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The World Health Organization (“WHO”) warned in 2018 that all countries faced major challenges to ensure that their health and social systems were ready for the significant demographic shifts occurring as people worldwide are living longer and the pace of population ageing is accelerating much faster than it ever has in the past.  The WHO noted that for the first time in history, most people can expect to live into their sixties and beyond and that by 2050 the proportion of the world’s population over 60 years of age will reach 22% (2 billion people, up from 900 million (12% of the world population) in 2015).  As for the pace of growth of the older population, the WHO reported that while it took almost 150 years for the proportion of the population over 60 years of age in France to increase from 10% to 20%, the same shifts in countries such as Brazil, China and India were occurring in just a little over 20 years.  While the shift in the distribution of a country’s population toward older ages began in high-income countries, notably Japan, the WHO projected that the greatest changes going forward will be occurring in low- and middle-income countries, which are expected to be the homes for 80% of the world’s older persons by 2050.​[1]

The WHO observed that while a longer life brings with it opportunities, not only for older people and their families, but also for societies as a whole, realizing those opportunities and harvesting the contributions that older people can make to their families and communities depends heavily on health, and the WHO expressed concern that there was little evidence to suggest that older people today are experiencing their later years in better health than their parents.​[2]  For example, the WHO noted that while rates of severe disability had declined in high-income countries over the 30 years leading up to its 2018 report, there had been no significant change in mild to moderate disability over the same period of time.  

The WHO pointed to other hurdles that must be overcome to respond to population ageing and promote “healthy ageing” including developing a comprehensive public health response that takes into account the wide range of experiences and needs among the large population of older persons​[3]; recognizing and mitigating physical, economic and social factors (e.g., sex, ethnicity, socioeconomic status and living environment) that lead to inequalities in health and access to health care among older persons; and addressing outdated and ageist stereotypes (e.g., older people are frail or dependent, and a burden to society) that lead to discrimination and adversely influence public health policies for older persons and the way in which they are treated by health professionals.  According to the WHO, if older people are able to live their lives in good health and in a supportive environment, they generally will be able to engage in the activities that they value in ways that are little different than younger people; however, if society failed to address, and even contributed to, declines in their physical and mental capacity, ageing will continue to have negative implications for individuals and society as a whole.

Studies indicate that the quality of care afforded to older adults with medical conditions is substandard.​[4]  Global AgeWatch Insights, a joint project of HelpAge International and AARP published in December 2018, focused on the inequities of health systems worldwide through extensive studies in 12 low- and middle-income countries.​[5]  The researchers identified a number of common barriers among the countries that were studied to older people’s right to health and inclusion in health systems and services including discrimination in the form of ageism by health workers, such as their failure to consult older people on their care or their decision to restrict or deny access to interventions on the basis of age; poor physical accessibility of services; lack of institutional outreach to the older-age population in isolated communities; poverty and prohibitive costs; low health literacy and less access to health information; poor knowledge among health care workers on how to respond to health challenges common in older age including a lack of medical and gerontological training in the care of older people; health systems that remained structured to manage acute, episodic illness rather than responding to the longer-term, chronic health conditions that are common among older persons; and the failure of health systems to keep pace with important and sweeping demographic (i.e., declining fertility and mortality accompanied by greater longevity caused by progress in global health and development) and epidemiological (i.e., a shift from communicable diseases to non-communicable diseases including, in the case of older people, cardiovascular disease, diabetes, dementia, depression and other conditions related to cognitive and mental health issues) transitions.​[6]

Population aging raises a number of global, national and local challenges and priorities will vary depending on the stage of development of the particular location.  For example, according to the UN Department of Economic and Social Affairs, over 65% of people aged 65 or older live less developed countries, most of which have health care systems that are weak with significant barriers of access for older persons including affordability, physical accessibility and age-based discrimination.​[7]  Due to lack of support, many older persons in such countries turn to institutionalized care that is often of poor quality.  Older women in developing countries are especially marginalized, generally lacking education and living alone and in poverty.  Health risks in developing countries have accelerated with migrations from rural to urban areas which have led to densely overcrowded neighborhoods and communities in cities that not only lack adequate healthcare services but also are overwhelmed by other conditions that increase the risk of illness and long-term deterioration of physical and mental health such as shortages of nutritious food and clean water, poor sanitation, low levels of literacy and inadequate social support and protection systems.​[8]   

The WHO has noted that developing countries are particularly at risk of being overwhelmed in dealing with what it has called the “double burden of disease”, which refers to the fact that they struggle with controlling infectious diseases, malnutrition and complications from childbirth at the same time that they are confronted with the rapid growth of non-communicable diseases associated with increases in longevity (e.g., heart disease, cancer, mental health disorders and common types of disabilities among older persons due to the wear and tear of aging).​[9]  In those countries, scarce resources need to be focused on eradicating communicable conditions and alleviating the poverty that contributes to both chronic communicable and non-communicable diseases; however, attention also needs to shift into new strategies and programs needed to control the burden of non-communicable diseases such as community development, health promotion and disease prevention programs and increasing participation of older persons in society, particularly since evidence indicates that the disabilities associated with aging and the onset of chronic disease can be prevented or delayed by changing behaviors among people as they age to shift toward healthier lifestyles.​[10]

Global AgeWatch Insights included several recommendations regarding the changes that needed to be made in order to realize older people’s right to health.  For example, stakeholders must work in partnership with older people to ensure that older people’s voices, knowledge and perspectives inform and guide collaborative action to design and implement integrated health systems that are shaped around the priorities and concerns of older people themselves.  As for governments, they need to respond to demographic and epidemiological transitions by “including aging and older people in national health policy, planning and implementation; establish the right to health in legislation at the national level; close the gap in the recognition of dementia, depression and other mental and cognitive health conditions in older age; implement gendered and inclusive-health responses, taking account of the needs of specific groups of older people; recognize and respond to the violence, abuse and neglect experienced by older people; develop models of universal health care that are holistic, person-centered and integrated across health and care and support systems; define services for inclusion in universal health care that are age-specific and responsive to the needs of older people; and support the development of geriatric and gerontological competence among all sectors of the health workforce”.​[11]  Finally, multilateral agencies, governments and national statistical offices must take a variety of steps to improve the collection, dissemination and use of aging-related statistics and age-disaggregated data in order to enhance understanding of health as people age and identify impediments to the availability, accessibility, acceptability and quality of health services for older persons.​[12]

Rights to Health under International Human Rights Law

The right to health has been provided for and/or recognized in most of the core international human rights treaties as well as other international and regional instruments and declarations.​[13]  While the right to health is recognized as an independent and fundamental right, it is closely related to and dependent upon the realization of other human rights such as the rights to food, housing, work, education, human dignity, life, non-discrimination, equality, privacy and access to information.​[14]  Health is also one of the primary targets in the UN’s Sustainable Development Goals, with SDG 3 calling for ensuring healthy lives and promoting wellbeing for all at all ages.

Article 25 of the UN’s Universal Declaration of Human Rights (“UDHR”) states that “[e]veryone has the right to a standard of living adequate for the health and well-being of himself and of his family, including food, clothing, housing, and medical care and necessary social services, and the right to security in the event of unemployment, sickness, disability, widowhood, old age or other lack of livelihood in circumstances beyond his control.”  The UDHR is not a treaty, and there has been debate as to whether it is a legally binding obligation on the states that comprise the membership of the UN.  However, regardless of its formal legal status, the UDHR served as the first “universal” statement of an expansive set of fundamental rights and laid the foundation for the international human rights framework that has evolved since December 1948.​[15]  

The UDHR has been linked to two important UN human rights treaties, the International Covenant on Civil and Political Rights (adopted on December 16, 1966 and entered into force on March 23, 1976) (“ICCPR”)​[16] and the International Covenant on Economic, Social and Cultural Rights (adopted on December 16, 1966 and entered into force on January 3, 1976) (“ICESCR”),​[17] to form the so-called “International Bill of Human Rights.”  The ICCPR includes and expands upon almost all of the civil and political rights that had been included in the UDHR (other than rights relating to asylum, which are addressed in the Convention Relating to the Status of Refugees).  The ICESCR is also based on principles originally outlined in the UDHR, providing additional details in many instances, and affirms the right of all peoples to self-determination and their freedom to pursue and enjoy their economic, social, and cultural rights without discrimination of any kind.  States are responsible for taking the steps necessary to the maximum of their available resources to achieve progressive, and ultimately full, realization of the rights enumerated in the ICESCR, including particularly the adoption of legislative measures.​[18]

Article 12(1) of the ICESCR recognizes the “right of everyone to the enjoyment of the highest attainable standard of physical and mental health”​[19] and explains that a right to health includes not only access to health services but also “a wide range of socioeconomic factors that promote conditions in which people can lead a healthy life, and extends to the underlying determinants of health”.​[20]  Article 12 calls on States to take the necessary steps to achieve the full realization of these rights including “(a) the provision for the reduction of the stillbirth-rate and of infant mortality and for the healthy development of the child; (b) the improvement of all aspects of environmental and industrial hygiene; (c) the prevention, treatment and control of epidemic, endemic, occupational and other diseases; [and] (d) the creation of conditions which would assure to all medical service and medical attention in the event of sickness”.​[21]

According to the UN Committee on Economic, Social and Cultural Rights (“CESCR”) in its General Comment 14, “[h]ealth is a fundamental human right indispensable for the exercise of other human rights” including the rights to food, housing, work, education, human dignity, life, non-discrimination, equality, the prohibition against torture, privacy, access to information, and the freedoms of association, assembly and movement”.​[22]  The CESCR explained that the right to health should not be understood as “a right to be healthy”, but rather as a set of freedoms (e.g., the right to control one’s health and body, including sexual and reproductive freedom, and the right to be free from interference, such as the right to be free from torture, non-consensual medical treatment and experimentation) and entitlements (e.g., the right to a system of health protection which provides equality of opportunity for people to enjoy the highest attainable level of health).​[23]  The CESCR noted that that “[t]he realization of the right to health may be pursued through numerous, complementary approaches, such as the formulation of health policies, or the implementation of health programs developed by the World Health Organization (WHO), or the adoption of specific legal instruments”.​[24]

The CESCR called for elimination of health-based discrimination, such as denial of access to health care and underlying determinants of health, as well as to the means and entitlement for their procurement, on the grounds of race, color, sex, language, religion, political or other opinion, national or social origin, property, birth, physical or mental disability, health status (including HIV/AIDS), sexual orientation and civil, political, social or other status.​[25]  CESCR has called on States to emphasize equality of access to health care and health services, paying particular attention to those who do not have sufficient means by providing them with necessary health insurance and health-care facilities and ensuring that investments do not favor expensive curative health services that are only accessible to a small, privileged faction of the population while underfunding primary and preventive health care that would benefit a larger part of the population across the full range of socioeconomic status.​[26]

The CESCR argued that the right to health in all its forms and at all levels contains the following interrelated and essential elements, the precise application of which will depend on the conditions prevailing in a particular State party​[27]:

	Availability: Functioning public health and health-care facilities, goods and services, as well as programs, have to be available in sufficient quantity within the State party.  In general, this element refers to the availability of the underlying determinants of health, such as safe and potable drinking water and adequate sanitation facilities, hospitals, clinics and other health-related buildings, trained medical and professional personnel receiving domestically competitive salaries and essential drugs.

	Accessibility: Health facilities, goods and services have to be accessible to everyone without discrimination, within the jurisdiction of the State party. Accessibility has four overlapping dimensions including non-discrimination, physical accessibility​[28], economic accessibility (affordability)​[29] and information accessibility​[30].

	Acceptability: All health facilities, goods and services must be respectful of medical ethics and culturally appropriate (i.e., respectful of the culture of individuals, minorities, peoples and communities, sensitive to gender and life-cycle requirements, as well as being designed to respect confidentiality and improve the health status of those concerned).

	Quality: As well as being culturally acceptable, health facilities, goods and services must also be scientifically and medically appropriate and of good quality, which requires, among other things, skilled medical personnel, scientifically approved and unexpired drugs and hospital equipment, safe and potable water and adequate sanitation.


The CESCR also stressed the “importance of an integrated approach, combining elements of preventive, curative and rehabilitative health treatment ... [including] ... periodical check-ups for both sexes; physical as well as psychological rehabilitative measures aimed at maintaining the functionality and autonomy of older persons; and attention and care for chronically and terminally ill persons, sparing them avoidable pain and enabling them to die with dignity”.​[31]

Human Rights to Health for Older Persons

The UN has identified aging as being among the most important global issues, noting that virtually every country in the world is experiencing growth in the number and proportion of older persons in their population and predicting that aging will become one of the most significant social transformations of the 21st Century impacting nearly all sectors of society including labor and financial markets, the demand for goods and services (e.g., housing, transportation and social protection) and family structures and intergenerational ties.​[32]  Since 1948 there has been almost 20 declarations, principles, resolutions, plans of action and proclamations issued by the UN and its instrumentalities relating to aging, and it is conceded that, in theory, most of the provisions in UN treaties and other instruments relating to human rights are intended to be universal and thus applicable to older persons as well as all other human beings.​[33]  Older persons are entitled to all of the recognized civil, political, economic, social and cultural rights, including the right to health, since such rights are universal and thus belong to all human beings.  However, “age” is not explicitly referred to as a category protected from discrimination in the various instruments included in the International Bill of Human Rights, and the UN has yet to adopt a comprehensive universal legal instrument relating specifically to the human rights of older persons, unlike the case of other population groups such as women and children, a situation that has led the CESCR to emphasize to States the importance of “pay[ing] particular attention to promoting and protecting the economic, social and cultural rights of older persons”.​[34]

According to the CESCR, the failure of both the ICESCR and the UDHR to refer explicitly to age as one of the prohibited grounds for discrimination was not intentional, but rather “probably best explained by the fact that, when these instruments were adopted, the problem of demographic ageing was not as evident or as pressing as it is now”.​[35]  The CESCR has noted stated that since the ICESCR applies to all members of society, “it is clear that older persons are entitled to enjoy the full range of rights recognized in the Covenant”.​[36]  In addition, the CESCR has stated that states are obligated to promote and protect the economic, social and cultural rights of older persons, and states have made a series of pronouncements and commitments related to ensuring the realization of such rights.​[37]  

In 1978 the UN General Assembly scheduled the first World Assembly on Aging, which was convened in 1982 and attended by 124 nations and produced the Vienna International Plan of Action on Ageing (“Vienna Plan”) that called for specific actions on issues such as health and nutrition, protecting elderly consumers, housing and environment, family, social welfare, income security and employment, education, and the collection and analysis of research data.​[38]  Nearly a decade later in 1991 the UN General Assembly adopted the UN Principles for Older Persons, which laid out 18 entitlements for older persons relating to the following​[39]:

	“Independence” (i.e., basic provisions of food, water, shelter, closing and health care, as well as the right to work and have access to education and training)

	“Participation” (i.e., rights to form associations and movements so that older persons can actively participate in the formulation and implementation of policies that impact their well-being)

	“Care” (i.e., rights to enjoy human rights protection regardless of whether the elderly person is living in their own home, in a treatment facility or in a shelter)

	“Self-fulfillment” (i.e., rights to the full development of their potential through access to cultural and educational facilities and resources)

	“Dignity” (i.e., rights to live in security and free of exploitation, abuse and discrimination)  


A second World Assembly on Aging held in Madrid in 2002 reviewed the recommendations of the Vienna Plan and adopted a Political Declaration and the Madrid International Plan of Action on Aging, generally referred to as the “Madrid Plan”, that “called for changes in attitudes, policies and practices at all levels to fulfil the enormous potential of ageing in the twenty-first century” and taking actions to “give priority to older persons and development, advancing health and well-being into old age, and ensuring enabling and supportive environments”.​[40]  A number of central themes run through the goals, objectives and commitments set out in the Madrid Plan including empowerment of older persons to fully and effectively participate in the economic, political and social lives of their societies, including through income-generating and voluntary work.​[41]  

The Madrid Plan included guidelines on health policy to preserve the health of the elderly, taking a comprehensive view ranging from prevention and rehabilitation to the care of the terminally ill.​[42]  Specifically, when discussing “advancing health and well-being into old age”, the Madrid Plan stressed the following issues and objectives​[43]: 

	Health promotion and well-being throughout life by reducing the cumulative effects of factors that increase the risk of disease and consequently potential dependence in older age, developing policies to prevent ill-health among older persons and ensuring that all older persons have access to food and adequate nutrition for all older persons

	Guaranteeing universal and equal access to health-care services by eliminating social and economic inequalities based on age, gender or any other ground, including linguistic barriers

	Developing and strengthening primary health-care services to meet the needs of older persons and promoting their inclusion in the process

	Developing a continuum of health care to meet the needs of older persons and involving older persons in developing and strengthening primary and long-term care services

	Older persons and chronic diseases, situations which need to be addressed by improving the assessment of the impact of chronic diseases on the health of older persons (both for those who are infected and those who are caregivers for infected or surviving family members), education and training for older persons living with chronic diseases and their caregivers (e.g., provision of adequate information and training in caregiving skills, treatment, medical care and social support) and enhancing and recognizing the contribution of older persons to development in their role as caregivers for children with chronic diseases and as surrogate parents​[44] 

	Improving information and training for health professionals and para-professionals on the needs of older persons

	Developing comprehensive services to meet the specific mental health needs of older persons ranging from prevention to early intervention, the provision of treatment services and the management of mental health problems in older persons

	Addressing the challenges of older persons with disabilities by developing programs for the maintenance of maximum functional capacity throughout the life course and promotion of the full participation of older persons with disabilities 


Several years after the Madrid Plan was adopted, the CESCR confirmed that it is “clear that older persons are entitled to enjoy the full range of rights” recognized in the ICESCR.​[45]  In its guidance to States on their role in the realization of the rights of older persons to the enjoyment of a satisfactory standard of physical and mental health, the CESCR referred to the recommendations in the Madrid Plan and made special note of the importance of prevention and rehabilitation in relation to the physical and mental health of older persons, noting that “the growing number of chronic, degenerative diseases and the high hospitalization costs they involve cannot be dealt with only by curative treatment” and calling on States to “bear in mind that maintaining health into old age requires investments during the entire life-span, basically through the adoption of healthy lifestyles (food, exercise, elimination of tobacco and alcohol, etc.)” and that older persons should have access to regular health checks suited to their needs and support for rehabilitation to maintain their functional capabilities in order to reduce the overall costs of health care and social services.​[46]

In 2003 Rodriguez-Pinzon and Martin highlighted and explained a number of ways that the CESCR’s above-mentioned General Comment 14, which addressed health issues, focused on the needs of older persons, beginning with the need for “’preventative, curative and rehabilitative health treatment’ for the elderly, including psychologically as well as physically rehabilitative measures”.​[47]  Other elements of delivering on older persons’ rights to physical and mental health included​[48]:

	Investing resources throughout the life span of individuals to avoid old-age trauma including spending on preventative medicine, better immediate diagnosis and treatment, reduction of costs, and consideration of familial impact on the health of elderly individuals

	Refraining from experimenting on the elderly without their informed consent, denying elderly persons access to health services and prohibiting or impeding traditional preventative care

	Proving the elderly with the latest up-to-date health-related information, consistent with preserving their right to privacy, and avoiding withholding or intentionally misrepresenting health-related information and marketing unsafe drugs

	Refraining from interfering with an elderly person's decision regarding his or her medical treatment including ensuring that free emergency, preventative and remedial services are provided to all elderly persons who lack adequate resources

	Ensuring that quality facilities, goods, and services are available without any discrimination based on age, sex or financial ability and physically accessible, near in proximity and affordable to the elderly

	Administering checkups for the elderly on a regular basis, giving special attention to chronically and terminally ill persons


Rodriguez-Pinzon and Martin also noted that older persons should enjoy the benefits of States fulfilling their duties to society in general with respect to ensuring the right to health including implementation of preventative measures to reduce occupational accidents and diseases; providing an adequate supply of safe, potable water as well as basic sanitation; reducing and preventing the exposure of the population to dangerous substances such as radiation, harmful chemicals, or other detrimental environmental conditions; minimizing health hazards in industrial workplaces; ensuring access to nutritionally adequate food; maintaining adequate and enforceable health standards and providing adequate access to judicial review or other appropriate remedies to address violations of the right to health; and maintaining adequate training standards for health care professionals.​[49]

In his 2011 study on the right to health for older persons, the Special Rapporteur on the right of everyone to the enjoyment of the highest attainable standard of physical and mental health expressed several specific concerns including the lack of adequate prevention and management of chronic illnesses and disability among older persons; physical and financial obstacles to older persons’ access to primary health care services including inadequate, unavailable or overly expensive transportation, limited physical mobility and poverty; and lack of availability of health care services that were suitable for the particular needs of older persons including a shortage of specialists in geriatric medicine.​[50]  The Special Rapporteur also noted age-based discrimination was a significant barrier to accessing health care for older persons since it “compromise[d] meaningful communication between patients and medical personnel, with consequences for the accuracy of diagnosis and quality of treatment”.​[51] Further to the issue of communication, the Special Rapporteur found that older persons were frequently denied sufficient information, time and opportunity to provide free, prior, informed consent in the choice of treatment and health-care personnel often lacked training in communicating information to older persons and ensuring their consent to treatment.​[52]

Almost two decades since it was first announced, the Madrid Plan remains a sweeping and bold agenda for handling the issues associated with aging in the 21st Century and provides governments, non-governmental organizations and other actors with a far-ranging menu of ideas for policies and programs.  There is now a substantial body of international standards and principles relating to the human rights of older persons including international instruments, general comments and recommendations by UN Treaty Bodies and ILO, UN policy instruments, UN resolutions and UN reports from the Secretary-General, Independent Experts and the OHCHR.​[53]  However, studies of the implementation and impact of broad initiatives such as the Madrid Plan have concluded that their goals have largely failed to be met and that little progress has been made in the development of national plans on aging and older persons continued to face challenges that undermined their social, economic and cultural participation including income security, access to age-appropriate health-care services, access to labor markets and social protection, protection from abuse and violence and age discrimination.​[54] 

The Madrid Plan has also been criticized for its failure to call for the development of a specific international instrument that would afford the same types of protections to older persons that have been given to other vulnerable groups.​[55]  In 2010 the UN General Assembly established the Open-Ended Working Group on Ageing to consider the existing international framework of the human rights of older persons and identify possible gaps and how best to address them, including by considering, as appropriate, the feasibility of further instruments and measures such as a comprehensive international treaty to promote and protect the rights and dignity of older persons.​[56]  In 2014, the Human Rights Council established the position of Independent Expert on the enjoyment of all human rights by older persons with a mandate to address the specific challenges and vulnerabilities of older persons and to strengthen the protection of their human rights.​[57]  The Independent Expert issues


	“State Parties shall take measures to prevent, punish and eradicate practices such as isolation, abandonment, prolonged physical restraints, overcrowding, denial of nutrition, and inadequate medical treatments, among others.

	State Parties shall take steps so that public and private institutions offer non-discriminatory access to comprehensive care to older persons, including palliative care, avoiding isolation, properly managing problems related to fear of death among the terminally ill, and avoiding pain and unnecessary suffering.

	Older persons have the undeniable right to express their free and informed consent in health settings.

	State Parties shall design measures so that older persons can enjoy their right to a comprehensive care system that will provide the protection and promotion of health, coverage of social services, nutrition and food security, among other issues.

	Older persons have the right to enjoy a life without any kind of violence and abuse.”








	Setting gender-specific, measurable goals and targets for improvements in health status among older people and in the reduction of chronic diseases, disabilities and premature mortality as people age

	Enacting policies and programs that prioritize improving the health status of poor and marginalized population groups and address economic influences on health including those factors that contribute to the onset of disease and disabilities in later life (i.e., poverty, income inequities and social exclusion, low literacy levels, lack of education)

	Emphasizing prevention and effective treatments by making screening services that are proven to be effective, available and affordable to women and men as they age and making effective, cost-efficient treatments that reduce disabilities (e.g., cataract removal and hip replacements) more accessible to older people with low incomes

	Creating age-friendly, safe environments at health care centers and standards that help prevent the onset or worsening of disabilities (e.g., making walking safe and implementing fall prevention programs)

	Reducing avoidable hearing impairment through appropriate prevention measures and supporting access to hearing aids for older people who have hearing loss and addressing vision-related disabilities by taking steps to reduce and eliminate avoidable blindness and provide appropriate and affordable eye care services for people with age-related visual disabilities

	Promoting barrier-free living by developing barrier-free housing options for ageing people with disabilities and working to make public buildings, transportation and other services (e.g., toilets) accessible for all people with disabilities

	Enacting policies and programs that improve the quality of life of people with disabilities and chronic illnesses and support their continuing independence and interdependence (e.g., assisting with changes in the environment, providing rehabilitation services and community support for families and increasing affordable access to effective assistive devices)

	Reducing risks for loneliness and social isolation by providing social support including support for community groups run by older people, traditional societies, self-help and mutual aid groups, peer and professional outreach programs, neighborhood visiting, telephone support programs, and family caregivers

	Supporting intergenerational contact and providing housing in communities that encourage daily social interaction and interdependence among young and old

	Promoting positive mental health throughout the life course by providing information and challenging stereotypical beliefs about mental health problems and mental illness

	Putting policies and programs in place that ensure equal access for all to a client environment (i.e., clean water, safe food and clean air) and minimize exposure to pollution throughout the life course, particularly in childhood and old age



	Taking comprehensive action at local, national and international levels to control the marketing and use of tobacco products and providing older people with help to quit smoking

	Developing culturally appropriate, population-based information and guidelines on physical activity and the importance of staying active for older men and women and providing them with accessible, pleasant and affordable opportunities to be active (e.g., safe walking areas and parks) and access to groups that promote regular, moderate physical activity for people as they age

	Ensuring adequate nutrition throughout the life course and that national nutrition policies and action plans recognize older persons as a potentially vulnerable group and include special measures to prevent malnutrition, ensure food security and safety and promote healthy eating as people age 

	Promoting oral health among older people, encouraging women and men to retain their natural teeth for as long as possible and providing appropriate oral health promotion programs and treatment services during the life course

	Encouraging and enabling people to build self-efficacy, cognitive skills such as problem-solving, prosocial behavior and effective coping skills throughout the life course and promoting programs that capitalize on the experience and strengths of older people while improving their psychological wellbeing 

	Determining the extent of the use of alcohol and drugs by people as they age and put practices and policies in place to reduce misuse and abuse

	Increasing affordable access to essential safe medications among older people who need them but cannot afford them, establishing practices and policies to reduce inappropriate prescribing by health professionals and other advisors and informing older people and their caregivers about the wise use of medications

	Undertaking comprehensive measures to better understand and correct poor adherence to therapies, which severely compromise treatment effectiveness, particularly in relation to long-term therapies



	Taking into consideration their opinions and preferences, providing a continuum of care for women and men throughout the life course that includes health promotion, disease prevention, the appropriate treatment of chronic diseases, the equitable provision of community support and dignified long-term and palliative care through all the stages of life

	Ensuring affordable equitable access to quality primary health care (both acute and chronic), as well as long-term care services for all

	Supporting informal caregivers, most of whom are older women who care for partners and/or younger family members, through initiatives such as respite care, pension credits, financial subsidies, training and home care nursing services, and recognizing and attending to the needs of older caregivers who themselves may become socially isolated, financially disadvantaged and sick themselves

	Providing formal caregivers with adequate working conditions and remuneration, with special attention to those who are unskilled and have low social and professional status (most of whom are women)

	Providing comprehensive mental health services for men and women as they age, ranging from mental health promotion to treatment services for mental illness, rehabilitation and re-integration into the community as required and paying special attention to increased depression and suicidal tendencies due to loss and social isolation and long-term intellectual disabilities and providing quality care for older people with dementia and other neurological and cognitive problems in their homes and in residential facilities when appropriate

	Creating coordinated ethical systems of care by eliminating age discrimination in health and social service systems, coordinating health and social services and integrate these systems when feasible and setting and maintaining appropriate standards of care for aging persons through regulatory mechanisms, guidelines, education, consultation and collaboration

	Preventing iatrogenesis (i.e., disease and disability that is induced by the process of diagnosis or treatment) by establishing adequate systems for preventing adverse drug reactions with a special focus on old age and raising awareness of the relative risks and benefits of modern therapies among health professionals and the public at large

	Providing policies, programs and services to promote and support aging at home and in the community in order to enable people to remain in their homes as they grow older, with or without other family members according to their circumstances and preferences including support for families that include older people who need care in their households (i.e., home maintenance and, when required, at-home nursing)

	Providing a comprehensive approach to long-term care (by informal and formal caregivers) that stimulates partnerships and quality care through collaboration between the public and private sectors and involves all levels of government, civil society and the not-for-profit sector to ensure high quality standards and stimulating environments in residential care facilities for men and women who require this care, as they grow older



	Providing informal caregivers (i.e., family members, peer counsellors and others) with information and training on how to care for people as they grow older and supporting older healers who are knowledgeable about traditional and complementary medicines while also assessing their training needs

	Educating formal caregivers, such as health and social service workers, in enabling models of primary health care and long-term care that recognize the strengths and contributions of older people by incorporating modules on active aging in medical and health curricula at all levels​[69]





	Commitment to action on Healthy Ageing in every county by establishing national frameworks towards Healthy Ageing to ensure that the political and operational platforms exist for effective multi-sectoral action, strengthening national capacities to formulate evidence-based policy and combatting ageism and transforming understanding of ageing and health

	Developing age-friendly environments by fostering older people’s autonomy, enabling older people’s engagement and promoting multi-sectoral action (i.e., collaboration and coordination across multiple sectors and with diverse stakeholders, including older people)​[74] 

	Aligning health systems to the chronic and complex health needs and rights of older people by orienting health systems around intrinsic capacity and functional ability; developing and ensuring aff­ordable access to quality older person-centered and integrated clinical care; and ensuring a sustainable and appropriately trained, deployed, and managed health workforce

	Developing sustainable and equitable systems for long-term care by establishing and continually improving a sustainable and equitable long-term-care system that allows older people to live with dignity and enjoy their basic human rights and fundamental freedoms; building the long-term care workforce and supporting informal caregivers; and ensuring the quality of person-centered and integrated long-term care

	Improving measurement, monitoring, and research on Health Ageing to gain a better understanding of the health issues experienced by older people and the usefulness of interventions to address them, a process that requires agreeing on ways to measure, analyze, describe, and monitor Healthy Ageing; strengthening research capacities and incentives for innovation; and building and synthesizing evidence on Healthy Ageing





	Combatting Ageism: Challenging and eliminating negative attitudes towards older people that take various forms including stereotyping (how we think), prejudice (how we feel) and discrimination (how we act) towards people on the basis of their age

	Communities: Creating age-friendly physical, social and economic environments for older persons by removing physical and social barriers and implementing policies, systems, services, products and technologies that address the social determinants of healthy ageing and enable people, even when they lose capacity, to continue to do the things they value

	Integrated Care: Creating and maintaining non-discriminatory access to good-quality essential health services that include preventive care; promotion of good health; curative, rehabilitative, palliative and end-of-life care; safe, affordable, effective, good-quality essential medicines and vaccines; dental care and health and assistive technologies, while ensuring that use of these services does not cause the user financial hardship

	Long-term Care: Provide care to address declines in physical and mental capacity associated with aging that can limit older people’s ability to care for themselves and to participate in society including access to good-quality long-term care to provide those in need of support and assistance with rehabilitation, assistive technologies and supportive, inclusive environments so they can enjoy basic human rights and live with dignity




	Policies and laws: Policies and laws that address age discrimination and inequality and protection of human rights can be used to reduce ageism towards any age group.  In order for this strategy to be successful, more work must be done to adopt new instruments at the local, national or international level and modify existing instruments that permit age discrimination.  New or modified policies are not sufficient, however, and steps must be taken to improve enforcement and create national and international monitoring bodies to ensure that the changes are effectively implemented and have the desired results. 

	Education:  The report emphasized that “[e]ducational interventions to reduce ageism should be included across all levels and types of education, from primary school to university, and in formal and non-formal educational contexts”.  Widely distributing accurate information about aging and counter-stereotypical examples is necessary in order to “enhance empathy, dispel misconceptions about different age groups and reduce prejudice and discrimination”.

	Intergenerational contact: Education should be reinforced by supporting intergenerational contacts between people of different generations, which have been shown to be one of the most effective methods for reducing intergroup prejudice and stereotypes. 








	Denied access to health services and treatments:  This was the most researched aspect of structural ageism and the researchers found overwhelming evidence that age dictated who would receive certain procedures or treatments. For example, in a study of 9,105 hospitalized patients, health care providers were significantly more likely to withhold life-sustaining treatments from older patients, compared to younger ones, after controlling for patients’ prognosis and care preferences.​[89]

	​​Older persons’ exclusion from health research:  All of the studies that covered this domain showed evidence of ageism, with older persons routinely being excluded from trials in cardiology, internal medicine, nephrology, neurology, preventive medicine, psychiatry, rheumatology, oncology and urology.  Particularly interesting was the exclusion of older persons from almost half of the Parkinson’s disease clinical trials, even though that disease is more prevalent in later life.​[90]

	​Devalued-lives:  One study in Japan found that participants were significantly more likely to sacrifice elderly pedestrians than younger pedestrians using “run-away-trolley vignettes”​[91], and other studies confirmed that ageism contributed to age-rationing of treatments such as cardiac surgery.​[92]

	​Lack-of-work-opportunities: Studies found that workplace ageism predicted worse health, such as increased depressive symptoms and long-term illness.  Employers were significantly less likely to hire older than younger job applicants, and if older workers were hired they had less access to training and were more likely to retire early as a result of ageism in the workplace. Studies of British and American employers also found that they were significantly more likely to put older workers than younger workers with similar qualifications in positions with low pay and low responsibility.​[93]



	Reduced longevity: All of the studies that focused on the impact of ageism on longevity found that it predicted a shorter lifespan in a range of countries including Australia, China, Germany, and the United States. In one study, using nationally representative data in China, researchers found that older persons with more negative self-perceptions of aging had significantly reduced longevity.​[94]

	​Poor quality-of-life:  All of the studies on the subject found evidence that negative self-perceptions due to ageism predicted worse quality-of-life for older persons. 

	​Poor social relationships:  All of the studies on the subject found evidence that negative self-perceptions due to ageism contributed to low social support (including low social support from children and other family members), poor social engagement and social isolation among older persons.

	​Risky health behaviors:  All of the studies on the subject found evidence that negative self-perceptions due to ageism led to risky health behaviors including unhealthy diet, medication noncompliance, excessive drinking and smoking.​[95]

	​Mental illness (outside of work environments): Ageism was found to influence psychiatric conditions onset and lifetime depression, as well as increases in depressive symptoms over time.  Interestingly, one study of American veterans found that older persons who successfully resisted negative age stereotypes were less likely to experience suicidal ideation, anxiety and PTSD.​[96]

	​Cognitive impairment:  Four of the five studies on the subject confirmed the findings in numerous experimental studies that negative age stereotyping led to worse cognitive performance (e.g., problems with memory) among older persons.​[97] 

	​Physical illness:  Almost all of the studies on the subject significantly predicted physical illness, as assessed by functional impairment, chronic conditions, acute-medical-events incidence and hospitalizations.  For example, studies found that older persons with negative age stereotypes were significantly less likely to recover from severe disability than those with positive age stereotypes and significantly more likely to experience functional decline.​[98]































	Changing policies and legislation, and adopting new policies and legislation as appropriate, to comply with the CRPD and establish healthcare standards related to care of persons with disability with enforcement mechanisms

	Ensure that people with disability benefit equally from public healthcare programs and are covered by private health insurance with affordable premiums that provides access to comprehensive services with reduced or eliminated out-of-pocket payments

	Ensure access to effective promotion, prevention, treatment, rehabilitation and palliative health services and provide a broad range of environmental modifications and adjustments (i.e., reasonable accommodation) to facilitate access to healthcare services

	Ensure accessibility of any public health information and empower people with disability to maximize their health by providing information, training, and peer support

	Ensure healthcare workers have the necessary competencies and skills to address the individual needs of people with disability, which requires integrating disability education into undergraduate and continuing education for all healthcare professionals and training community workers so that they can play a role in preventive healthcare services

	Ensure data disaggregation by disability; include people with disability in healthcare surveillance; and conduct more research on the needs, barriers, and health outcomes for people with disability
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