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The Journey to Age Equality



The theme of the 2019 United Nations International Day of Older Persons (IDOP 
2019) is The Journey to Age Equality.  

The right to health applies to all, regardless of age, ability, gender, geographical 
location, socio-economic status without discrimination of any kind.  But many health 
systems around the world struggle to respond to the complex health needs of older 
people. 

Intrinsic capacity and functional ability decline with increasing age. Intervening at an 
early stage of declining capacity is essential to prevent or delay the decline so that 
older people can continue doing the things that matter to them. 





ICOPE is community-based approach towards a person-centred health 
and social care to optimize the functional ability of older people 

The ICOPE digital App and handbook assist health, social care workers and care givers to:
1. Screen older people at risk of care dependency in the community
2. Undertake a person-centred assessment of older people’s health and social care needs in

primary care
3. Design a personalized care plan

The ICOPE Implementation Framework guides policy makers and programme managers in 
assessing the capacity of the systems and services to deliver integrated care at the 
community level and implement an action plan.





INTEGRATED CARE 
FOR OLDER PEOPLE
Older people are frequently 
faced with...

INTEGRATED 
CARE

is important to help 
older adults maximize 
their Intrinsic Capacity 
and Functional Ability 

in the community. 

SPECIALIZED 
DOCTORS HOSPITALS PRIMARY 

HEALTH CLINIC

Fragmented 
services1

Too far from 
where they live2

Ageist attitudes of 
healthcare workers3

Lack of interventions to optimize 
Intrinsic Capacity and Functional Ability4



INTEGRATED 
CARE

HOW DOES

WORK?

Providing care at the communities, 
close where people live1

Comprehensive assessment and care 
plan shared with everyone involved2

All professionals work together 
to maintain IC and FA3

Engaging communities and 
supporting family care givers 4



ICOPE APPROACH

Rapid case finding 
for declines in 
intrinsic capacity

1
Design a care plan
3

Those with declines are referred 
for comprehensive assessment 

2
Strength and 
resistance exercise

Oral 
supplemental 
nutrition

Cognitive 
stimulation

Home adaption 
to prevent falls

Photo credit:
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VITALITY

DOMAINS OF INTRINSIC CAPACITY

INTRINSIC 
CAPACITY

Time 
orientation Memory Balance Gait speed

COGNITION

Grip 
strength

Abdominal 
circumference

LOCOMOTION

PSYCHOLOGICAL

Core Symptoms of 
depression

Low 
energy/fatigue

SENSORY

Snellen
test

Audiometry or 
whisper test



Comprehensive assessment and care plan in Primary Health Care Clinic

Intrinsic Capacity (IC) 
rapid case finding1

More in depth 
assessment of IC domains 
to detect significant 
declines/associated 
risk factors 

2

Evaluation of associated 
conditions/diseases3A

Loss in Functional 
Ability (FA)3B

Multicomponent 
interventions to 
manage declines in IC

Integrated 
management 
of conditions

• Social care and support plan
• Remove barriers to social participation
• Environmental adaptation
• Rehabilitation, palliative care and end 

of life care 

Reinforce generic health and 
life style advice or usual care

Comprehensive 
Assessment

Comprehensive 
Care Plan

YES

YES

YES YESNO NO

No IC decline, No FA loss



INTEGRATED  CARE FOR OLDER  PEOPLE

Guidance on person-centred assessment
and pathways in primary care

Handbook





https://apps.who.int/iris/handle/10665/325669

https://apps.who.int/iris/handle/10665/325669






Actively engage older people, their families and caregivers 
and civil society in service delivery

SCORE ACTION(S) NEEDED

0  Identify the scope, nature and capacity of community services in the local area.
 Develop a strategy to formally engage the local community in health and social care 

service delivery.

2  Consult with community groups and other local services to identify opportunities for 
expanding engagement with the community.

 Formalize the relationship of health and social services with the community, for 
example by establishing weekly support and monitoring visits from care workers to 
community volunteers, registering volunteers in the health facility and providing 
incentives and training.

3  Maintain engagement with community members, community groups and other 
services in the delivery of health and social care services.

 Sustain monitoring and support systems.



Offer caregivers support and training
SCORE ACTION(S) NEEDED

0  Undertake a needs assessment to identify threats to, or impairments in, caregivers’ mental 
and physical well-being, gaps in competencies, and respite care needs.

 Undertake a capacity assessment to determine the human, financial and infrastructure 
resources needed and available to provide caregiver support, respite care and training. 
Community day centres may be appropriate options, for example.

2  Consult within and across services and with caregivers to evaluate the acceptability of 
planned or piloted support or of training initiatives, and evaluate opportunities for scaling 
them up.

 Begin efforts to make psychological support available for responding to caregiver burden.
 Initiate plans for community-based respite care, such as community day centres or 

temporary home support.

3  Continue to deliver support and training initiatives and implement a cycle of quality 
improvement to ensure the initiatives remain relevant and useful to caregivers.

For carers of people living with dementia, for example, the WHO iSupport tool 
(http://www.who.int/mental_health/neurology/dementia/isupport) can be a useful 
online training platform. It provides information, skills training and support, and uses 
problem-solving and cognitive behavioural therapy to address caregivers’ needs.





Actively seek and identify older people in need of care in 
the community 

SCORE ACTION(S) NEEDED

0  Consult providers, community members and civil society to identify locally 
appropriate and acceptable case-finding strategies.

 Assess the capacity within and between services for implementing formal 
case-finding strategies.

1  Develop a clear case-finding strategy for the community and engage with 
providers, community members and civil society to consult them on 
developing implementation strategies. Consultations should include older 
people and caregivers, judge acceptability and feasibility and identify 
opportunities for scaling up case finding and its coordination between service 
providers.

2  Continue case finding and implement a cycle of quality improvement to 
ensure processes remain effective and locally acceptable.



Undertake person-centred assessments when older people 
enter health or social care services and a decline in intrinsic 
capacity is suspected or observed

SCORE ACTION(S) NEEDED

0  Assess the capacity of current services to perform comprehensive assessments, 
such as the competencies of health and social care workers, the current user 
admission/enrolment processes in health and social care services, the 
infrastructure needed to implement a standardized comprehensive assessment 
and the existence of strategies for case finding and community outreach.

2  Explore the opportunities, capabilities and readiness to implement standardized 
comprehensive assessments by consulting within and between service providers.

 Offer training to health and/or social care workers to perform comprehensive 
assessments and to develop care plans.

3  Continue undertaking comprehensive assessments and implementing care 
pathways.

 Continue to implement a cycle of quality improvement to ensure assessment 
processes remain efficient and acceptable to health and social care workers and to 
older people, families and caregivers.



Support appropriately trained health and social care 
workers to develop personalized care plans

SCORE ACTION(S) NEEDED

0  Undertake a capacity assessment on the competencies of health and􀀒􀀒 or social 
care workers to create personalized care plans.

 Assess the current user admission/enrolment processes in health and social care 
services.

 Assess the infrastructure needed to create and share personalized care plans.

2  Consult within and between service providers to explore the opportunities, 
capabilities and readiness for creating personalized care plans.

 Offer training to health and social care workers to develop personalized care plans.
 Use normative guidance such as the WHO ICOPE guidance on person-centred

assessments and pathways in primary care.

3  Implement a quality-improvement cycle to ensure care planning remains effective 
and acceptable to health and social care workers and to older people and their 
families or caregivers.



Establish networks of health and social care providers to 
enable timely referral and service provision

SCORE ACTION(S) NEEDED

0  Do a mapping assessment to identify and create a network of service providers for 
older people and caregiver respite.

 Engage with potential service providers to explore their capabilities and readiness 
to join a provider network for older people and caregivers.

2  Engage with potential service providers to explore their capabilities and readiness 
to join a provider network for older people and caregivers.

3  Sustain and further develop the formal network of service providers that enables 
timely referral or rapid care escalation for older people and their caregivers by 
continuing to map services and consult service providers.





Deliver care through a community-based workforce, 
supported by community-based services

SCORE ACTION(S) NEEDED

0  Undertake a capacity assessment to create a community-based workforce based on local 
need (e.g. volumes of health and social care workers, the availability of an unpaid 
workforce, opportunities for new cadres) to deliver health and social care services to older 
people in their community or home.

 Do a mapping exercise to identify local community services capable of supporting a local 
workforce.

2  Explore opportunities to implement a permanent, community-based workforce through 
novel configurations that are suitable to the local context (e.g. unpaid roles, new work 
cadres).

 Do a mapping exercise to identify local community services capable of supporting a local 
workforce.

3  Continue to deliver care to older people in their community or home through a community-
based health and social care workforce.

 Continue to engage with and support local community services and to map the availability 
and capabilities of these services to support the workforce.

 Continue to support the workforce (paid and unpaid) through local community services.



Make available the infrastructure (e.g. physical space, 
transport, telecommunications) that is needed to support 
safe and effective care delivery in the community

SCORE ACTION(S) NEEDED

0  Undertake a needs assessment to identify threats to, or impairments in, caregivers’ mental 
and physical well-being, gaps in competencies, and respite care needs.

 Undertake a capacity assessment to determine the human, financial and infrastructure 
resources needed and available to provide caregiver support, respite care and training. 
Community day centres may be appropriate options, for example.

2  Consult within and across services and with caregivers to evaluate the acceptability of 
planned or piloted support or of training initiatives, and evaluate opportunities for scaling 
them up.

 Begin efforts to make psychological support available for responding to caregiver burden.
 Initiate plans for community-based respite care, such as community day centres or 

temporary home support.

3  Continue to monitor infrastructure needs and provision capabilities as services expand or 
contract according to the health and social care needs of older people in the community.



Deliver care (with assistive products when needed) that is 
acceptable to older people and targets functional ability

SCORE ACTION(S) NEEDED

0  Modify care interventions in a phased manner to align them with recommended 
components of care. This may start with aligning to WHO guidelines,8 for example, 
and orienting interventions towards improving IC and FA.

2  Audit care interventions to evaluate the extent to which they align with the 
recommended components of care.

 Through consultation and reviewing best practice (e.g. WHO guidelines8), modify care 
interventions to align more closely with recommended components of care.

3  Continue to deliver services that are consistent with the recommended components of 
care, including buying assistive products and ensuring they are available.







Support the active engagement of older people and their 
families or caregivers, civil society and local service 
providers in policy and service development

SCORE ACTION(S) NEEDED

0  Develop policies or participatory governance frameworks in consultation with the 
community, older people and caregivers to formally support community engagement 
(inclusive of all older people and caregivers) in policy and service development.

2  Review informal processes for their ability to be formalized and adopted at greater 
scale to support community engagement.

 Implement policies or participatory governance frameworks.



Create or update policy and regulatory frameworks to 
support integrated care and to protect against elder abuse

SCORE ACTION(S) NEEDED

0  Create policies or frameworks to support integrated care and protection for older 
people. These should align with local need, be supported by a case for change against 
elder abuse and co-created with local champions or leaders.

 Identify and engage local champions or leaders to support the implementation of 
policies or frameworks.

2  Continue to create or update policies or frameworks through participatory 
governance.

 Support local champions or leaders to drive implementation efforts.

3  Maintain contemporary policies or frameworks to provide integrated care and 
protection for older people, supported by a contemporary case for change against 
elder abuse.

 Continue to identify local champions or leaders and support them
 to disseminate policies and drive implementation.



Implement quality assurance and improvement processes 
for health and social care services

SCORE ACTION(S) NEEDED

0  Identify the critical areas in service delivery where quality assurance is needed.
 Select the appropriate tools (PROMs, PREMs, person-centred outcomes).
 Develop a process to implement measurement tools.

2  Develop processes for the use of quality outcomes data for service improvement.
 Expand system-level quality measures to include person-centred and provider 

outcomes across services.

3  Continue to measure person-centred and provider outcomesacross services and use 
these data to inform service improvement.

 Implement valid and reliable contemporary outcome measures.



Regularly review the capacity to deliver care equitably

SCORE ACTION(S) NEEDED

0  Adopt the actions recommended by this framework as the criteria for assessing the 
capacity to deliver equitable ICOPE.

 Develop processes within systems to evaluate the capacity based on these criteria.

2  Implement routine capacity and performance assessments for integrated care (e.g. 
every five years), ensuring that assessments include disadvantaged groups and that 
outcomes are meaningful to system managers.

3  Routinely continue to assess the capacity to deliver ICOPE, and to evaluate the 
performance of the system in delivering this care.

 Routinely review assessment outcomes to ensure they remain meaningful to system 
managers.





Develop capacity in the current and emerging workforce 
(paid and unpaid) to deliver integrated care

SCORE ACTION(S) NEEDED

0  Evaluate the current capacity of the workforce, specifically the knowledge and skills to 
deliver the right care. 

 Develop workforce capacity-building initiatives to target the current and emerging 
workforce and both paid and unpaid roles.

2  Expand existing capacity-building processes and initiatives to include all workforce 
roles, reflect interdisciplinary care and address the recommended components of care 
for the ICOPE approach. Follow the same key competencies outlined above for systems 
at the stage of minimal implementation.

3  Continue the system-wide workforce capacity-building initiatives and update them as 
new evidence or resources emerge.

 Monitor the capacity of the workforce so that capacity-building initiatives are 
responsive to need.



Structure financing mechanisms to support integrated 
health and social care for older people

SCORE ACTION(S) NEEDED

0  Modify policies and processes to structure financing for health and social care services 
around a shared or pooled funding model that includes financial incentives for 
appropriate care coordination at the service level and includes the cost of 
interventions and essential medicines and devices to maintain intrinsic capacity (IC) 
and functional ability (FA).

2  Implement modified financing models that support shared or pooled funding 
approaches for health and social care services, which include financial incentives for 
appropriate care coordination at the service level.

 Evaluate the effectiveness of financial incentive initiatives in supporting sustained and 
meaningful care coordination at the service level.

3  Continue to fund health and social care services in a point funding mechanism.
 Continue to offer financial incentives to support care coordination at the service level, 

based on an evaluation of effectiveness.



Establish equitable human resource management processes 
to support the paid and unpaid workforce

SCORE ACTION(S) NEEDED

0  Develop system-level, semi-structured HR processes to support the equitable 
management of the workforce, including paid and unpaid workers, across services, 
consistent with the principles of the WHO Global strategy on human resources for 
health: workforce 2030.

 Consult workers and service managers in developing HR processes.

2  Implement semi-structured HR processes to support the equitable management of the 
workforce, including paid and unpaid workers, across services, consistent with the 
principles of the WHO Global strategy on human resources for health: workforce 2030.

3  Continue to adopt HR processes that support the paid and unpaid workforce in a semi-
structured and equitable manner.

 Review HR processes periodically (e.g. every five years) to reflect changes in work 
cadres and respond to service quality-improvement initiatives.



Use health information and communications technology to 
facilitate communication and information exchange

SCORE ACTION(S) NEEDED

0  Identify where health information storage and sharing and communication between 
services or providers could be enhanced by secure digital technologies.

 Develop a strategy to guide the phased procurement and implementation of digital 
technologies, supported by a policy for appropriate privacy and security.

 Continue to use existing low-tech systems to support information exchange and care 
coordination among services or providers.

1  Develop a strategy to guide the phased procurement and implementation of digital 
technologies, supported by a policy for appropriate privacy and security.

 Implement digital technologies in a phased approach in consultation with service 
managers and providers to ensure acceptability and feasibility.

2  Continue to review the needs for digital health technology.
 Continue to review the policy for data privacy and security and the latest 

developments to support digital health technologies.



Collect and report data on the intrinsic capacity and 
functional ability of older adults within existing health 
information systems

SCORE ACTION(S) NEEDED

0  Evaluate the capacity to integrate measures of IC and FA into health information 
systems.

 Develop a phased implementation plan to integrate IC and FA measures into health 
information systems.

1  Implement tools across services to measure the IC and FA of older people as part of 
system-level health information or surveillance. Use the experiences of services 
already using or trialling tools to inform implementation.

 Develop a reporting plan for IC and FA data.

2  Continue to measure IC and FA within existing health information systems.
 Update the measurement tools, under guidance from WHO.
 Prospectively report on IC and FA data to evaluate population health needs and 

changes over time.



Use digital technologies to support older people’s self-
management

SCORE ACTION(S) NEEDED

0  Undertake a needs and capacity assessment to provide or support digital technologies.
 Evaluate available digital technologies to determine effectiveness, acceptability and fit 

within the existing system.

1  Review evaluation outcomes of trials of digital technologies across services.
 Develop a system-level implementation plan for digital technologies identified as 

appropriate and acceptable to the local setting.

2  Continue to provide or support digital technologies to assist older people with self-
management.

 Evaluate the impact of digital technologies on self-management capabilities and 
health service use.
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