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6.0 INTRODUCTION

Wehavealready discussed in detailsabout problemsof elderly, factorsaffecting and
signsand symptomsand treatment in theory Course 1, Block 4, Unit 6 a so.

Anederly person becomes susceptible to both the acute and chronic health problems
including heart diseases, cerebrovascular diseases, respiratory diseases and cancer
etc. Womenaremorelikely to suffer from severa chronic conditionssuch asdementia,
osteoporosisand arthritisetc. Most of thetime, many older people suffer from more
than onedisease.

Thisunit shall focusmoreon carefor ederly in genera and paliativecarein particul ar.
Pdliative careisaninterdisciplinary approach that focuseson preventing andrelieving
suffering. It supportsthe best possible quality of lifefor patientsand their families
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facing seriousand incurableillness. It involvesthe coordinated efforts of various
disciplinessuch asdoctors, nurses, therapists, socia workers, clinica psychologists,
dietitians, pastora careworkersand volunteers. It intendsneither to hasten nor postpone
desth.

6.1 OBJECTIVES

After completing thisunit, you should be gbleto:
e definepdliativecare

e discusstheconcept of paliativecareinrelationto elderly person;

e assesstheproblemsof elderly;

e gpply theprinciplesof palliative carewhilecaring for elderly person;
e provideneed based careto elderly persons; and

e discussthedomainsof palliativecareinelderly.

6.2 CONCEPTSOFGERIATRICANDPALLIATIVE
CARE

Let usnow learnthedefinition, aims, need and risk among geriatric popul ation, concept
and principlesof paliative care asgiven below:

Geriatrics

The care of aged iscalled geriatrics or gerontology. People morethan 60 yrsare

considered elderly. Old ageisnot adisease but anormal and inevitable biol ogical

phenomenon. Agingisaprogressiveand generalised impairment of body functions

resultingin, loss of adaptive responsesto stressand increasing therisk of age-related

diseases

Aimsof Geriatric Care

Theamsof caringfor elderly includes.

e Maintenanceof healthin old ageby highlevelsof engagement and avoidance of
disease

e Early detectionand appropriate trestment of disease

e Maintenance of maximum independence consstent withirreversible diseaseand
dischility

e  Sympathetic careand support during terminal illness

Need for GeriatricCare

Itisimportant for you to understand why we should give consider about taking care of
ederly, whichincludesfollowingfactors:

e Elderly populationwill keep on rising dueto advancing medical technol ogy.
e Diseasespresent atypically and at an earlier stage.

e Oftenamulti-organ systeminvolvement

e Worsening of pre-existing diseasesarefrequent.



° Burdmove’thehedthcarewgan Geriatric and Palliative
Care

e  Burden over the Nationseconomy

Risk of Geriatrics

You should aso know thefollowing risk towhich elderly are pronefor:
e infections

iInjuries

e psychologica problems

e degenerativedisorders

e incressedrisk for disease
e increasedrisk of disahility
e increasedrisk of death

Concept of PalliativeCare

Older peoplearemorelikely to have complex/ multiplemedical problemsof varying
severity and disabilities. Even minor problems may have agreater psychological
impact in older people. They areusually at greater risk of adversedrug reactions,
mental confusion, problemswith bladder and bowel control, sight and hearing
difficultiesand dizzinessall greatly increase with age. They need carethat requires
partnership and collaboration between different groups. Palliative care should be
offered according to the needs of the patient regardlessof clinical stageinanincurable
ilIness. For example, an elderly patient facing anewly diagnosed Parkinson’sdisease
will probably requireintensive counselling and support. Effective care must reach
into the hospital, into peopl€ shome and into the nursing and residential homeswithin
thecommunity.

Principlesof Palliative Care

Principlesof Palliative Careareuniversal. Theseareasgivenbelow:

Cancer isadisease of thee derly. Hence, common problemsare: intellectua impairment,
incontinence, instability andimmobility. These problemsshould bekeptinmind while
taking careof elderly.

Nutritional needs of elderly should be planned as per individua personscondition,
tasteand duration of illness.

A holistic approach isthefundamental principleinwhich a“wholeperson” istaken
carefor rather than “organ specialist” approach.

Work together in ateamto provide quality careto the patient.

Theimportance of community careincludeshaving more of hospice, volunteers, day
home palliative care services so that patient iswith his’her near and dear onesinlast
journey of lifeadding lifeto yearswhen years cannot be added to life. Asimproving
qudity of lifeistheultimategod.

Death and dying and associated ethicsareimportant i Ssues.
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6.3 HEALTH PROBLEMS OF THE AGED

Thehedlth problemsof the aged can be discussed under four areas—physical problems,
psychological problems, socia problemsand economical problems.

6.3.1 Physical Problems
Let usnow go through the assessment check list toidentify physical problemsof elderly

personsasgiven below:

Assessment check list toidentify physical problemsof elderly

e Conductive hearing loss

Assessment of Physical Effects on Elderly Remarks
Problems

e Cataract Blindness

e Glaucoma

e  Retinopathy

e Nerve deafness Deafness

e Fbrogitis,
e  Osteoarthritis,
e Rheumatoid arthritis,

Mobility problems

e Parkinsons disease,

e Alzheimer’sdisease
e Atherosclerosis,

e  Thrombusformation,
e Myocardia Infarction,

e Myositis,

e Neuritis,

o Gout,

e Spondilitisof spine

e Dementia, Slow activities

Syncope Heart failure
Stroke

e Emphysema

Hypertension
e  Chronicbronchitis, RTI’s and pneumonias
e Asthma,

e  Senilewrinkles,

e Scalylesions,

e Scaly dermatosis,

e Blistering diseases,
e Neoplasticdisorders

Wrinkling Alopeciaand
baldness

e Carcinomaof GIT

e Peptic ulcer Poor absorptionand
e Condipation deficiency states
e Ulcerativecoalitis Hepatic failure

e Frequency and urgency

e Enlargement of prostate

Accumulation excretion

of micturation of toxinsin the bodyUT]
e Nocturia Frequency
e Dysuria




6.3.2 Psychological Problems

Psychological problemsamong elderly patientsincludesthey are lesswilling to
talk about the problem. Hence, you must pay attention to these symptoms: anxiety,
physical discomfort and inability to adapt to anew lifestyle, lack of Sleep, lack of
Interest, Guilt feeling (“Are you a burden to others?’), lack of Energy,
Concentration, Appetite, Psychomotor changes, Suicidality (“Do you wish you
coulddie?’).

In depression you can observethefollowing symptomsand Signs of depressonamong
elderly. Cognitive Psychomotor Retardation, Psychomotor Agitationwhich canlead
tosuicideand ddiberatesdf harm, Persondity disorder, Schizophrenia, DdiriumAnxiety
Depression, Alzheimer’ sdiseaseetc.

6.3.3 Social Problems
Thesocial problemsinclude abuse, dependency, insecurity and rehabilitation.

Abusereferstoill-treatment of an elderly person. The abuse may be of aphysica
nature, it may be psychological (involving emotional or verbal aggression), or it may
involvefinancid or other materia maltreatment. Itisavery senstiveissueandrequires
ahighindex of suspicion.

Abuseisgeneraly having thefollowing categories:

e Physcal abuse dependency, physical, financia, functiona and other dependency
hasamajor affect onthe self esteem of theold.

e Psychologica abuse,
e Financid abuse,
e Sexud abuse.

Sexual abuse: Non-consensual sexual contact of any kind with the ol der person.

Financial or material abuse: Theillega or improper exploitation or useof fundsor
resourcesof the ol der person.

Neglect: Therefusd or failuretofulfill acaregiving obligation. Thismay or may not
involveaconsciousand intentiona attempt to inflict physical or emotiona distresson
theolder person.

Insecurity: Insecurity of being abandoned by their children.

Rehabilitation: Thisisoneof themain problem of old age.

6.3.4 Economical Problems

Total economical dependenceon childrenfor their daily needsand no or inadequate
sourceof income. Financial abusewhichleadstoillegal or improper exploitation or
use of fundsor resources of the older person.

6.4 HISTORYANDPHYSICAL EXAMINATION

History taking and physical examination areimportant aspectsbefore planning carefor
theelderly.

Geriatric and Palliative
Care
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6.4.1 Preparation and History Taking
e Wash your handsto preparefor the history taking and physical examination.
e  Gothrough therecordsbefore seeing the patient.

e Think about thetiming i.e how much timewill betaken for history taking and
examination.

e Useboth non-verbal aswell asverbal communication.

e Takecareof your manners, physical position with regardsto the patient’s, and
your body language asthis contributeto the outcome.

e Berdaxed and smileto radiate confidence.
e Apologisetothepatient if thereisalong waiting period.

e Avoidwritingwhilst the patientistalkingtoyou. 1f requiredto notedown, let the
client know the purpose of recording thefindings/history.

e Becareful whileextracting information Clientsmay beanxiousand may manifest
inmany ways. thequiet patient, the apparently over-confident patient, theangry
patient, and the returning patient.

e  Stay focused during theinterview for recording history.
e Record past history of illness.
e Noteif personisonany medicationinthe present.

e Family history isimportant as many conditions do have agenetic component,
including coronary heart disease (CHD), diabetes, atopic eczema, autoimmune
disease, glaucomaand some cancers.

e Itisimportant to know thesocia history asto who takes care of them.

e  Occupdationmay bevery rdlevant to the aetiol ogy of the diseaseand itsmanagement.
It dsoindicatesthe person’slevel of education and hence ability to comprehend
certainissues.

6.4.2 Assessment of the Elderly

Aimsof assessment of theelderly includes:

e Providing quality careup to themaximum satisfaction of theuser

e Maintaningtheelderly active

o Codsteffectiveuseof services

Protocol for each system should befollowed. Competencein assessment or general
examinationiskey todicital information. Refer Unit 3of thisBlock for further details
toidentify the problemsof the elderly. Use an appropriate assessment form covering
examination of the following areasgiven below:

e cadiovascular system, including auscultation of the heart.
e  respiratory system.
e  abdomen.

herniaand lumpsinthegroinand scrotum.

lumps.



e Neurologica history and examination.

e Tender, hot swollenjoints.

e  Gynaecologicd history and examination.
e Breastlumpsand breast examination.

e Periphera pulses.

e ENT and Eyeexamination.

e Menta stateexamination

6.4.3 Investigations

The objective of theinvestigationsistoimprovethe quality of life. Under or over
Investigationsto beavoided. The hedlth tesam should beaware of theagerelated variables
whileinterpreting theresults.

Usually Non-invasivetestsare preferred thaninvasive. Investigationsare doneto
excludeor confirmadiagnos's, reassurethe patient and satisfy theprioritiesand local
protocolsof the hospital/hedlth carefacility to whom you may refer the patient.

6.5 DOMAINSOFPALLIATIVE CAREINELDERLY

Let us now go through the major domainsfor taking care of the elderly such as:
Physica domainincludespain and symptom management, comfort, psychologica and
social problemswhich includes communication, clear information and acoherent
package of care. Keeping thesedomainsto care can help theelderly tolead aquality
and meaningful life,

6.5.1 Symptom Management

You haveto dea swith problems such asbladder and bowel control, sight and hearing
difficultiesand dizzinessal increaseswith age, limited activity, fatigue, physical
discomfort, pain, dyspnea, constipation, nausea are the most commonly reported
symptoms by the elderly people. The general management of the most common
symptomsin older adultsisdiscussed asgiven below:

Pain management

Painisacommon problemfor older adultswhichlead to:
e depression,

e decreased sociaisation,

e NOMNIa,

e gatingability,and

e |ossof functiond capacity.

Remember:

In non-cancer conditions, it hasbeenincreasingly shown that thejudicioususe of
opioidsfor pain can be safeand effective.

Similar to cancer pain the WHO analgesic ladder can be followed (Table). It
provides general framework for choosing and approach to pain management in
chronicillness.

Geriatric and Palliative
Care

123



Skills for Management of
Common Conditions and
Emergencies

124

Table 6.1: Pain Management as per WHO analgesic L adder

Degree of Pain M edication Precaution
Mildpain Acetaminophen, non-steroidal Should not be given on an
anti-inflammatory medications, empty stomach becauseit can
lesscommonly aspirin and lead to gastritis. Should ask for
tramadol history of gastritis/ peptic ulcer
in which case these should be
avoided. Avoid overdose to
prevent end organ damage.
Severe pain Opioids such asmorphine, Opioidshave no ceiling dose.
hydromorphone, fentanyl, Dosing isguided by past
and oxycondone. exposureto opioid medications
and systemic dose escalation
is done based on pain.

The starting point of mild pain isacetaminophen, non-steroidal anti-inflammatory
medi cations, and lesscommonly aspirin and tramadol arerecommended. Medications
inboth of these categorieshave ceiling dosesbased on maximum daily dosesto prevent
possible end-organ damage.

Non-phar macologictreatments

For mild, moderate, and severe pain categories, consideration of non-pharmacologic
treatmentslike

e massage
e aromatherapy,
e musictherapy,and

e adjuvant medicationslike anticonvul sants, antidepressants, and steroids, and
interventiona procedures, if indicated, isrecommended. Hot and cold fermentation
for joint pain havea so provento bebeneficia inelderly people.

Assessment and carefor Dyspnea

Dyspneaisasubjective discomfort whilebreathing. It can vary frommild to severe
with activity. It can be commonly assessed by history of shortnessof breath, trouble
catching ones’ breath and chest tightness. Ask for if breathing exacerbated by fear,
anxiety and depression. The underlying cause of dyspneashould betreated. Hence,
takethorough history of the patient.

Treatment and carefor Dyspnea

Oxygen, opioidsand anxiolyticsare the main components of dyspneamanagement.
Oxygen should beused thergpeutically when patientsexhibit hypoxemiawith gppropriate
titration. In patientswithout hypoxemia, oxygen can also be used for symptomatic
relief. Airflow from directed fansand from open windows acrossthe faceisthought to
be quite hel pful for some patients.

Anxiolytic medications should also be considered in the management of dyspnea,
particularly short-acting benzodiazepineslikelorazepam and alprazolam. Giventhe
potential sideeffectsof sedation and confusion, especialy ingeriatric patients, these
medi cations should al so be used with caution. In the case of refractory dyspneaor in



patientswith significant componentsof anxiety, however, titration of initial low-dose
short-acting benzodiazepinesmay be appropriate.

Elevating thehead end side of thebed at 30 to 45 degree may behdpful inrelieving the
symptomsin elderly people.

Assessment and carein Constipation

Constipationiscommon in advanced illnessand its preval enceincreaseswith age.
Assessment includes asking for factorsleadsto constipationin el derly peoplesuch as.

e  beingimmobileor remaining in bed dueto various causes,

e ddeeffect of certainmedications,

e lack of appetite,

e noteating highfiber foods,

e poor fluidintake,

e overdl weskness,

e difficulty iningestingthefood,

e tumorsor massesblocking theintestines,

¢ haemorrhoidsthat cause pain when having abowe movement, and
e difficulty reaching atoilet or commode.

Congti pation can cause nausea, vomiting, pain, and agenera feding of not beingwell.

Treatment and Care

It is very important to prevent it and if it occurs to relieve it effectively at the
earliest. Screening and assessment of bowel function should be made aroutine part of
all theelderly patients. All patients on opioids need to receive aprophylactic bowel
regimen of stool softener and stimulant |axative. The other preventive measuresfor
condtipationinclude

e increasedfiberinthediet,
e increasedfluidintake,

e makingtoileting easly accessbleeither by the patient or by quick responseby the
caregiver and encouraging the patient to be asactive asispossible,

e sometimes, the patient may be given suppositoriesor enemasto try to stimulate
thebowels.

Nausea

Nauseaand vomiting arecommonly caused by multiplefactorslikethe disease process
withwhichthe elderly may be suffering from or the side effects of varioustherapies.
So, itisimportant to assessthelikely cause beforetreatingit.

Assessment and carefor Fatigue

Fatiguehitseveryone at sometime or another. During assessment, ask for causessuch
as

e diress,
o lackof deep,

Geriatric and Palliative
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e poor diet, or
e toomuchwork.

e Inadditiontotheabove causes, patientsreceiving paliative caremay havefatigue
fromtheillnessitsalf or theside effects of thetreatment can asolead tofatigue.

Fatigue can affect apatient both physically and psychologicaly. Physically, someone
whoisfatigued may not havetheenergy to physicaly participatein hisor her owncare
such aseating or drinking by self. Sometimes, the patientswith fatigue may avoid
spending timewith family and friends, and can easily become depressed. Someone
who isfatigued may haveavery hard timedeeping which further increasestiredness.

If someoneisn’t getting agood, proper rest, thiscould be hel ped by prescribing deep
alds, encouraging good deep habits, adjusting medications during the day that don’t
result in excessive napping, and minimising the number of disturbancesto the patient
throughout thenight.

6.5.2 Communication

Communication between health care professionalsand patientsisacornerstone of
palliative care. Communication isan ongoing processfor patientswho have chronic
and acuteillnesses. Effective communication between heglth care provider and patients
isassociated with range of health outcomesincluding improvement in psychosocia
health, general symptomsand better control of pain. The ability of the health care
professional sto communicate effectively with families, and involvethemin decison
making, consistently emergesasanimportant contributor to their satisfaction with care.

I dedlly, discussionsconcerning wishesand god sshould start early, by aprimary provider,
and before patientsaretooill or impaired to make decisions. Asillness advances,
discussionscanfocuson broad god's; treatment objectives should stay consistent with
these goa sby wei ghing the burden and benefit of each intervention.

6.5.3 Physical Exercise

Usually peoplewho arevery old will probably not be moving around very much. So,
sometimes, thesmpleactsof gettingupinachair to it by awindow, having ashower,
or being brought outside can provide enough exerciseto stimulate agood refreshing
rest. Asper thecapability of theindividua, he/sheshould bemotivated to dotheactive
range of motion exercises.

6.5.4 Nutrition

The aged people usually have poor appetite. Sometimes because of certain disease
process, ¥he may have no appetite or may want to eat but may havelost the sense of
taste. A lack of taste reducesthe enjoyment that someone getsfrom esting or drinking
favouritefoods. II-fitting artificial denture could beanother problem.

Theelderly people should be encouraged to egt. Offer thefood keeping inmind their
likingsand didiking. Servethefoodin small amountsbut frequently andin an attractive
manner. Giveenough timefor them to finish thefood. There should not beany hurry-
burry. The cons stency of food may be changed as per theneed. Theelderly should be
encouraged to havether food in thedining room aong with other family members. The
drugsleadingto sideeffectsmust bereviewed. Some gppetisersmay beadded. Refer
theory Course 1, BNS-41, Block 2, Unit 3for more details.



6.5.5 Depression

Many peoplewho aredepressed find themsalvesfedling very fatigued. Itisnot unusud
for someonewith depression to sleep for wholeof theday. Thefedling of exhaustionis
very physical athoughthecause may be psychologica. Lonelinessmight bethemajor
cause of depression amongst elderly. Try tofind out the reason for depression. Some
of these people do well with anti-depressantsand/or with counsdlling.

6.5.6 Anxiety

Anxiety can beatiring state. Someonewho isanxiousisoften in aheightened state,
waiting for something bad to happen or fretting over what has happened. Aswith
depression, some of the elderly people do well with anti-anxiety medicationsand/or
withcounsdling.

6.5.7 Psychosocial and Spiritual Realms

Addressing the psychosocid and spiritua needsof elderly patientsandtheir familiesis
acorecomponent of paliativecare. Patientsmay experiencesufferingthatisnot physical.
Non-physical suffering can take atoll. For some patients, concerns like guilt,
hopel essness, fear and loss may |ead to significant distress, even contributing to
worsened physica symptoms(i.e. pain and anxiety). Loved onesmay manifest smilar
distress. Supporting familiesand caregiverswith tolerant listening and appreciation by
the organised service providersisalso crucial to help them fight the depression and
anxiety associated with an ailing dear one.

6.5.8 Grief and Bereavement

Whenyou areinvolvedintaking careof dying person, you must identify those bereaved
personsat high risk for complicated grief and those who need treatment. More over
these personscan begiven psychological support by sympeathetic and respectful attitude
fromfamily members, friendsand neighbours.

6.6 BARRIERSTOPALLIATIVE CAREFORTHE
ELDERLY

Itisalso very important to know the barriers so that you take measures before hand
and helptheederly in providing qudity care.

Certainbarriersto palliative carefor elderly exist. We need to overcomethesein order
to providequality caretotheelderly.

e Alack of awarenessand knowledge of the scale of problem of theelderly.

e A lack of health policiesfor palliative care, both for older people and for the
diseasesthey commonly suffer from.

e Faulty assumptionsabout the needs of older peopleand their desire or ability to
copewithout specia formsof help.

e Faluretoimplement Ssmpleproven effective measures.

e Thecomplexity of linking care packages across different settingsand between
health and social support and care.

e Alack of resourcesand outdated pattern of care and health systemsof delivery.

Geriatric and Palliative
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6.7 PREVENTIVEHEALTH CAREOFTHE
ELDERLY

Theroleof preventionin geriatricsisto delay the onset of age-related de-compensatory
problemsof body functions. Itincludes- Primary prevention, Secondary prevention,
and Tertiary prevention.

Primary prevention

Keeping inmind thedemographic profile, thefollowing areasneed atterction.
Calcium and Vitamin- D supplementation. Osteoporosis prevention, Tetanus.
Pneumococcal, Influenzalmmunisation, Easy and safe accessto water. Low level
switches, Railing/holding barsin bathrooms, Flat shoes, Bright lighting , Keep thefloor

dry, Removal of obstacles, Burnsaccidentsand falls should be prevented adequate
deep, and exercise.

Secondary prevention—Screening for early detection and trestment isanimportant
stepinsecondary prevention of diseaseand disability. Screening helpsinearly detection
of modifiable risk factors and their adequate management. Areas are eyes/ears,
nutritional deficiency states, infections, cancers, drug adverseeffects, dental problems,
hyper/hypotension, digbetesmedllitus.

Tertiary prevention: Rehabilitation team includes; aphysician, aphysiotherapist, an
occupational therapist, aspeech and languagetherapist, apsychiatrist, adietitian, a
nurse and asocia worker. Rehabilitation isaproblem solving processfocused on the
patientsfunctional abilities. It dealswith rehabilitation and caregiver support.

Interventions in rehabilitation include soft interventions like listening,
encouragement. counselling. Education, advice, speech andlanguagetherapist, and
Hard interventionsare aids and adaptation, occupationd therapy, phys otherapy and
drugs.

Other areasthat aid in preventiverehabilitationinclude Counsdlling by the caregiver,
hospitalisationin caseof chronicillness, Organisation of “day carecenters’, Physicians
support, Socia attitude and Supporting the caregiver.

L et ussummarisetheaspectsfor prevention asgiven below:

Primordial prevention

Pregeriatriccare

Primary prevention

Hedlth education

Exercise

Secondary prevention

Annua medical check-up

Early detection (Universa approach, Selective approach)
Treatment



Tertiary prevention

Counsdling and Rehabilitation
Welfareactivities (Sanjay Niradhar Yojana, Vridhashramaetc.)

Chiropody servicestoimprovequality of lifeof elderly.

Culturd programme
Old ageclub
Meals-onwhedl service
Homehelp

Old agehome

6.8 WELFARE SCHEMESAND SERVICESBY THE

GOVERNMENT

Thewelfare schemesand servicesthat have been provided for the elderly group are

listed below:

Section

Content/Text

Section 125(1) (d)

If any person having sufficient meansneglectsor refusesto
maintain hisfather or mother, unableto maintain himsdlf or
herself, aMagistrate of thefirst classmay, upon proof of
such neglect or refusal, order such person to make a
monthly alowancefor the maintenance of hiswifeor such
child, father or mother, at such monthly rate not exceeding
fivehundred rupessin thewhole, assuch Magistratethinks
fit, and to pay the sameto such person asthe Magistrate
may fromtimeto timedirect. Lawsin Indiato protect the

old people

Section 125(3)

If any person so ordered failswithout sufficient causeto
comply with the order, any such Magistrate may, for every
breach of the order, issueawarrant for levying theamount
due in the manner provided for levying fines, and may
sentence such person, for the whole or any part of each
month’ sallowanceremaining unpaid after the execution of
thewarrant, toimprisonment for atermwhich may extend
to onemonth or until payment if sooner made

S. | Nameof the
No | Ministry/Dept

Name of the Facilities/Benefits given to Senior
Citizen

Judtice

1 | Ministry of Socid Ministry of Social & Empowerment Justice

& Empowerment announced the National Policy on
Older Personswhich seeksto assure older persons
that their concernsarenationd concerns.TheMinistry
Isalsoimplementing following schemesfor thebenefit

Geriatric and Palliative
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No

Name of the
Ministry/Dept

Name of the Facilities/Benefits given to Senior
Citizen

of Senior Citizens. @) The Scheme of Assistanceto
Panchayati Rgj I ngtitutions/\Voluntary Organisations
Self Help Groups for Construction of Old Age
Homes/multi-service centres for older persons.
Under this Scheme, onetime construction grant for
old agehomes/multi-service centreisprovided.b) An
Integrated Programmefor Older Personshasbeen
formulated by revising the earlier scheme of
“Assistance to Voluntary Organisations for
Programmesrelating to the Welfare of theAged”.
Under this Scheme, financial assistance up to 90%
of the project cost is provided to NGOs for
establishing and maintaining old agehomes, day care
centers, mobile medicare unitsand to provide non-
ingtitutional servicesto older persons.

Ministry of Rura
Development

Under theNationa Old Age Pension Scheme, Centrd
Assistance of Rs. 75/- p.m. isgranted to destitute
older personsabove 65 years. This Schemehasbeen
transferred to the State Plan w.e.f. 2002- 03. 2.Under
the Annapurna Scheme, freefood grains (wheat or
rice) up to 10 kg per month are provided to destitute
older persons 65 yearsor above.

Ministry of Social
Justice&
Empowerment

Ministry of Socid Justice& Empowermentisthenodd
Minisiry responsiblefor welfareof the Senior Citizens.
It has announced the National Policy on Older
Personscovering dl concernspertainingtothewefare
of older persons. The National Policy on Older
Persons recognises a person aged 60 years and
aboveasasenior citizen.

Minigtry of Finance

Incometax rebate upto anincome of Rs. 1.851akh
p.a Higher rates of interest on saving schemes of
senior citizens. A Senior Citizens Savings Scheme
offering an interest rate is 9% per annum on the
deposits made by the senior citizensin post offices
hasbeen introduced by the Government through Post
Officesin Indiadoing savings bank work

Ministry of Road
Transport

1) Reservation of two seatsfor and Highways senior
citizensin front row of the buses of the State Road
Trangport Undertakings. ii) Some State Governments
aregivingfareconcessontosenior citizensinthe State
Road Transport Undertaking buses and are
introducing BusModdls, which areconvenient tothe
ederly

Ministry of Hedlth
& Family Welfare

Separate queuesfor older personsin hospitalsfor
registration and clinical examination.




Name of the
Ministry/Dept

Name of the Facilities/Benefits given to Senior
Citizen

Department of
Tdecommunications

1) Faults’complaintsof senior citizensaregiven priority
by registering them under senior citizenscategory with
VIPflag, whichisapriority category.ii) Senior citizens
areallowed to register tel ephone connection under
N-OY T Specid Category, whichisapriority category

Minigry of Rallways

a) Indian Railways provide 30% fare concessionin
all Mail senior citizensaged 60 years and above. b)
Indian Railways also have thefacility of separate
countersfor Senior Citizensfor tickets. c) Rampsfor
whedl chairsmovement areavailableat theentry to
important stetions. d) Specialy designed coacheswith
provisions of spacefor wheel chairs, hand rail and
specidly desgnedtoilet for handicapped personshave
been introduced.

Ministry of Civil
Aviation

1. Indian Airlinesis providing 50 per cent Senior
Citizen Discount on Normal Economy Classfarefor
al domedticflightsto Indian senior citizenswho have
completed the age of 65 yearsin the case of male
senior citizens and 63 yearsin the case of female
senior. 2. Air isoffering discount to senior citizensof
60 plusonflights.

10

Minigtry of
Consumer Affairs

1) Under the Antyodaya Scheme, Food and Public
theBelow Poverty Line(BPL) familieswhich also
includeolder Distribution personsare provided food
grainsat therate of 35 kgs. per family per month.
Thefood grainsareissued @ Rs.3/- per kg. for rice
and Rs.2/- per kg. for wheat. (ii) Under the
Annapoorna Scheme being implemented by the
SatesUT Adminigtration, 10 kgs. of food grains per
beneficiary per month.

MCD (municipa
cooperation
department)

(IMCD, hasopened aseparate of India) counter to
fecilitatethe senior citizensfor submission of property
tax bills. (ii) A rebate of 30% of the property tax due
on the covered space of abuilding up to one hundred
sg. mtrs. of the covered space has been alowed by
the corporation in the case of any self-occupied
residentia building singly owned by amanwhois65
yearsor morein age.

12

Miscellaneous

(i) Courts in the country accord priority to cases
involving ol der personsand ensuresthe r expeditious
disposal. (ii) Under the Old Age Pension Scheme,
monthly pension is given at variable rates to the
destitute old by various State Governments/UT
Adminigrations,

Geriatric and Palliative
Care

131



Skills for Management of
Common Conditions and
Emergencies

132

HELPAGEINDIA

HelpageIndiasupportsthefollowing programmesto makelifeeasier for older people:
1) Freecataract operation

2) MobileMedicareunits

3) Incomegenerationand micro-credits

4) Old agehomeand day care centers

5) Adopt agrant parents

6) Disagter mitigation

6.9 LET US SUM UP

Inthisunit we have discussed concept of palliative careand domainsof carefor elderly
persons.

Many older peopleliveinwell good healthinto their old age, but thereremainsa
Sgnificant number for whom growing oldincludesthe devel opment of complex physica
and socid needs, requiring both health and social care. However, thisisaso afact that
the older people face prolonged courses of chronic diseases and gradual decline.
Palliative carefocuses more on the quality of life of patientsand relativesthan on
prolonging life. Thus, asahedth care profess ona syou need to beexpertinthedomains
of palliative care so that these patientsand their familiescan receivethe best quality of
carewhilethey aredtill living full livesand later asthey approach theend of life. At the
end of theunit wediscussed certain barrierswhich you may overcomesothat you are
ableto provide adequate careto the elderly personin need.

6.10 ACTIVITY

1) Prepareanassessment formfor elderly patientswho attend the clinic based onthe
guidelinesof assessment.

2) Assess10maleand 10 femaleelderly patients.

3) Prepareahealth education programmefor the elderly group in the community
emphasising on preventive aspectsand welfare activitiesand schemes provided
by the Government.

6.11 REFERENCES

1) SinghA, Kaur S, KishoreJ. Comprehensivetextbook of Elderly Care. Century
Publications, New Delhi, 1% Edition 2014. ISBN: 978-81-88132-52-2.

2)  http:/Amww.indiatogether.org/2010/mar/hlt-palliate.htm, Retrieved on 24 Dec 2010.

3) http:/AMww.indiatogether.org/2010/mar/hit-paliate.htm. Retrieved on 24 Dec 2010.

4)  http://Amww.medhedthwriter.com/main/page_top_10 myths of paliative care.
html. Retrieved on 27 Dec 2010.

5) Nationd Ingtituteof Socid Defence. Ministry of Socid Justiceand Empowerment
Govt. of India. Jan 2008. pp 1.

6) TaraF. Bishop, MD, and R. Sean Morrison, pain and symptom management for
thegeriatric patient. Clinical Geriatrics2007;15:25-32



7) Tara F. Bishop, R. Sean Morrison. Geriatric Palliative Care—Part II:
Communication and Goalsof Care. Clinical Geriatrics 2007; 15: 27-32

8) DaviesE, HigginsonlJ, eds. Thesolidfacts: Pdliativecare. Geneva: World Hedlth
Organization, 2004.

9) DaviesE, Higginson |J. Better Palliative carefor older people. Geneva: World
Health Organization, 2004.

10) AGSPand on Persistent Painin Older Persons. The management of persistent
paininolder persons. JAm Geriatr Soc 2002; 50(6 suppl):S205-S224.

11) Caird Fl. Theimportanceof psychological symptomsin Parkinson’ disease. Age,
Ageing 1999:28:335-336.

12) FamcombeM . Chater S. GillisA. Theuseof nebulised opioidsfor bresthlessness:
achartreview. Palliat Med 1994;8:306-12.

13) Graziotti PJ, Goucke CR. Theuseof opioidsin patientswith chronic non- cancer
pain. Management strategies. Med JAust 1997:167: 30-34

14) Higginson| J. Who needspalliative care’ ? Jour of Roy Soc of Med 1998:91:563-
4.

15) Hobaon P, Holden A. MearaJ. Measuring theimpact of Parkinson’s diseasewith
the Parkinson‘ s Disease Quality of LifequestionnaireAgeAgeing 1999:28:341-
346.

16) Light RW, Muro JR, Sato RI, Stansbury DW, Fischer CE. Brown SE. Effectsof

ora morphineon bresthlessness and exercisetol erancein patientswith chronic
obstructiveairwaysdisease. Am Rev Respir Dis1989:139: 126-33.

17) McCarthy M, Addington-Hall M. Altmann D. the experience of dying with
dementia: aretrospective study. Int JGeriatr Psy 1997:12:404-9.

18) MoulinDE, lezzi A, XmirehR et d. Randomisedtria of oral morphinefor chronic
non-cancer pain. Lancet 1996:347:143-7.

19) Nationd Cancer Control Programme: Policiesand Manageria guidelines, 2 ed.
Geneva, World Hedlth Organi zation, 2002.

20) SepulvedaC. Pdliative care: theWorld Hedlth Organi zation’sgloba perspective.
Journal of pain and symptom management 2002;24:91-96.

21) SinghT, SinghA, Avasthi A. Pattern of quality of lifeof long term carefor the
bedridden patients in Chandigarh, North India. The International Journal of
Geriatricsand Geronotology 2005; 2:1-14.

22) Skilbeck J. Mott L. PageH. SmithD. Hjemdand-Ahmedzai S, Clark D. Pdlliative
carein chronic obstructive airways disease: aneeds assessment. Palliat Med
1998:12:245-54

23) Zenz M. Strumpf M. TrybaM. Long term oral opioid therapy in patientswith
chronic non-malignant pain. JPain Sym Management 1992:7:69-77

Geriatric and Palliative
Care

133





