment, promotion, or
training (Chang, 2020). This has led to the adoption of the Age Discrimination in
Employment Act or delayed retirement being considered (Adams, 2004; Lain, 2011).

Expenditure, particularly on health care, increases as people grow older. Universal social
pension, a social protection, is an effective way to provide older adults with income
security. In low-income countries, even small cash benefits on a regular basis can have a
large positive impact on well-being and help combat social exclusion (McKinnon, 2007).
Another types of financial supports, such as cash transfer programmes (conditional and
unconditional) or microfinance, enable poor older adults to meet their basic needs and
have access to health care (Reed, 2015).
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Social protections for older people also include in-kind benefits, such as health and long-
term care services (International Labour Organization, 2014). Although increasing
countries in the WPR have ensured universal health coverage (UHC) for older persons
since 2000, the expansion of service coverage is not sufficient (World Health
Organization and World Bank, 2021). In addition, since older people’s health and social
care needs are diverse and increasingly complex, a person-centred approach is vital by

integrating primary health care services and also long-term and social care services.

Policy examples
1) Financial protection by universal health coverage

The aim of UHC is to ensure that everyone has access to the health services whenever
required without financial hardship due to their utilisation (World Health Organization

and World Bank, 2021). Financial protection is the most essential aspect of UHC and a

final coverage goal of the health system. It is achieved when there is no financial barrier
to health care access, and payments required to obtain health services do not force people
to encounter financial difficulties (World Bank and World Health Organization, 2021).

There is a wide variation in the revenue collection for health care financing among
counties in the WPR, taxation, non-tax revenues, financing from foreign resources, and
out-of-pocket payments, including voluntary or private health insurance (Table II.1)
(International Labour Organization, 2021; Myint et al., 2019).

Table I1.1 Methods of revenue collection by country

Revenue collection Country

Direct and Indirect taxes* Cambodia, China, Indonesia, Lao
People’s Democratic Republic (PDR),
Malaysia, Myanmar, Philippines,

Singapore, Thailand, and Vietnam

Non-tax revenues: revenues from oil and | Brunei

other natural resources

Financing from foreign sources through | Cambodia, Lao PDR, and Myanmar
government
Out-of-pocket Cambodia, China, Indonesia, Lao PDR,
Malaysia, Myanmar, Philippines,

Singapore, Thailand, and Vietnam
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Table based on (Myint et al., 2019) and modified by the author.
*Direct taxes include income taxes, pay roll taxes (social health insurance contributions),
corporate income, or profits taxes. Indirect taxes include value-added tax (VAT), business

tax, and import or export taxes.

2) Microfinance

Microfinance is the provision of financial services, such as small unsecured loans, savings,
insurance, and remittances, for low-income people otherwise excluded from formal
financial services. It aims to reduce poverty and improve social inclusion and

empowerment by providing opportunities for financial inclusion to those excluded (World
Bank Group, 2003).

Microfinance has grown significantly in low-income countries since it was first
introduced by Grameen Bank in Bangladesh in the 1970s. Typically, microfinance is
based on a ‘group lending’ system: individuals without collaterals are screened on their
ability to conduct a small business and repay the loan. A group of several members is
formed, and loans are provided in turn within the group. If the group’s repayments
succeed, members are provided bigger loans in the following loan cycle (Robinson, 2001).
Though the group lending system has been successful due to its advantages, such as the
ability to safely invest funds by leveraging social capital through collateralised
connections with group members, there is movement toward individual clients. Its
rationale is that loaners can have more flexible opportunities to choose the duration,
repayment plan, scheduling, and other aspects of a loan product, compared to a group
lending system (Dale et al., 2012).

The target groups vary according to countries and microfinance operators. However, they
are usually women, ethnic minorities, or young people. Recently, older people are
emerging as a target for microfinance lenders due to an increasing older population who

require financial services to support their lives (European Microfinance Network, 2012).

A Case: Crédal in Belgium

Crédal is a cooperative established in Belgium in the 1980s. Crédal started a personal
microfinance for low-income people aged 65 years and older in collaboration with the
Walloon Region. Currently, they offer services to residents in the Walloon Region as well
as Brussels. In 2020, it had 3,582 clients. Of these, 26% and 5% were aged between 56—
74 years and over 75 years, respectively.

84



Crédal provides personal microfinance for people who have no access to traditional
financial services and need to buy useful and necessary goods or services. The interest
rate is fixed at 4-5% a year and the maximum repayment terms range between 500 (18
months) and 10,000 euro (48 months). Crédal finances products that facilitate older
people to stay in their homes, such as walk-in showers, lifts, height-adjustable beds, and
reader software for their computer. They also offer a loan to finance health care costs,
such as glasses, dental care, etc. The partner associations work closely with older clients.
Therefore, they have a deep understanding of their needs (Crédal, 2022; European
Microfinance Network, 2012).

3) Conditional and unconditional cash transfers

Cash transfer programmes are a social protection programme to redistribute income to
low-income households and provide them with financial assistance in cash. These
programmes, as opposed to in-kind transfers, provide recipients with freedom to meet
their individual needs instead of providing a predetermined item (Fiszbein and Schady
2009). There are two types of cash transfer programmes: conditional (CCTs) and
unconditional (UCTs) (Afzal et al., 2019) (See the definition at Section Evidence I).

Both have benefits and pitfalls. Many studies reported the positive effects of CCTs:
poverty alleviation, increased use of preventive services, better nutrition, and health status
among young children, and increased school achievement in older children (Fiszbein and
Schady 2009; Lagarde et al., 2007; Millan et al., 2019). In contrast, the use of cash
incentives in CCT programmes could lead to a crowding effect of intrinsic motivation
(Cameron et al., 2001): children who receive external rewards in learning will eventually
have less internal motivation to study (Aber et al., 2011). CCT programmes can also be

stigmatising by screening people for eligibility and adding conditions (Layton, 2020).

Meanwhile, UCTs are less costly than CCTs as they require less administrative cost for
monitoring. | administrative costs of CCT programmes, such as Progresa in Mexico, are
frequently increased by more than 20% than UCTs (Caldés et al., 2006). UCTs are less
stigmatising for their recipients as they do not require attaching conditions to a cash
transfer (Pega et al., 2022). However, it is unclear how much more effective and
affordable UCTs are in improving the use of health care services and health outcomes,
compared to CCTs (Pega et al., 2022). Furthermore, implementing UCT programmes
would be less politically acceptable in middle-income nations as they are seen as just a

financial giveaway to poor and disadvantaged people (Pega et al., 2022).
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Social pension for older people is a UCT, which provides cash for eligible individuals
without any requirement. It can improve their living standards, raise their social status
within the household, promote social inclusion and empowerment, and improve their

access to health service (McKinnon, 2007).

A Case: The old age allowance programme in Bangladesh

The Old-age Allowance Programme was introduced in Bangladesh in 1998. The
government introduced the programme for poor older people and aimed to reduce their
vulnerabilities and income insecurity. This means-tested programme has been funded
from the governmental revenue budget. Selected older people receive an unconditional

monthly allowance benefit.

Eligibility criteria are
(1) Age: Men and women aged 65 and 62 years, respectively
(2) Income: Average annual income must be 3,000 BDT (Bangladeshi Taka)
(3) Health condition:
(1) Priority is given to those who are physically weak, and
(i1) those who are physically, mentally, or both physically and mentally handicapped.
(4) Socioeconomic status:
(1) Priority is given to freedom fighters (the military forces that led the civil
Bangladeshi independence war against the Pakistan army in 1971),
(i1) assetless, homeless, and landless (0.5 acre or less), and

(ii1) widowed, divorced, single and deserted from family, and
The monthly allowance per perlon is 500 BDT (5.79 USD), paid every three months.

Various studies indicated that the programme had multiple impacts, such as improved
food security of the entire household, enhanced access to health care services, ensured
mental satisfaction and happiness, and improved economic condition, among others
(Begum, 2012; Department of Social Services, Government of the People’s Republic of
Bangladesh, 2022).

11-2. Strengthening governance/ collaboration between organisations
Theory and concepts

Strengthening governance and collective action among various stakeholders are
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fundamental to achieving healthy ageing and reducing health inequalities among older
people by supporting their lives from multiple aspects. Since the Ottawa Charter, the
importance of intersectoral collaboration to promote health and tackle health inequalities
has been asserted (World Health Organization, 1986). It is defined as ‘occurring when a
group of autonomous stakeholders of a problem domain engage in an interactive process,
using shared rules, norms and structures, to act or decide on issues related to that domain’
(De Leeuw and Leeuw, 2022; Wood and Gray, 1991).

Engaging different levels of the government, that is, both vertical and horizontal

collaboration, is essential for successful intersectoral actions (Rantala et al., 2014).
Vertical collaboration refers to interactions among at least two sectors operating at
different levels within a hierarchy, such as residents, cities, or higher levels of a
government (Rubado, 2019).

Recently, the capacity to manage public-private cooperations and networks has become
crucial for central governments (Goldsmith and Eggers, 2004). To address health
inequalities and move toward healthy ageing, multi-layered measures are required to
understand the changing characteristics and relationships among the national and local
governments and communities (Kondo et al., 2014). Regarding horizontal collaboration
in a community, intersectoral collaboration proceeds during the community organising
approach (See Section Policy options I). This expands the social networks of individuals
in a coalition and increases the resources they can access and contributes to improving
their skills. Furthermore, this could lead to better health and/or social outcomes for the

community (Butterfoss, 2013).

Methods for successful intersectoral collaboration

Intersectoral collaboration is fundamental for promoting healthy aging by turning a health
promotion planning cycle in the community. This cycle includes the following steps
(Naidoo and Wills, 2016).
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Figurell.1. Health promotion planning cycle (Naidoo and Wills, 2016)

> Identification of need, target the groups and key issues, and set aims and
objectives:
First, surveys and data collection should be conducted to determine the region’s
actual conditions (i.e. perform a community assessment (See Section Policy options
IIT). Next, intersectoral meetings should be held with various departments, including
non-health departments and stakeholders in the community, to build face-to-face
relationships and incorporate opinions from diverse perspectives. At the meetings,
each department and organisation should provide topics on issues related to ageing
(not limited to health-related issues). In addition, the information obtained and
visualised through the community assessment can become a tool that serves as a
‘catalyst’ to promote intersectoral collaboration that allows multiple organisations to
share the community’s needs when collaborating to formulate policies (Public Health
Agency of Canada, 2007). Based on the topics provided and objective community
assessment data, community needs should be identified. Priority focus populations
and districts to be selected and given special priority. Short, medium, and long-term

goals for improvement should be set.

Design and plan an intervention and execute it: Intervention measures for
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priority target populations and districts will be designed and implemented
through multi-sectoral discussions. Hence, obstacles and risks as well as

resources in the implementation can be identified.

Evaluation: A preliminary evaluation plan should be developed, and an
evaluation should be conducted. Issues should be assessed and solved by each
group. Next, the needs should be identified again at the beginning of the cycle.
Evaluation results can be used as evidence to modify the design of the subsequent

intervention.

Tools

1) ChecKklist for Intersectoral Collaboration

The ‘Action Checklist for Intersectoral Collaboration’ is a method developed in Japan to
check the initiatives implemented in a checklist format, promote stakeholders' awareness,
engage in dialogue, and take action (Table I1.2) (Fujino et al., 2016). The checklist can be
used to examine various intersectoral collaboration means and opportunities. This may
provide an opportunity to jointly utilise resources (facilities, organisations, etc.) under the
jurisdiction of other departments and implement administrative plans and projects in
multiple departments. It can also be a way to share opportunities for residents to get
together and utilise data and information across various departments through meetings

and informal information exchange.

Table I1.2. Action checklist for intersectoral collaboration
Project name:

No. ChecKlist for collaboration = Propose Prioritise Related

Departments/Memo

Business plan 1 Check to see if other budgets or L] L]
grants are available to other

departments to pursue this

project.

2 Check other departments’ (] [
projects (policies, plans, etc.)
related to the project.

3 Consider the project’s impact on L] ([l

other departments’ projects

(policies, plans, etc.).
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Information

sharing

Set up opportunities to explain
and share business details with
other departments.

Utilise information and data

managed by other departments.

Subjects

Consider opportunities to
collaborate with other
departments to identify and
publicise the subjects.

Consider identification and
consideration of groups that
could be particularly affected by
the project. (e.g. economic
status, household status,
community status, older people,

disabled, foreign nationals, etc.)

Citizens’

cooperation

8

Establish opportunities for
residents to participate.
(Planning, Implementation, and
Evaluation phases)

Consider opportunities to utilise

volunteers.

Local resource 10

Consider the use of existing
community resources, including
other departments. (e.g. welfare
commissioners, community
promotion committee members,
Council of Social Welfare,
neighbourhood associations,

NPOs, etc.)

Business entity 11

12

Consider the managerial impact
on the businesses involved.
Consider the impact on the
employment situation of the

businesses involved.

Education

13

Consider possibilities for
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collaboration with school sites
and departments in-charge of
education. (Awareness-raising,
volunteer participation, contact
opportunities with the target
population, etc.)

Built 14 Consider using parks, [ ([l

environment community centres, Sports
facilities, and other public

facilities.

Transportation 15 Consider transportation for the (] L]
participants of the project.

Economics 16 Consider financial issues for the U L]

participants of the project.

*Fujino et al., 2016; translated from Japanese to English

2) Liberating Structures

Intersectoral activities are supported and constrained by structures, such as buildings,
organisational policies, and operating processes, as well as smaller structures that
influence some interactions with other people. Regarding such small structures, it might
be helpful to incorporate the ‘Liberating Structures’ technique to facilitate multisectoral
meetings. Liberating Structures are expected to enhance relational coordination, trust, and
lively participation in groups of any size, making it possible to include and unleash all the
participants (Liberating Structures - Including and unleashing everyone, n.d.;

Lipmanowicz and McCandless, 2014).

An example of this method is the ‘User Experience Fishbow!’. In fishbowl sessions, a
bigger outside circle surrounds a smaller inside circle of participants (Figure I1.2). First,
a facilitator asks those in the inner circle (fishbowl) to share their experience as if the
audience were absent. The facilitator also invites others (outside the fishbowl) to listen in,
observe nonverbal cues, and formulate questions. After the inner circles’ conversations
have finished, those in the outer circle can ask questions. The advantage of a fishbowl is
that it offers a conversation format more manageable than a plenary discussion. Hence,
people in the inner circle can easily explain their actions by talking to each other. The
informality makes direct communication between the two groups easier and facilitates

back-and-forth interaction. These small innovations can encourage dialogue among many
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sectors, deepen common understanding, and promote better intersectoral relationships
and collaboration. For other examples, please refer to the Liberating Structure website

(Liberating Structures - Including and unleashing everyone, n.d.).
Figure I1.2. Seat arrangement for the ‘user experience fishbowl’
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Policy examples
3) Community-based integrated care (CBIC) system in Japan

The CBIC system was first defined in a report of a community integrated care study group
as ‘based on the provision of housing that meets the needs of the residents, a system in
the community where various life support services, including not only medical and
nursing care but also welfare services, are appropriately provided in daily life in order to
ensure safety, security, and health in daily life’ (Community integrated care study Group,
2008) (Figure II.3). The system aims to support older people to continue living in the
community familiar to them, even if they have illnesses or require long-term care. Thus,
person-centred care is provided by utilising community resources and coordinating
between: (1) health care, (2) long-term care, and (3) social activities and services
(Morikawa, 2014). The government intended to establish a system that matched the

situation and its characteristics in the local community.

Figure I1.3. Conceptual figure of community-based integrated care system model in
Japan
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3) Developing Inclusive Community in Japan

There is another concept called inclusive community (chiiki-kyosei-syakai) in Japan. This
concept was first mentioned in 2016 and was approved by the Cabinet Officlthe
government will work to realize cohesive communities where all residents work together
in creating and improving the community, their livelihood and life’s purpose. To achieve
this, the government will promote the development of local communities where all
residents play a role and support each other, rather than segregating them into supporters
and recipients’ (Cabinet Office, 2016). Thus, inclusive community represents a society
where all people, such as those with disabilities, older people, and children, are included,
and where they can play their own roles and support each other. Although the concept of
CBIC systems started from older adult care, the Japanese government is trying to expand

it to all generations and ultimately aims to achieve an Inclusive Community (Table I1.3).

Table I1.3. Community-based integrated care system and inclusive community in

Japan
Community-based integrated care Inclusive community
system
Year of first 2003 2016
introduction
Target group People aged 65 years and older People of all generations
Purpose To enable older people to live in To create a community where all

the community as long as possible residents have a role to play and

by focusing on the five support each other, instead of

components of medical care, becoming either supporters or
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long-term  care,  prevention, recipients.

support in daily living, and

housing.
Source: Table was based on references (Kuroda, K., 2020; Cabinet Office, 2016;
Community integrated care study Group, 2008) and modified by the author.

A Case: Akashi City, Japan

Akashi City, Hyogo Prefecture, is a municipality that has actively promoted citizen-
oriented community development since declaring ‘the first year of community’ in 1975.
It is located in the western part of Japan with a population of approximately 300,000
people. The aging rate is 26.2% (as of 2020). A community care system for people with
dementia was implemented in the 1980s, mainly by the public health office.

A community comprehensive support system, centred on comprehensive regional support
centres (chiiki-sougou-sien-sentaa), was launched in 2018 and envisions a multi-layered
support system. Comprehensive regional support centres in the city and community
support houses (chiiki-sasaeai-no-ie) at the junior high school district have been
established to promote community building aimed at enhancing community welfare
(Figure 11.4). Comprehensive regional support centres provide consultation support in a
cross-sectoral manner, regardless of t’e person's age, gender, or consultation. Community
support houses are regional centres that provide consultation support and a place for
residents to meet and support "people's lives by utilising regional resources. The centre
for supporting the rights of persons in need of assistance (youengosha-kenriyougo-sien-

sentaa) in the city supervises the entire system.

The system in Akashi City is not limited to the older people. It also includes others, such
as those with disabilities and children. It creates a consultation and support system that
meets a wide range of community needs and integrally promotes the creation of a
community support system on the initiative of local residents (Akashi City, 2022; Kuroda,
2020).

Figure II. 4. The multi-layered support system in Akashi City
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A Case: Communities of Care model in Singapore

The Government of Singapore launched the Action Plan for Successful Ageing in 2015,
which outlined 10 areas of focus, which included health and wellness and aged care
services. The government has piloted several community-based and Hospital-to-Home
(H2H) programmes since 2017 under the Communities of Care (CoC) model. The H2H
programme links older adults with a wide network of primary care providers, social
services, and community health partners, and assists them and their caregivers in

managing medical conditions at home.

The CIC model is a framework commissioned by the Alency for Integrated Care (AIC)
to build the local networks of health care providers, and provide both medical and social
support services for older people in the community (Figure I1.5). Nurses play a role as
patient navigators by coordinating care transitions through the continuum of care in the
community (Chan, 2021).

Figure I1.5S. Community-based care services provided in Communities of Care model

in Singapore
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III. Measure and Understand the Problem and Assess the

Impact of Action

Action on equitable healthy ageing will be more effective if basic data systems,
including routine monitoring of health inequality and its social determinants, are well
established. This section introduces tools to support the sequence of steps in measuring
and understanding the problem, planning and implementing the action, and assessing

the impact of the action.

Theory and concepts
The determinants of health are generally divided into three levels: macro, meso, and

micro. The macro-level includes social conditions and policies, such as economics, the
culture, and environment. The meso-level contains working conditions, housing, and
family relationships. The micro-level comprises individuals’ behavioural and biological
factors. These determinants interact in complex and dynamic ways and influence
population's health. Thus, an adequate understanding of the state of the health
determinants and action plans to improve them are required (Institute of Medicine,
2002).

Improving macro- and meso-level determinants is particularly important for healthy
ageing. Alth’ugh people's physical and mental capacities decline with age, the speed of
the decline can be slowed and their functions can be maintained if meso- and macro-
level factors compensate for their reduced capacity (World Health Organization, 2015).
Mobility can be ensured in 101eoplepeople with reduced capacity to walk with

wheelchair purchase assistance schemes and wheelchair-accessible buses.

Interventions on meso- and macro-level factors need to be carefully evaluated as
inappropriate interventions can lead to increased health inequalities (White et al., 2009).
IThe wheelchair purchase assistance schemes may contribute to widening disparities if
the information on the schemes is available only on the Internet. People with greater
financial means who have access to the Internet will benefit more. Therefore, it is
necessary to consider whether implemented policies would have the desired effect on

the target population.

Regarding meso-level factors, as discussed in Section Policy options I, an age-friendly
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environment within walking distance of their community is essential for older people.
Therefore, it is vital to understand the status of each district (e.g. school district) within
a local government, which is referred to as a community health assessment (Anderson
and McFarlane, 2014). Local governments can conduct systematic community health
assessments utilising objective and narrative data to identify the population's needs,
health issues and disparities, and available resources (Institute of Medicine (US)
Committee for the Study of the Future of Public Health, 1988). It can also help prioritise
issues and groups that need to be addressed. In addition, community health assessment
results shared with various sectors and organisations can act as a ‘catalyst’ to promote
intersectoral collaboration (Public Health Agency of Canada, 2007). These processes
can facilitate implementing policies in the local government and evaluate their

effectiveness and fairness.

Thus, regarding measuring and understanding the problem, planning and implementing
an action, and assessing the impact of the action, all three, not just one, should be

implemented.

Tools

1) 1) Health equity surveillance items

The WHO’s Commission on Social Determinants of Health (CSDH) recommends that
all national governments create a comprehensive health equity surveillance system,
including for social determinants of health along with the causal pathways from daily
living conditions to structural drivers of health inequalities (World Health Organization,
2008). Below are the CSDH’s examples of surveillance’s items (Table III.1).

Table III.1. Comprehensive national health equity surveillance

Health inequalities

including information on:
health outcomes stratified by:
- osex,
- at least two socioeconomic stratifiers (education, income/wealth, or occupational class),
- ethnic group/race/indigeneity,
- other contextually relevant social stratifiers, and
- place of residence (rural/urban and province or other relevant geographical unit)

distribution of the population across the sub-groups

a summary measure of the relative health inequity: including the rate ratio, relative index of
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inequality, relative version of the population attributable risk, and concentration index
+ asummary measure of the absolute health inequity: including the rate difference, slope index

of inequality, and population attributable risk.

Health outcomes

+  mortality (all cause, cause specific, age specific),
+ early child development,

+  mental health,

+  morbidity and disability,

+  self-assessed physical and mental health, and

+  cause-specific outcomes

Determinants, where applicable including stratified data

Daily living conditions
*  health behaviours:
- smoking,
- alcohol,
- physical activity, and
- diet and nutrition
+  physical and social environment:
- water and sanitation,
- housing conditions,
- infrastructure, transport, and urban design,
- air quality, and
- social capital,
+  working conditions:
- material working hazards and
- stress
*  health care:
- coverage and
- system infrastructure
+  social protection:
- coverage and
- generosity
Structural drivers of health inequity:
+  gender:
- norms and values,

- economic participation, and
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- sexual and reproductive health,

social inequities:

- social exclusion,

- income and wealth distribution, and

- education

socio-political context:

- civil rights,

- employment conditions,

- governance and public spending priorities, and

- macroeconomic conditions

Consequences of ill health

economic and

social consequences.

Source: BOX 16.3, WHO CSDH Report, 2008

When conducting a community health assessment, rather than simply using numerical
values, using maps or graphs would be helpful in understanding the severity of the
problem, communicating with other sectors and organisations, and selecting areas that
local governments should prioritise for countermeasures (Figures II1.1 and II1.2). In the
last part of this chapter, we introduce examples of data visualisation tools that local

governments use in further detail.
Figure II1.1. A map showing community health risks and resources. The shades of orange

indicate the percentage of older people aged 75 or older per community in a city. Blue pins

indicate available resource for caring older people in each community.
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Figure I11.2. Heatmap showing the direction of change in the health indicators within a town by

localities over time.

T Changes in three years by localities
b (green: improved 20.5% points, white: no change, red: worsened =0.5% points)

% Feeling happiness

Mean score of Long-term care risk
% Frailty

% Motor function impairment

% Experiencing fall within one year

% Dementia Risk -0.3

% Forgetfulness -0.2 -0.1

% Oral function impairment -0.2 0.2

% Tooth loss 0.3
-0.4

% Depression

% Homebound 0.2

Source?

2) Integrated Care For Older People (ICOPE) handbook

In the context of healthy ageing, primary health conditions associated with reduced
intrinsic capacity can be added to the ‘health outcomes’ in the health equity surveillance
items. Furthermore, five domains of functional ability can be included in the
‘consequences of ill-health’. The UN decade of healthy ageing also recommends that
national governments monitor the achievement of healthy ageing by regularly

measuring intrinsic capacity and functional ability (World Health Organization, 2020).

105



Intervening at an early stage of declining capacity is essential for healthy ageing. In
2019, the WHO released a package of tools that targeted optimising intrinsic capacity
and functional ability as a key to healthy ageing. The ICOPE handbook provides
practical care pathways to address the priority conditions associated with a decline in
capacities, such as mobility limitations, malnutrition, vision and hearing loss, cognitive
decline, depressive symptoms, and social care and support. The pathways start with a
screening test to identify those already experiencing some decline in their capacity
(Figure II1.3; World Health Organization, 2019). Individual data collected through the
ICOPE screening test (Figure 111.4) could be applied to health promotion by aggregating

data on a regional basis.

Figure I11.3. Person-centred assessments and pathways in primary care.

Generic care pathway SCREEN

FOR LOSSES IN INTRINSIC CAPACITY
IN THE COMMUNITY No loss of

INtrinsic capacity

@ Reinforce generic health
and lifestyle advice or
usual care

ASSESS IN GREATER DEPTH

FOR CONDITIONS ASSOCIATED
WITH LOSS IN INTRINSIC CAPACITY

ASSESS & MANAGE
ASSESS & MANAGE SOCIAL AND PHYSICAL

UNDERLYING DISEASES ENVIRONMENTS

* Social care and support plan
* Remove barriers to social participation

* Environmental adaptation

Source: World Health Organization, 2019
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Figure I11.4. The Integrated Care For Older People (ICOPE) Screening Tool.

Priority conditions associated Tests Assess fully if any answ
with declines in intrinsic capacity in each domain triggers
COGNITIVE DECLINE 1. Remember three words: flower, door, rice (for example)
(Chapter 4) .
2. Orientation in time and space: What is the full date today? Wrong to either
- question or doe:
Where are you now (home, clinic, etc)?

not know

Cannot recall all
3. Recalls the three words? O three words

L

LIMITED MOBILITY Chair rise test Rise from chair five times without using arms. N
(Chapter 5) Did the person complete five chair rises within 14 seconds? \ ) ._J' No
MALNUTRITION 1. Weight loss: Have you unintentionally lost more than 3 kg Yes
(Chapter 6) over the last three months?
2. Appetite loss: Have you experiencad loss of appetite? Yes
VISUAL IMPAIRMENT Do you have any problems with your eyes: difficulties in
(Chapter 7) seeing far, reading eye diseases or currently under Yes
medical treatment (e.g. diabetes, high blood pressure)?
HEARING LOSS Hears whispers (whisper test) or
(Chapter 8) Screening audiometry result is 35 dB or less or O Fail
Passes automated app-based digits-in-noise test
DEPRESSIVE SYMPTOMS Over the past two weeks, have you been bothered by
Yes
(Chapter 9) - feeling down, depressed or hopeless?
- little interest or pleasure in doing things? Yes

Source: World Health Organization, 2019

3) Kihon-check list

The Kihon-check list is an assessment to measure older people’s capacity and care
needs. In 2006, the Japanese government implemented the Kihon-check list and aimed
to identify frail or semi-frail older people (65 years or older). The local government
provided those considered as frail or semi-frail with early preventive care programmes

to delay functional decline and dependence on long-term care. The items of the Kihon-
check list are shown in Table II1.2 (as of March 2022).

4) ChecKklist for strengthening long-term care system

The WHO published a document of the ‘framework for countries to achieve an

integrated continuum of long-term care’ in 2021 (World Health Organization, 2021). It
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included a checklist (Table 2) specific to clarify key action points for strengthening

long-term care system. The checklist was designed to be used by national and local

policymakers to examine their existing systems, identify potential gaps, and plan future

steps toward improving long-term care and the health workforce, including carers.

Table I11.2. Kihon-check list used in Japan.
Source: Ministry of Health, Labour and Welfare, 2009

5) Urban Health Equity Assessment and Response Tool (Urban HEART)

The Urban Health Equity Assessment and Response Tool (Urban HEART) enables

No. | Category Question Answer
1 Do you go out by bus or train by yourself? Yes(0)/No(1)
2 Living Do you go shopping to buy daily necessities by yourself? Yes(0)/No(1)
3 sondltions Do you manage your own deposits and savings at the bank? Yes(0)/No(1)
4 Do you sometimes visit your friends? Yes(0)/No(1)
5 Do your family or friends turn to you for advice? Yes(0)/No(1)
6 Do you normally climb stairs without using handrail or wall for support? Yes(0)/No(1)
7 Do you normally stand up from a chair without any aids? Yes(0)/No(1)
8 | Movement |Do you normally walk continuously for 15 minutes? Yes(0)/No(1)
9 Have you experienced a fall in the past year? Yes(1)/No(0)
10 Do you have a fear of falling while walking? Yes(1)/No(0)
11 | Nutritional |Have you lost 2kg or more in the past 6 months? Yes(1)/No(0)
12 status  |BMI (kg/mi) <18.5 Yes(1)/No(0)
13 oral Do you have any difficulties eating tough foods compared to 6 months ago? Yes(1)/No(0)
14 function Have you choked on your tea or soup recently? Yes(1)/No(0)
15 Do you often experience having a dry mouth? Yes(1)/No(0)
16 Withdrawal Do you go out at least once a week? Yes(0)/No(1)
17 Do you go out less frequently compared to last year? Yes(1)/No(0)
18 Do your family or your friends' point out your memovry loss? Yes(1)/No(0)
Cognition e.g."You ask the same question over and over again."
19 Do you make a call by looking up phone numbers? Yes(0)/No(1)
20 Do you find yourself not knowing today's date? Yes(1)/No(0)
21 In the last 2 weeks have you felt a lack of fulfillment in your daily life? Yes(1)/No(0)
22 In the last 2 weeks have you felt a lack of joy when doing the things you used to enjoy? Yes(1)/No(0)
23 | Mentality |In the last 2 weeks have you felt difficulty in doing what you could do easily before? Yes(1)/No(0)
24 In the last 2 weeks have you felt helpless? Yes(1)/No(0)
25 In the last 2 weeks have you felt tired without a reason? Yes(1)/No(0)

Notel: The 10 questions highlighted in blue predict the incidence of Needed Support/Long-Term Care among older Japanese

people (Tsujietal., 2017).

Note 2: Under Japan's long-term care insurance system as of February 2022, you are eligible to receive care services under the "Care

Prevention Management System" if you meet at least one of the following criteria:

(1) Atleast 10 points in 20 items from No.1 to 20.
(2) Atleast 3 points in 5 items from No.6 to 10.

(3) 2 points in 2 items from No.11 and 12.

(4) Atleast 2 points in 3 items from No.13 to 15.
(5) Answered "No" to No. 16.

(6) Atleast 1 points in 3 items from No.18 to 20.
(7) Atleast 2 points in 5 items from No.21 to 25.

policymakers from different sectors to cooperate in tackling health inequities. Urban
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HEART is a tool to gather relevant evidence, use the evidence to identify and prioritise

interventions, and plan efficient, appropriate actions to tackle health inequities in urban

areas (World Health Organization, 2010). Although its cyclical nature of the planning

and implementation is similar to the general health promotion cycle (Figure 5 & Table

3, see also Section Policy options II), the Urban HEART is unique as it incorporates a

health equity perspective.

Figure II1.5. The Urban HEART integrated into the local planning cycle.

/"\

” \N

Defining the Setting the
problem agenda

Assessment Response

Monitoring

an

d. Urban HEART
Evaluation

Implementing ~ Programme Policy Developing
the programme policy

N 4

D

Source: World Health Organization, 2010

Table I11.3. Components of the planning cycle of the Urban HEART.

ASSESSMENT | This is a critical phase as it results in the identification and monitoring of

Defining the inequities and forms the basis for determining future action. Evidence

problem collected in coordination with multiple sectors and communities will provide
support to raise awareness among decision-makers and citizens. This can lead
to highlighting and acting upon health equity problems in the city. By nature,
the assessment phase also allows the evaluation of the impact of both health-
related and non-health-related policies.

RESPONSE The identification of responses is probably the most complex and challenging

Setting the phase, as it involves identifying what actions will be taken, who will be

agenda involved, and for what purpose or outcomes. The process to identify and
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preselect interventions should be seen as an opportunity to engage all the
relevant sectors and communities in the decision-making process. Identifying

interventions will set an agenda for tackling health inequities at the local level.

POLICY Selected interventions identified during the previous phase are prioritised and
Developing budgeted to ensure their inclusion in the policy-making process at the local
policy government level. It is expected that evidence provided by the assessment of

key Urban HEART indicators will be an asset to prioritise the most relevant
interventions. The success of this process will be measured through the

implemented laws, programmes, and interventions.

PROGRAMME | Resources allocated by the local government are a marker of political choice.
Implementing The time frame for allocation depends on the context and should be

the programme | considered in the planning of the Urban HEART. The health sector will
implement and oversee the health policies developed with an equity focus.

Non-health sectors may also be allocated resources to develop policies that

will impact health equity.

Source: World Health Organization, 2010 (Adapted from Box 2)

6) Health Impact Assessment

The Health Impact Assessment (HIA) is a way to provide policymakers, both inside and
outside of health sectors, the opportunity to consider health impacts. The HIA is the
process and methodology of optimising policies to promote health and minimise
negative impacts on individuals and society by predicting and assessing how a proposed
policy will affect health in advance. In addition, the HIA enables diverse stakeholders to
bring different perspectives in policymaking. Though there are some differences in the
number of stages according to the guidance documents, there are no differences in the
methods, which usually includes screening, scoping, appraisal, reporting, and
monitoring (Figure I11.6) (World Health Organization, n.d.).

Figure I11.6. Overall framework of the HIA.
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Below is an example of a matrix used for the HIA’s appraisal (Table 111.4) (Human

Impact Partners, 2011). Anticipating health impacts by each determinant, such as

lifestyle, physical environment, social, or economic environment, or health care service,

can help stakeholders consider and clarify the direction, magnitude, severity, and

likelihood of the impacts of the proposal on different population groups (e.g. population

groups by income, race/ethnicity, gender, place, etc.).

Table I11.4. The HIA impact analysis summary of the findings.

Health
Outcome/

Determinant

Direction

Magnitude

Severity

Likelihood

Distribution

Responses to use above:

® Direction of the Impact:

+ Positive = Changes that may improve health
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Negative = Changes that may detract from health
Uncertain = Unknown how health will be impacted
No effect = No effect on health
® Magnitude of the Impact:
Low = Causes impacts to no or very few people
Medium = Causes impacts to wider number of people
High = Causes impacts to many people
Note that this is relative to the population size
® Secverity of the Impact:
Low = Causes impacts that can be quickly and easily managed or do not require treatment
Medium = Causes impacts that necessitate treatment or medical management and are
reversible
High = Causes impacts that are chronic, irreversible or fatal o Likelihood of Impact:
® Likely = it is likely that impacts will occur as a result of the proposal
Possible = it is possible that impacts will occur
Unlikely = it is unlikely that impacts will occur
Uncertain = it is unclear if impacts will occur
® Distribution of the Impact:

Name subpopulation impacted more (e.g. ‘low-income residents impacted more’; ‘Blacks

impacted more’) or ‘equal impacts’

Source: Human Impact Partners, 2011

In the context of older people's health, Schonbach et al. reported that quantitative
assessments of the impact of interventions increased physical activity among older
people and how this differed by SES (educational attainment), using the HIA
(Schonbach et al., 2020).

Policy examples
1) Incentive system

Establishing a data system and recognising the problem are often burdens among staff
members in the local governments. Since 2018, the government of Japan introduced a
system to award municipalities based on whether they actively implemented initiatives to
support healthy ageing. Evaluation indicators in 2021 included, ‘Are specific efforts
being made to develop or disseminate information sharing tools among health and care
professionals?’, ‘Has a system been established to promote care prevention in cooperation

with other departments within the administration’, and ‘Is a database of the health status
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among the participants of the day-care facilities kept so that trajectory analysis is
possible?’”!. The system encourages municipalities to collect data routinely and execute

actions for improvement and evaluate them.

2) JAGES Initiative

The Japan Gerontological Evaluation Study Initiative (JAGES Initiative) is a nationwide
action study platform that focuses on partnerships between researchers and local
governments across the country. It originates from a study conducted by social
epidemiologists and others that began around 2000. The initiative has established a wide
range of partnerships with central government agencies and businesses outside the health

sector.

The JAGES study team developed the JAGES-HEART (Health Equity Assessment and
Response Tool) with the WHO Kobe Center, with reference to the Urban HEART (see

Page 109). Its components consisted of the following:

1. Assessment of the current status among older people.

2. Establishment of an agenda by prioritising issues or vulnerable populations.

3. Development of policies.

4. Implementation and evaluation of the effectiveness of the intervention
programmes.

The JAGES-HEART was developed with the aim to support municipalities in cycling the
local policy-making process and promoting the establishment of a community-based

integrated care system (see Section Policy options II).

The JAGES research team constructed the JAGES-HEART using data from a large-scale
epidemiological survey on community-dwelling older adults conducted once every three
years. After every survey, the JAGES researchers create community assessment sheets
for each municipality. They provide between- and within-municipality comparisons on
the health statuses and a wide range of social determinants of health among older residents.
Health status for specific subpopulations, such as age groups, gender, and income levels,
have also been compiled to identify populations more likely to accrue risks for health
problems and assess any differences in the effects of the intervention measures. The
researchers validated the indicators used in the JAGES-HEART based on survey data.
Data has been visualised using graphs and maps, which enables municipality staff

members to conduct community health assessment intuitively, even for those in the field
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who often lack time and skills (Figure II1.7). Once a year, the JAGES research team holds
a session with municipality staff members and run workshops to demonstrate how to use
the JAGES-HEART and emphasise the importance of the social determinants of health.
In addition, in some municipalities, researchers provide intensive support for utilising the
JAGES-HEART for developing policies and proceeding with intersectoral collaboration

with municipality staff members (see following cases).

Figure II1.7. Sample of a community assessment sheet based on the JAGES-HEART.

Health indicators to recognize the Comparison of data between the

: municipalities
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Using the JAGES-HEART as a prototype, the Japanese Ministry of Health, Labour and
Welfare developed a community-based integrated care ‘visualization’ system in all the
municipalities nationwide. Japanese public health officials hold regular training for local
government staff to support their efforts to utilise the system for healthy ageing. The
research team keeps updating the JAGES-HEART that can be used to assess and plan

older people’s health and other side of their lives, such as disaster prevention.

The following cases describe how the JAGES-HEART was used to measure and
understand problems and assess the impact of the actions in two different local

governments.

Case A: data-driven community empowerment in Mifune Town

Mifune town in Kumamoto prefecture has a population of approximately 17,000 people,
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with an aging rate of 34.7% (as of December 2020). Mifune town has ten localities
divided into a flat area with concentrated public facilities, medical institutions, or stores

and a mountainous area with significant depopulation.

Since the proportion of long-term care certifications has risen over the years, Mifune town
has participated in the JAGES since 2013 to assess the present state of the residing older
adults. After participation, they began holding regular meetings aimed at intersectoral
collaboration based on advice from the researchers. During the meeting, multiple sectors
can share the issues by utilising community assessment data based on the JAGES-HEART.
Mifune town had a higher proportion of people who were homebound (not going out
frequently) than other municipalities. Furthermore, there were significant area-based
inequalities in the proportion of homebound people: mid-mountainous (11.1%) vs flat
(6.1%) (Figure II1.8 and Table IIL.5). Hence, municipality staff members decided to
incorporate the numerical target of the area-based inequality into their policy plan and
prioritise a countermeasure for homebound people in a specific locality in the

mountainous area.

Comparison between municipalities Comparison within municipalities

Men

>

10% 15% 20% 25
IIIIIIIIIIIIIIIIIIIIIIIIII“I | :: ¢ Flat area |-

Women _—
| R S A R WA . : .

|
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Figure I11.8. Proportion of homebound older residents in Mifune town in 2013.

By sharing the community assessment results with residents, the residents' ideas and
opinions led to activities in the locality, such as the establishment of a Kayoi-no-ba or
dining service that utilised a dismantled school. Many older people who had not
participated previously came to the novel place-to-go. At the three-year assessment, the
proportion of homebound older people was 8.3% and 5.7% in the mountainous and flat
areas, respectively. This reduced area-based inequality and improved the entire proportion
of homebound people far above the original target (Table 5). Mifune town also started
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similar activities in other localities, and new intersectoral collaboration and resident

activities have begun.

Table II1.5. Change over time in the percentage of homebound older people in Mifune Town.

Mountainous Flat Proportion Proportion
area area Difference Ratio
Baseline (FY2013) 11.1%* 6.1%* 5.0% points 1.83
Target (Short term: until 2016) 10.1% 6.0% 4.1% points 1.68
Three years after the baseline (FY2016) 8.3%* 5.7%%* 2.6% points 1.45

Note: * Age-adjusted proportion

There were some possible factors of this success. First, multiple sectors in the town
worked closely together. Utilising data enabled them to advance the policy effectively
and efficiently by sharing the problem and cooperating with each other. Second, they
conducted detailed goal-setting and management based on the community health
assessment. They executed their activities tactically by prioritising problem and localities
rather than the whole town's uniform countermeasure. Researchers helped conduct the
effectiveness assessment every three years, and they could circulate a planning cycle for
health promotion among older people. Third, they used an approach with a primary health
care viewpoint. In the targeted locality, they started activities using local resources
consistent with the needs of residents so that everyone could participate. Residents

accepted the issues as their affairs and took the initiative in creating a place-to-go.

Case B: Kobe City

Kobe City is one of the largest cities in Japan, with a population of approximately 1.5
million and an ageing rate of 28.6% (as of February 2022). There are nine administrative
wards and 76 localities. Kobe City has focused on preventive measures for the social
isolation of older people as the proportion of older people who living alone is higher than

that in the entire country.

Kobe City has participated in the JAGES since 2011 to assess each locality in detail and
implement effective measures toward healthy ageing. Due to the size of the city, Kobe
City and the researchers developed a heatmap named ‘locality prioritization sheet’ that
extended the JAGES-HEART (Figure II.9). They arranged the sheet with health
indicators, each color-coded for each level of risk. This visualization enabled them to

discover problems accumulating in a locality. The city's staff members, administrative
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ward, and locality jointly selected the target locality for the model project for the intensive

intervention.

Figure I11.9. ‘Locality prioritization sheet’ developed at Kobe city.
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In the targeted localities, municipality staff members shared the survey results with the
residents and had regular dialogues. They also supported initiation of residents-led salon
activities after they observed a growing momentum in the localities that residents
required a place-to-go. In the salon, older people contributed to the activities with
consideration toward others so that the burden was not biased toward a particular
individual. Hence, the proportion of social participation among older adults in the
localities increased, which resulted in a reduction in the locality-based gap within the
city. Residents from the neighbouring locality heard the success story and wanted a
salon in their locality too. Such resident-led activities have expanded spontaneously,
such as voluntarily launching salons and providing health consultations and check-ups

at the salon at the participants’ request.

A characteristic of the efforts in Kobe City was that they constructed a system that
administrative areas could support and managed activities in the localities using the
JAGES-HEART. Another characteristic was their advanced partnerships with various
stakeholders, which included organisations outside the administrative office. They could

incorporate flexible ideas and rich resources of private sectors in the activities for healthy
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ageing, such as providing drinks or using novel ICT techniques for place-to-go

participants.
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